
Progress Report 
September 2022

Cwm Taf Morgannwg University Health Board

INDEPENDENT MATERNITY SERVICES  
OVERSIGHT PANEL

Independent Maternity 
Services Oversight Panel
Cwm Taf Morgannwg University Health Board

  © Crown copyright 2022, Welsh Government, WG46185, Digital ISBN 978-1-80391-959-1 
Mae’r ddogfen hon ar gael yn Gymraeg hefyd / This document is also available in Welsh 
Rydym yn croesawu gohebiaeth a galwadau ffôn yn Gymraeg / We welcome correspondence and telephone calls in Welsh



 
 

Foreword 
On 30 April 2019, following the publication of a critical report setting out the findings 
of a review conducted by the Royal College of Obstetricians and Gynaecologists and 
the Royal College of Midwives (the Royal Colleges), the then Minister for Health and 
Social Services (the Minister) announced that he was placing maternity services at 
the Prince Charles and Royal Glamorgan Hospitals in ‘special measures’.  

As part of a wider package of measures designed to support his intervention, the 
Minister appointed an independent panel (the Panel) to provide the oversight which 
was necessary to ensure that Cwm Taf Morgannwg University Health Board (the 
Health Board), addressed the failings identified by the Royal Colleges in a timely, 
open and transparent manner which placed the women and families most affected, 
at the heart of the process.  

The Panel has reported the Health Board’s progress in addressing those failings on 
a regular basis since that time. This report, the seventh to be published to date, 
covers the six-month period to 30 September 2022.  

The report summarises the further progress which the Health Board has made in 
improving its maternity and neonatal services, focusing particularly on the 
achievement of a set of thirteen ‘conditions for sustainability’ which have been jointly 
developed between the Panel and the Health Board. These conditions for 
sustainability are closely aligned to the Health Board’s longer term improvement 
plans and designed to provide assurance that the improvements which the Health 
Board has made and continues to make, are embedded in practice and sustainable 
in the longer term.  

The Panel believes that those conditions are now in place and subject to the 
Minister’s agreement, the Panel intends for this to be its final progress report. As 
such, the report brings together the analysis and conclusions contained within 
previous reports to provide a consolidated summary of the Health Board’s 
improvement journey over the past three and a half years. It also identifies what 
further support is needed going forward to ensure that the progress which has been 
made is built upon, particularly in relation to the Health Board’s neonatal services.  

Further information, including previous progress reports, the thematic reports from 
the Panel’s clinical review programme and the terms of reference for the Panel’s 
work can be accessed on the Welsh Government’s website.

https://gov.wales/independent-maternity-services-oversight-panel


 
 

Cwm Taf Morgannwg University Health Board 
Independent Maternity Services Oversight Panel  

 

Mick Giannasi (Chair) is the Chair of Social Care Wales. He was 
formerly the Chair of the Board of the Welsh Ambulance Service 
NHS Trust and a Welsh Government Commissioner for Isle of 
Anglesey County Council. He is a police officer by background 
and a former Chief Constable of Gwent Police. 

 

Cath Broderick (Lay Member) is an Honorary Fellow of the Royal 
College of Obstetricians and Gynaecologists and the author of the 
‘Listening to Women and Families about Maternity Care in Cwm 
Taf’ report. She has extensive experience in patient and public 
engagement and supported similar work in Morecambe Bay. 

 

Alan Cameron (Obstetric Lead) has over 27 years’ experience as 
a Consultant Obstetrician and has recently completed his post as 
the National Clinical Lead in Obstetrics for the Scottish Maternity 
and Children Quality Improvement Collaborative. He is a clinical 
advisor for the Healthcare Safety Investigation Branch.  

 

Christine Bell (Midwifery Lead) has over 31 years’ experience 
working as a Midwife in England, ten of those as a Head of 
Midwifery in a large NHS Trust. She has extensive experience in 
change management and service transformation. 

 

Kelly Harvey (Neonatal Nursing Lead) has over 19 years’ 
experience as a Neonatal Nurse and Advanced Neonatal Nurse 
Practitioner and is currently Senior Nurse for the North West 
Neonatal Network. She is also a member of the National Neonatal 
Nurses Association Executive Committee. 

 

Alan Fenton (Neonatologist Lead) has over 27 years’ experience 
as a Consultant Neonatologist and was previously President of the 
British Association of Perinatal Medicine. He was the 
Neonatologist in the core team of the 2016 National Maternity 
Review (Better Births) and has been part of the MBRRACE-UK 
collaborative since 2018. 



 
 

Executive Summary 
This is the seventh progress report to be published by the Independent Maternity 
Services Oversight Panel (the Panel). It summarises the progress which Cwm Taf 
Morgannwg University Health Board (the Health Board) has made in improving its 
maternity and neonatal services to the end of September 2022. 

Earlier Progress 

When the Panel last reported in the Spring of 2022, it concluded that the Health 
Board had made substantial progress in improving its maternity services in response 
to the findings of the Royal Colleges’ review. At the same time, although the pace 
had been slower than expected, some early progress had also been made in 
addressing the recommendations from the Panel’s deep-dive review of the Health 
Board’s neonatal services which reported in January 2022.  

Meanwhile, at an organisational level, underpinning issues like leadership, corporate 
governance, corporate communications and programme management had been 
strengthened and the Panel felt that the time was approaching where it might soon 
be in a position to advise the Minister for Health and Social Services (the Minister) 
that the external oversight provided by the Panel was no longer necessary.  

However, before offering that advice, the Panel felt it was important to ensure that 
the improvements which had been made were embedded in practice and that the 
Health Board’s longer-term improvement plans were sustainable going forwards; in 
other words, that things would not slip back or lose momentum if the Panel was no 
longer there to provide independent monitoring, challenge and support.   

Conditions for Sustainability 

In order to provide that assurance, working closely with the Welsh Government and 
the Health Board, the Panel identified thirteen ‘conditions for sustainability’ which, 
were they to be achieved, would demonstrate that the improvements which the 
Health Board had made to that point were embedded in practice and that its longer-
term improvement programme was sustainable going forward.  

A diagram which sets out the conditions for sustainability is included at Appendix D 
to the report. The conditions are closely aligned to the Health Board’s longer-term 
improvement plans and support the transition to a ‘business as usual’ approach 
which will enable the next phase of the improvement journey to be ‘owned’ by the 
maternity and neonatal service and embedded within the Health Board’s routine 
governance arrangements.  

Current Assessment 

Sections 4 to 11 of the report provide a detailed assessment of the extent to which 
the Health Board is now meeting those conditions for sustainability.  

Based on that assessment, all of the thirteen conditions had been met by the end 
of the current reporting period and as such, the Panel believes that the Health 
Board’s longer-term improvement plans are sustainable going forward. 



 
 

Furthermore, three and a half years on from the Royal Colleges’ review, the Panel 
believes that the Health Board’s maternity services are now being delivered to the 
standards which the women and families who use them are entitled to expect. In 
some areas, most notably in the way that the service is now engaging with women 
and families, the Health Board is setting standards for others to aspire to.  

The vast majority of the Royal Colleges’ recommendations have now been delivered 
in full and the few which remain work in progress, for the most part those related to 
complex issues like staff culture, leadership, vision and strategy, have been 
incorporated into the Health Board’s longer term organisational improvement plans.  

The most recent assessment against the Integrated Performance Assessment and 
Assurance Framework (IPAAF) which has been used to assess the progress of the 
Health Board’s improvement journey over time, concluded that the maternity service 
has now achieved ‘Maturity’ in all three performance domains and in terms of the 
quality of women’s experience has achieved ‘Exemplar’ status.  

There remains work to do to, but this is now developmental rather than remedial; the 
challenges which the Health Board faces going forward are essentially no different to 
those faced by other health boards in Wales seeking to continuously improve the 
quality and safety of the maternity services they provide. 

At the same time, meaningful progress has been made in addressing the urgent and 
immediate recommendations for improvement which emerged from the neonatal 
deep-dive review. Although the pace has remained less than expected, the basic 
foundations of a safe and effective service are now in place. There is an agreed plan 
to deliver the remaining improvements which are necessary and the Panel sees no 
reason why, drawing on what has been achieved in the maternity service, those 
improvements should not be delivered in full within reasonable timescales. 

The most recent assessment against the IPAAF indicates that over the last six 
months the neonatal service has progressed from ‘Early Progress’ to ‘Results’. This 
is an important milestone for the neonatal service which reflects an increase in pace 
and momentum which has emerged in recent months, prompted by increased 
engagement with the clinical teams. 

Despite that progress, the Panel believes that for the time being at least, the clinical 
teams will need a degree of ongoing external mentoring and support to aid them in 
delivering the remaining elements of the neonatal improvement plan. However, that 
support need not and should not now be provided by the Panel. 

Conclusions and Recommendations 

Taking all of that into account and in particular, the fact that the thirteen ‘conditions 
for sustainability’ have now been met, the Panel feels able to assure the Minister that 
the Health Board’s improvement journey is now sustainable going forward.   

Furthermore, for reasons which are set out in the conclusions of the report, the Panel 
also believes that its terms of reference have now been discharged and that the time 
is now right for the Health Board to continue its improvement journey without 
independent external oversight and support from the Panel. 



 
 

On that basis, the Panel has made two key recommendations for the Minister to 
consider which are set out in Section 12 of the report, together with the rationale on 
which they are based. In summary, these relate to:- 

• standing down the Independent Maternity Services Oversight Panel once the 
necessary administrative arrangements can be completed (Recommendation 
One); 

• a requirement for ongoing mentoring and support to ensure that the remainder 
of the neonatal improvement plan is delivered (Recommendation Two). 

The Panel has also made one wider recommendation (Recommendation Three) 
which relates to the need for work which is currently being undertaken to develop a 
national dataset which will enable meaningful and reliable comparative analysis of 
maternity and neonatal services across Wales to be progressed at the earliest 
opportunity.  

Closing Comments 

If the Minister accepts the Panel’s recommendations, this will be the Panel’s final 
progress report. On that basis, the Panel has provided a consolidated summary of 
the Health Board’s improvement journey to date. This is introduced in Section 2 and 
expanded upon in Appendix C. It is important to briefly set that journey into context.  

Like many other organisations, over the last two and a half years, the Health Board 
has faced a series of unprecedented challenges, including responding to the onset of 
and subsequent challenges arising from the COVID-19 pandemic. Considering those 
challenges, the Health Board has made remarkable progress, most notably within its 
maternity services but more recently within its neonatal services as they have 
received increasing focus within the improvement programme.  

That is testament not only to the leadership, resilience and determination of the 
Board and the senior leadership team but also to the hard work, dedication and 
commitment of the frontline clinicians, managers and support staff who have worked 
so hard in difficult and challenging circumstances to turn around a service which was 
previously failing the women and families who used it. 

They must never forget what happened, nor can they be complacent because there 
is still work to be done. However, they can be justifiably proud of what they have 
achieved thus far and should take confidence that they have the capacity and 
capability to continue the journey that they have started.  

The women and families who were most affected by the Health Board’s previous 
failings have always been at the heart of the Panel’s work. They can also be 
reassured that their voices have been heard and the interests of those who use the 
service is increasingly influencing the way that maternity and neonatal services in 
Cwm Taf Morgannwg are being designed and delivered. 
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1 Background to the Panel’s Work 
In October 2018, as a result of growing concerns about the quality and safety of the 
maternity care being provided in the former Cwm Taf University Health Board, the 
then Minister for Health and Social Services (the Minister) commissioned an 
independent review by the Royal College of Obstetricians and Gynaecologists and 
the Royal College of Midwives (the Royal Colleges).  

In January 2019, as part of the methodology for the review, the Royal Colleges 
conducted a three-day site visit at the Prince Charles and Royal Glamorgan 
Hospitals. This included engagement with staff and service users to help understand 
their experiences of providing and receiving care.  

During the visit, some serious concerns were identified which resulted in the Royal 
College assessors making a series of interim recommendations designed to ensure 
that immediate action was taken to improve patient safety. These ‘make-safe’ 
recommendations were accepted by the former Health Board and the Welsh 
Government and immediately acted upon.  

The Royal Colleges’ report, setting out the findings of their review in full, was 
published on 30 April 2019. The report highlighted serious concerns relating to:- 

• a lack of compliance with national standards; 
• unsafe staffing levels and rotas; 
• an inadequate safety culture and poor inter-professional relationships; 
• poor management of learning from serious incidents;  
• ineffective patient engagement. 

 
These failings were further compounded by apparent weaknesses in the Health 
Board’s corporate governance arrangements, as well as inappropriate cultures and 
behaviours which compromised the quality and safety of the care being provided. 

The Royal Colleges’ findings were supplemented by an additional report which told 
the stories of the women and families who had used the service and painted a 
disheartening picture of patient experience and service quality which fell a long way 
short of acceptable standards. 

The Royal Colleges made 70 recommendations for improvement, all of which were 
accepted by the Health Board and the Welsh Government. This included a 
recommendation that a number of serious incidents which occurred between 
January 2016 and September 2018 should be subject to independent clinical review. 

1.1 Welsh Government Response 

In response to the Royal Colleges’ findings, the Minister announced that maternity 
services at the former Cwm Taf University Health Board (Prince Charles and Royal 
Glamorgan Hospitals) would be placed in ‘special measures’. By that time, the 
organisation had been reorganised as the Cwm Taf Morgannwg University Health 
Board (the Health Board) following a boundary change.  

https://gov.wales/sites/default/files/publications/2019-04/review-of-maternity-services-at-cwm-taf-health-board_0.pdf
https://gov.wales/sites/default/files/publications/2019-04/listening-to-women-and-families-about-maternity-care-in-cwm-taf_0.pdf
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The Minister also increased the newly formed Health Board’s overall escalation 
status to ‘targeted intervention’ due to the broader quality and governance issues 
which had been identified during the review. Consequently, with external support and 
oversight, the Health Board put in place a wider programme of improvement 
measures designed to enhance the effectiveness of the organisation as a whole.  

As part of the escalation process, the Minister announced a number of discrete but 
complementary measures, namely:- 

• the establishment of the Independent Maternity Services Oversight Panel, 
tasked, amongst other things, with seeking robust assurance from the Health 
Board that the Royal Colleges’ recommendations were implemented within 
agreed timescales; 

• the appointment of an experienced Governance Advisor to support the Chair 
and the Board in delivering the necessary improvements in leadership and 
corporate governance;  

• a programme of support, provided by the NHS Wales Delivery Unit (Delivery 
Unit), to enable the Health Board to provide internal and external assurance 
that there are effective arrangements in place for reporting, managing and 
reviewing patient safety incidents and concerns. 

The work undertaken by the Governance Advisor and the Delivery Unit has now 
concluded. Positive feedback was provided in terms of the Health Board’s progress, 
becoming a more open and transparent organisation, supported by stronger Board 
ownership with enhanced scrutiny and a greater understanding of risk. 

In terms of wider intervention work, Healthcare Inspectorate Wales (HIW) and Audit 
Wales (AW) also undertook a joint review of the Health Board’s quality governance 
arrangements, culminating in a report which was published during November 2019. 
The Panel understands that a follow-up review is planned for early in 2023 to assess 
the progress which has been made against the recommendations which emerged. 

1.2 Establishment of the Panel 

The Panel came together for the first time on 27 May 2019. At that time, it included a 
Chair, Lay Member, Obstetric Lead and a Midwifery Lead. 

The Panel has five key responsibilities which are set out in the terms of reference 
attached at Appendix A. These can be broadly summarised as follows:- 

• oversee the delivery of improvement in maternity and neonatal services; 
• establish and manage a programme of independent clinical reviews; 
• assist in the development and implementation of effective arrangements for 

patient and staff engagement; 
• escalate wider concerns about governance to the Welsh Government and the 

Health Board; 
• provide advice to the Minister on any further action which is necessary. 

https://www.hiw.org.uk/sites/default/files/2019-11/Cwm-Taf-Morgannwg-UHB-Joint-review-Eng.pdf
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The Panel adopted a structured approach to its work, drawing on good practice from 
previous interventions, most notably the Welsh Government’s intervention into Isle of 
Anglesey County Council, the Tawel Fan intervention and the work conducted in 
response to the Kirkup Inquiry into maternity services in Morecambe Bay.   

At its inception, the Panel also worked in partnership with the Wales Centre for 
Public Policy to ensure that its approach reflected sound academic principles and 
evidence-based practice of ‘what works’ to achieve a successful intervention. 

Reflecting that evidenced-based approach and the principle that an intervention body 
should provide role modelling leadership to the organisation subject to the 
intervention, the Panel developed and widely circulated a set of values and 
behaviours which underpin the way it operates. A statement on the Panel’s values 
and behaviours can be found at Appendix B.  

1.3 Expansion of Panel 

For reasons which are well documented, in the early stages of the improvement 
process, there was an immediate focus on the maternity service and in particular 
on the ‘make-safe’ aspects of the Royal Colleges’ recommendations. This meant 
that the neonatal service did not initially receive the same degree of scrutiny, focus 
or resource as the maternity service. 

In March 2021, with the active support of the Health Board, the Panel made a 
recommendation to the then Minister that there should be an increased focus on 
neonatal services within the oversight process. The Minister accepted this 
recommendation and authorised a neonatal ‘deep-dive’ exercise to assess the 
quality and safety of the neonatal services being provided by the Health Board at 
Prince Charles Hospital. This was commissioned jointly by the Panel and the Health 
Board with the aim of providing a detailed and comprehensive picture of the current 
service, with a focus on safety, effectiveness, learning and improvement.  

At this time, a Neonatologist Lead and Neonatal Nursing Lead were appointed to the 
Panel to provide the additional capacity and expert professional knowledge required 
to undertake the work and to broaden the Panel’s oversight role to explicitly include 
the Health Board’s neonatal service.  

Further information about these developments can be found in the Minister’s 
statement to the Senedd on 22 March 2021.  

  

https://gov.wales/written-statement-update-regarding-independent-oversight-arrangements-maternity-and-neonatal
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2 The Health Board’s Improvement Journey – At a Glance  
When the Panel last reported progress in the Spring of 2022, it concluded that three 
years on from the Royal Colleges’ review, the Health Board had effectively turned 
around its maternity services and that they were broadly being delivered to the 
standards which the women and families who used them were entitled to expect. In 
some respects, most notably in the way that the service was engaging with women 
and families, the Panel acknowledged that the Health Board was probably setting 
standards for others across Wales to aspire to.  

At that stage, the vast majority of the Royal Colleges’ recommendations had been 
delivered in full and those still work in progress, which for the most part related to 
complex issues like staff culture, leadership, vision and strategy, had been 
incorporated into the Health Board’s longer term organisational improvement plans.  

There was still work to do but the challenges which the Health Board now faced were 
essentially no different than those faced by other health boards seeking to 
continuously improve the quality and safety of their maternity services.  

At the same time, some early progress had been made in addressing the urgent and 
immediate recommendations for improvement which emerged from the neonatal 
deep-dive review. Progress had not been made at the pace which either the Panel or 
the Health Board had hoped for or expected, in part due to the ongoing impact of 
COVID-19 related absence. However, the basic foundations had been put in place, 
there was an agreed plan to deliver the necessary improvements and the Panel 
anticipated that the pace and momentum would increase in the subsequent period. 

The clinical review programme and other key pieces of work were also drawing to a 
satisfactory conclusion and taking everything into account, the Panel felt that the 
time was approaching where it might soon be in a position to make a 
recommendation to the Minister that intrusive external oversight was no longer 
necessary. However, it was important first to ensure that the improvements which 
had been made were embedded in practice and that the Health Board’s 
improvement journey was sustainable going forward; in other words, to be assured 
that it would not slip back, lose momentum or gradually fade out if the Panel was no 
longer there to provide independent external monitoring, challenge and support.   

In order to provide that assurance, working closely with the Welsh Government, the 
Panel and the Health Board identified thirteen ‘conditions for sustainability’ which, 
were they to be achieved, would demonstrate that the improvements which the 
Health Board had made were embedded in practice and sustainable going forward.   

These conditions were set out in the last progress report and the Panel and the 
Health Board were in the process of agreeing the detailed evidence which would be 
required to demonstrate that they had been achieved.   
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The remainder of this report focuses on assessing the extent to which each of these 
thirteen conditions is now in place and what this means in terms of the sustainability 
of the Health Board’s improvement journey going forward. 

If the Minister accepts the recommendations contained within this report, this will 
effectively be the Panel’s seventh and last progress report. For that reason, the 
Panel felt it might be helpful to draw together the analysis and conclusions contained 
within the previous six reports to provide a consolidated summary of the Health 
Board’s improvement journey to this point.  

In order to keep the main body of the report succinct, the summary is set out in 
Appendix C. However, the infographic in Figure 1 provides a visual step by step 
representation of the Health Board’s maternity and neonatal improvement journey ‘at 
a glance’.  

It is important to briefly set that journey in context. Like many other organisations, 
over the last two and a half years, the Health Board has faced a series of 
unprecedented challenges. That includes the response to the onset of the COVID-19 
pandemic, the delivery of the vaccination programme and establishment of the 
recovery programme. At the same time, it has been responding to unprecedented 
demands on its frontline services through two very difficult and prolonged winter 
periods. 

There is no doubt that COVID-19 related sickness absence impacted the pace of 
progress in delivering the Health Board’s improvements plans; there were a number 
of occasions wherein it was necessary to return staff involved in improvement 
activities back to frontline duties to support their operational colleagues.  

Considering those challenges, some of which are still very much ongoing, the Health 
Board has made remarkable progress, most notably within its maternity services but 
more recently within its neonatal services as a result of increasing focus within the 
improvement programme.  

That is testament not only to the leadership, resilience and determination of the 
Board and the senior leadership team but also to the hard work, dedication and 
commitment of the frontline clinicians, managers and support staff who have worked 
so hard in difficult and challenging circumstances to turn around a service which was 
previously failing the women and families who used it. 

They must never forget what happened, nor can they be complacent about what 
remains to be done. However, they can be justifiably proud of what they have 
achieved to this point and should take confidence that they increasingly have the 
capacity and capability to continue the improvement journey.  
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Figure 1: Health Board Improvement Journey at a Glance 
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3 Conditions for Sustainability 
For reasons which were explained in the preceding section, the remainder of the 
report has been structured around the thirteen ‘conditions for sustainability’. These 
conditions have been summarised in Appendix D. 

The conditions for sustainability were designed in consultation with the Welsh 
Government and the Health Board to provide an objective way of assessing progress 
in the later stages of the Health Board’s improvement journey. The intention was that 
if all of the conditions were achieved, this would provide assurance that the 
improvements which the Health Board has made and continues to make are 
sustainable going forward.  

The conditions are closely aligned to the Health Board’s longer-term improvement 
plan and are intended to support the transition to a more ‘business as usual’ 
approach, with the next phase of the improvement journey being owned by the 
maternity and neonatal service and embedded within routine governance 
arrangements.  

For each of the conditions, the Panel and the Health Board have agreed a set of 
success criteria and a list of the evidence which will be required to enable the 
condition to be considered as met. The success criteria and evidence requirements 
for each of the thirteen conditions is set out in the table at Appendix E.  

3.1 Assessment Methodology 

The Panel’s assessment of progress against the conditions for sustainability has 
been based on information drawn from a range of sources, including:- 

• reviews of documentary evidence; 
• staff engagement; 
• communication with women and families; 
• improvement showcases; 
• the Health Board’s self-assessment against the IPAAF. 

This evidence has been evaluated and triangulated against other sources of 
intelligence, for example information provided by external stakeholders including 
statutory and regulatory bodies such as Healthcare Inspectorate Wales (HIW), Audit 
Wales (AW) and the Community Health Council (CHC).   

At the beginning of September 2022, the Panel completed a two-day on-site 
assurance visit to the Health Board, building on similar exercises conducted in July 
2021 and March 2022.  

The visit enabled the Panel to assess at first hand, what further progress had been 
made in the intervening six months, particularly in relation to neonatal service 
improvement. The visit also enabled the Panel to assess whether the improvements 
which had previously been delivered had been embedded ‘on the ground’.
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4 Royal Colleges’ Recommendations, Programme 
Management and Corporate Governance  

 

At the end of the previous reporting period, 62 of the 70 Royal Colleges’ 
recommendations had been verified by the Panel as fully delivered, whilst the 
remaining eight were deemed to be work in progress at various stages of 
completion. Most of the recommendations which remained to be delivered were 
linked to longer term developments in areas like staff culture and leadership.  

In order to rationalise the improvement programme, in May 2022, the Panel made a 
recommendation to the Minister that the Royal Colleges’ action plan should be 
discharged and that the outstanding elements should be scheduled for delivery 
within the Health Board’s longer-term Maternity and Neonatal Improvement Plan. 
That proposal was supported by the Minister and as such, the Royal Colleges’ action 
plan has now been closed by the Health Board. 

Over the last six months, the Panel has regularly reviewed changes in the Maternity 
and Neonatal Improvement Plan and is satisfied that all of the outstanding elements 
of the Royal Colleges’ recommendations have been systematically transitioned 
across and scheduled for delivery in future with clear timelines and accountabilities.  

On that basis, the Panel is satisfied that this condition has been met in full.  

It is worth noting that a number of the outstanding recommendations which were 
rolled forward into the longer-term improvement plan have already been delivered or 
are very close to being completed. These include the following: 

Ref. RCOG Recommendation Outcome 

7.7 Ensure an environment of privacy 
and dignity for women undergoing 
abortion or miscarriage in line with 
agreed national standards of care. 

A Gynaecology Day Assessment 
Unit (GDAU) pathway and standard 
operating model have been 
developed and signed off by the 
executive team. Suitable facilities 
have been commissioned and the 
GDAU service has ‘gone live’. 

Condition for Sustainability – Royal Colleges’ Recommendations 

The Royal Colleges’ recommendations process is discharged; all 
recommendations are either verified as delivered by the Panel or scheduled for 
delivery within the Health Board’s longer-term Maternity and Neonatal 
Improvement Plan. 
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Ref. RCOG Recommendation Outcome 

7.35 Undertake a training needs 
assessment for all staff to identify 
skills gaps and target additional 
training. 

A Learning Needs Analysis (LNA) 
has been undertaken across 
maternity services, neonatal 
services, gynaecology and 
integrated sexual health services. 
LNA plans have been drafted and 
approved and a launch event has 
taken place to promote staff 
awareness of the learning 
opportunities which are available. 

7.67 Develop a strategic vision for the 
maternity service and use the current 
opportunity of change to create a 
modern service which is responsive 
to the women and their families and 
the staff who provide care. 

A first draft of the strategy has been 
developed, informed by a 
population health assessment and 
consultation with staff and service 
users. This has been through an 
external clinical review reference 
group and has recently been signed 
off by the Maternity and Neonatal 
Improvement Board in readiness for 
publication (See also Section 11). 

 
4.1 Programme Management Arrangements 

When the Panel last reported in May 2022, it commented in favourable terms about 
the effectiveness of the enhanced programme management arrangements which 
had been put in place by the Health Board to manage the Maternity and Neonatal 
Improvement Programme (MNIP). 

Completion (or non-completion) of key milestones was being reported via the 
Maternity and Neonatal Improvement Board (MNIB) through to the Board via the 
Quality and Safety Committee (Q&SC). Programme level risks and key metrics were 
also being reported, enabling the organisation to maintain clear oversight of how the 
improvement programme was functioning, what remained to be done and what 
challenges may be faced within the coming weeks.   

Since that time, the Programme Director who was leading the MNIP has moved on 
and the Director of Midwifery has taken over responsibility for the direction of the 
programme on a ‘business as usual’ basis. There is continuity within the programme 
team and the programme management arrangements which were in place have 
largely been maintained and continue to work well.   
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The highlight report and supporting papers which were presented to the Maternity 
and Neonatal Improvement Board in September 2022 were of a high standard which 
enabled the Senior Responsible Officers and others to gain a clear picture of where 
the programme was in terms of what had been delivered, what remained to be done 
and any remedial action which was necessary. The papers were supported by an 
increasingly comprehensive suite of data demonstrating how the maternity and 
neonatal services are performing over time. This provided the Panel with increased 
confidence that nothing significant had been lost in the transition of the programme.  

With effect from 01 September 2022, the Health Board has transitioned from an 
Integrated Locality Group structure into a Care Group structure as part of the 
redesign of the organisation’s operating model. As a result, maternity and neonatal 
services have now been brought together within one group, known as the Children 
and Families’ Care Group. At the time of writing, the implementation phase is 
ongoing and the processes and structures within the groups are still being finalised. 
However, the intention is that the Director of Midwifery will now oversee both 
services, supported by a Director of Operations and a Medical Director, providing the 
opportunity for the two services to become increasingly integrated. 

The Maternity and Neonatal Assurance Framework which describes the processes, 
lines of accountabilities and escalation mechanisms which have been put in place to 
manage the longer-term MNIP has been reviewed and adjusted to align to the new 
Care Group structure. These revised proposals were presented to the MNIB in 
September 2022 and approved. The framework identifies four ‘lines of defence’ from 
‘ward to board’ designed to ensure that risk is identified and escalated as appropriate 
through the governance framework.   

As part of these revised arrangements the MNIB will be re-designated as the 
Maternity and Neonatal Safety Board to recognise the changing nature of the 
improvement programme and the development of the Maternity and Neonatal Safety 
Support Programme at an all-Wales level. 

Over the last six months, through the process of reviewing evidence and observing 
the Health Board’s meeting structures, the Panel has seen evidence that the current 
programme management arrangements are effective in defining the objectives of 
improvement work and the associated delivery plans, as well as identifying, 
monitoring and mitigating any barriers or risks to the delivery of outcomes.  

On that basis, the Panel believes that the programme management condition 
for sustainability has been met although clearly the arrangements will continue to 
evolve as the revised Care Group structure is embedded. 
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4.2 Oversight of Maternity and Neonatal Services 

 

The Maternity and Neonatal Assurance Framework, which has been developed to 
support the Health Board’s longer-term maternity and neonatal improvement plans, 
sets out a clear structure to enable risk and issues to be escalated through internal 
mechanisms to the Board and its Committees.  

The Panel has continued to observe MNIB, Q&SC and Board meetings throughout 
this reporting period. The quality and frequency of the challenge and scrutiny 
provided by Independent Members has been sustained and this has provided further 
assurance to the Panel that there is an appropriate level of corporate oversight of 
both maternity and neonatal service delivery and the ongoing improvement 
programme. The personal commitment of the Chair of the Q&SC has been a 
significant driver for the improvements in corporate governance which have been 
delivered. 

The Panel considers that the availability of accurate and timely data, alongside an 
ability to interrogate and use this data to inform improvements, is a prerequisite for 
longer term sustainable improvement and underpins many of the conditions for 
sustainability, in particular effective corporate governance.  

Considerable progress has made in this area, particularly in terms of improving data 
quality, the development of dashboards and the emerging ambition to become a data 
driven service.  

In September 2022, the maternity service dashboard was relaunched and is now 
featuring in all governance forums with clear routes of escalation through to the 
Q&SC. There remains work to do to ensure that the neonatal dashboard is at the 
same level of development but there are clear plans in place to progress this, 
alongside an ambition to align and integrate with the maternity service dashboard 
which is welcomed by the Panel.  

In terms of data management, the Panel has seen evidence of clear leadership at 
both senior and Board level and whilst there remains work to be done, there is a 
clear understanding of the gaps with plans in place to address them. 

On that basis, the Panel believes that whilst the arrangements will continue to 
develop and improve going forward, particularly in relation to the use of data, 
the corporate governance condition for sustainability has now been met. 

  

Condition for Sustainability – Corporate Governance 

Effective oversight and scrutiny of current maternity and neonatal service 
provision consistently being provided by the Board and the Quality and Safety 
Committee. 



12 
 

5 Integrated Performance Assessment and Assurance 
Framework (IPAAF)  

 

When the Panel last reported in May 2022, the IPAAF had evolved into a Board level 
self-assessment process undertaken on a four monthly cycle aligned to the wider 
targeted intervention arrangements.  

An initial assessment is undertaken against the IPAAF maturity matrices by the 
Clinical Service Group leads through a facilitated review meeting. This assessment 
is then reviewed and challenged by the Integrated Locality Group Directors and 
designated Senior Responsible Officers before being presented for further scrutiny 
by an Independent Member. The outcome of this challenge process is then 
discussed at a Board self-assessment session and if supported, is ratified at the next 
public meeting of the Board.  

In the Panel’s view, this is a significant step forward which clearly demonstrates the 
rigour within the self-assessment process and the Board’s ownership of the quality 
and safety of its maternity and neonatal services. 

5.1 Recent Self-Assessment Against the IPAAF 

During September 2022, the Health Board conducted a further self-assessment 
against the maternity service IPAAF and determined the following levels of maturity: 

Domain Maturity Level Contributory Factors 

Safe and 
Effective 
Care 

‘Maturity’ with 
some aspects 
approaching 
‘Exemplar’ 

• a positive Datix reporting culture; 
• sharing of learning through multiple forums 

and networks; 
• three quality improvement (QI) projects 

identified to improve clinical care; 
• clinical audit programme in place and local 

audits regularly monitored; 
• advancement of the maternity dashboard; 
• thematic stillbirth review undertaken and a 

Rainbow Baby Clinic in development. 

Condition for Sustainability – IPAAF 

IPAAF is being used effectively at service and Board level to regularly reflect 
upon and evaluate progress; maternity service assessed at 'maturity' level for 
safe and effective care with other domains progressing towards maturity; 
neonatal service assessed at 'results' level in all three domains; early evidence of 
progress against agreed key metrics. 
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Domain Maturity Level Contributory Factors 

Quality of 
Women’s 
Experience 

Exemplar 
• social media presence with over 6,300 

members on ‘Bump Talk’ Facebook group; 
• ‘15 step challenge’ recently undertaken with 

service users and CHC representatives; 
• a birth reflections and afterthoughts service 

now in place; 
• service user engagement events through 

the ‘My Maternity My Way’ group to inform 
the development of the service strategy. 

Quality of 
Leadership 
and 
Management 

Maturity 
• development of a draft vision and strategy 

centred around the national principles; 
• Birthrate+ review (an assessment of 

maternity staffing levels) completed with 
feedback awaited; 

• Learning Needs Analysis framework 
finalised with training rates above 90% and 
multidisciplinary training embedded; 

• a national journal club being launched 
predominantly led by the Health Board’s 
midwives; 

• human factors and psychological safety 
training underway; 

• engagement and wellbeing plan finalised 
and shared with staff through formalised 
engagement events; 

• QI framework in place with QI Manager 
holding regular clinics and staff sharing their 
ideas. 

The Panel has independently reviewed the Health Board’s assessment against the 
maternity service IPAAF and fully supports the conclusions which were reached. 

The overall assessment of ‘Maturity’ for the maternity service as a whole and the 
shift from ‘Maturity’ to ‘Exemplar’ within the Quality of Women’s Experience domain 
is a significant milestone within the Health Board’s improvement journey which 
should be recognised and commended. 

The way in which the My Maternity My Way group has developed over the last three 
years should also be recognised and in the Panel’s view, there has been a 
fundamental shift in the way the maternity service listens and responds to the 
feedback received from women and families.  
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The Panel understands that the Chair of the group has received a High Sheriff 
Award in recognition of her work which is a reflection of the remarkable turn-around 
which has been achieved since the Royal Colleges’ review was undertaken. 

In terms of the neonatal service, the Health Board concluded the following level of 
maturity against the three domains within the neonatal service IPAAF: 

Domain Maturity Level Contributory Factors 

Safe and 
Effective 
Care 

Results 
• improved training compliance with timely 

access to virtual training through the use of 
QR codes; 

• shared learning through audit and governance 
processes as well as flipchart teaching taking 
place on the ‘shop floor’; 

• collaboration with the Wales Maternity and 
Neonatal Network and input into daily cot 
meetings and ‘safe to start’ huddles; 

• further development of the neonatal 
dashboard and consideration of how this can 
be closely aligned with the maternity 
dashboard; 

• consistent neonatal attendance at maternity 
handovers. 

Quality of 
Women’s 
Experience 

Results 
• family engagement strategy developed using 

coproduction methods; 
• neonatal presence at the My Maternity My 

Way engagement sessions; 
• family integrated care team developed; 
• parent teaching sessions being held on the 

neonatal units; 
• ‘you said, we did’ communication boards in 

place. 

Quality of 
Leadership 
and 
Management 

Results 
• development of a draft strategy in 

collaboration with the maternity service; 
• workforce plans in development to ensure 

BAPM compliance for nurse staffing levels; 
• Learning Needs Analysis in development and 

ongoing representation of neonatal staff on 
corporate leadership programmes; 

• Senior Nurse and Ward Manager appointed 
across both hospital sites; 

• staff surveys underway and plans to receive 
timely feedback from staff through Staff 
Voices QR being considered alongside the 
maternity service. 
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The shift from ‘Early Progress’ to ‘Results’ is also a significant milestone for the 
neonatal service which reflects the increased pace and momentum which has 
started to emerge in its improvement programme in recent months. 
 
The Panel supports the Health Board’s self-assessment for its neonatal service but 
has provided some feedback about how this position could be consolidated in the 
coming months. This includes:- 

• the need for recently created leadership and quality roles to be made 
substantive;  

• learning being consistently shared and acted upon;  
• increased medical engagement;  
• further development and use of the neonatal dashboard to inform service 

delivery and improvement. 

That said, given the way in which the IPAAF framework has evolved over the 
last twelve months and the fact that the assessment of maturity against the 
IPAAF has met or exceeded the expectations previously agreed with the Health 
Board, the Panel considers that this condition for sustainability has been met 
in full. 
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6 Clinical Review Programme and Serious Incident 
Investigations 

 

6.1 2016-2018 Look-Back Exercise 

When the Panel last reported in May 2022, the third and final category of 2016-2018 
look-back exercise (the review of the care provided to mothers and their babies who 
sadly died or required specialist neonatal care following birth) had just been 
completed and a thematic report published summarising the key findings.  

This effectively brought the look-back exercise to a close. All of the women and 
families whose care has been reviewed have been written to in order to confirm that 
their personal findings are available should they wish to receive them. There is no 
deadline for this offer; women and families may come forward at any point in the 
future to request their findings should this be their wish.   

A robust process was put in place from the outset of the programme to ensure that 
all of the learning which emerged from the reviews was shared with the Health Board 
on an iterative basis so that action could be taken where appropriate. The Panel has 
maintained oversight of the Health Board’s progress in taking forward this learning 
and has seen evidence which confirms that the vast majority of the actions which 
emerged from the programme have now been completed.  

Where actions remain work in progress, this is predominantly due to them being 
longer-term in nature and these actions have been incorporated within the Maternity 
and Neonatal Improvement Plan which is monitored by the Health Board’s Maternity 
and Neonatal Improvement Board and the Quality and Safety Committee. 

In the Panel’s view, addressing the issues and taking forward the learning which has 
emerged from the clinical review programme has supported the Health Board, not 
only in ensuring safer and more effective care for women, their babies and their 
families, but also in nurturing an improvement ethos within and between the 
maternity and neonatal services.  

This ethos will facilitate a more sustainable approach to ongoing service 
improvement going forward which is predominantly driven by the clinical teams 
responsible for delivering these services. 

 

Condition for Sustainability – Clinical Review Programme 

Clinical Review Programme is fully completed; emerging recommendations and 
Health Board actions have been fully addressed. 

https://gov.wales/sites/default/files/publications/2022-05/thematic-neonatal-category-report-april-2022.pdf
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In recent months, the Panel has been working closely with the Health Board and 
other organisations involved in delivering the programme, namely the Delivery Unit 
and the Community Health Council, in order to establish plans for closing down the 
clinical review programme, both in terms of individual reviews as well as the 
programme more broadly. This includes the safe archiving of all review findings 
within the Health Board’s information systems.  

6.2 Revised Self-Referral Process 

In its April 2022 Progress Report, the Panel recommended that the existing self-
referral process should be discontinued and replaced by a Health Board-led process 
based on the principles of the existing Putting Things Right (PTR) processes, with 
Welsh Government oversight. The intention of this change was to ensure that there 
continued to be a route available for any women and families still seeking answers 
about the maternity and neonatal care they received prior to 2018. 

This recommendation was accepted by the Minister and in consultation with the 
Panel and the Welsh Government, the Health Board has developed and 
implemented a revised process. Any women or families who have concerns about 
the care they received can contact the Health Board to request a review by using the 
contact information provided here.  

Given that the clinical review programme has effectively been completed and 
all of the emerging actions either addressed by the Health Board or remaining 
work in progress and included within the longer-term improvement plan, the 
Panel believes that this condition for sustainability has been met in full.  

6.3 Serious Incident Investigations 

 

When the clinical review programme was originally developed, it was agreed that 
responsibility for managing post-October 2018 serious incident reviews would rest 
with the Health Board with oversight from the Panel.  

There were two reasons for that. The first and more pragmatic reason was the 
Panel’s need to focus on the 2016-18 look-back exercise which was a specific 
recommendation from the Royal Colleges. The second, more principle-based reason 
was the recognition that the Health Board should take responsibility for improving its 
own review processes and that was unlikely to happen if an independent external 
programme was developed to review more contemporaneous incidents.  

Condition for Sustainability – Serious Incident Investigation 

NHS (Wales) Delivery Unit recommendations delivered and signed off; effective 
investigations being conducted on a ‘business as usual’ basis; all learning is 
routinely being identified and shared and there is evidence that this is driving 
improvements in care. 

mailto:CTM.MNIP@wales.nhs.uk?subject=Self-Referral%20Process
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On that basis, it was agreed that the Health Board would manage post-October 2018 
serious incidents and the Panel would put in place a process to dip sample 
investigations at random, with a view to gaining the assurance necessary to advise 
the Minister that the processes currently in place are fit for purpose.   

Following a dip sampling exercise, the Panel was unable to gain the necessary level 
of assurance. As a result, in May 2021, the Delivery Unit was commissioned by the 
Welsh Government to support the Health Board in strengthening its processes and 
systems for incident investigation and learning within its maternity and neonatal 
services, as well as assisting in dealing with the backlog of serious incidents which 
had developed in a prioritised and timely manner.  

In its April 2022 Progress Report, the Panel explained that this work had been 
concluded and a final report received from the Delivery Unit which confirmed the 
significant progress which the Health Board had made.  

Whilst there remain further improvements to be made, such as enhanced neonatal 
service contributions to investigations as well as ensuring that the improvements 
made to date are firmly embedded in practice, the Panel confirmed that it was 
assured that the Health Board’s systems and processes for serious incident 
management and investigation are fit for purpose. 

Since it last reported, the Panel has reviewed a more recent incident investigation 
which had been presented by the Health Board at the national level. The purpose of 
this review was to confirm that the quality of the investigations being conducted by 
the Health Board’s maternity and neonatal services continued to be of the expected 
standard with multidisciplinary involvement and appropriate learning identified.  

Through this review, the Panel was reassured that the improvements already made 
by the Health Board have been maintained and further embedded in practice. 
Moreover, the Panel understands that the Delivery Unit has since nominated the 
Health Board’s Head of Midwifery for a national award which further reflects the 
progress made. 

On that basis, the Panel is satisfied that the condition for sustainability 
relating to serious incident investigation has been met in full. 

6.4 National Maternity and Neonatal Safety Summit  

On 06 September 2022, the Panel participated in the National Maternity and 
Neonatal Safety Summit which was hosted jointly by the Chief Nursing Officer and 
the Deputy Chief Medical Officer for Wales.  

With the theme of ‘Safety is Everyone’s Responsibility’, the aim of the event was to 
share the learning from the Panel’s clinical review programme whilst considering 
insights and best practice from other initiatives and programmes of work taking place 
across the United Kingdom.  
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The main focus of the Panel’s input was to share learning from the clinical review 
process which could be transferred to other organisations and help improve the way 
in which reviews and investigations are routinely conducted. This included 
establishing robust quality assurance mechanisms, ensuring appropriate levels of 
externality as well as incorporating iterative feedback and evaluation to ensure that 
process learning supports ongoing improvement.  

In addition to process learning, the Panel also highlighted transferrable learning in 
relation to engaging with, involving and supporting families. This included access to 
independent advocacy support, providing opportunities for families to be involved in 
shaping methods of communication as well as changes in practice and ensuring that 
emotional and physical support packages are in place.  

During the summit, diverse insights were provided by expert speakers from a range 
of national bodies and organisations involved in maternity and neonatal care. This 
included the findings from other maternity and neonatal service investigations and 
inquiries across the United Kingdom and evidence of ‘what good looks like’ in 
providing safe and sustainable high-quality maternity and neonatal care. 

The event also provided the Health Board with an opportunity to demonstrate the 
way in which it has responded positively to the learning which emerged from the 
clinical review programme, whilst showcasing the improvements it has made in its 
maternity and neonatal services more generally.  

6.5 Emerging Themes for Further Considerations  

The key question which delegates and speakers attending the summit were asked to 
consider was how the issues which emerged from the clinical review programme in 
Cwm Taf Morgannwg, which have repeatedly emerged from similar enquiries and 
investigations across the United Kingdom over many years, can be prevented from 
happening again. A number of key themes emerged, most notably:-  

• listening to and acting upon the voices of women and their families at every 
stage of their maternity and neonatal journey – they should be at the heart of 
decision making and integral to the development and improvement of 
maternity and neonatal services;   

• investment in all areas of the workforce to ensure safe staffing levels with 
strong workforce plans incorporating a collaborative vision - the importance of 
non-clinical facing quality roles should also be recognised;    

• multidisciplinary learning and training to improve team dynamics and 
collaborative working;  

• investment in leadership roles to include appropriate training, sufficient 
protected time to undertake roles and succession planning - strong leadership 
is essential in promoting a nurturing positive culture; 

• access to high quality quantitative and qualitative data is fundamental in 
understanding service output to improve the care provided to women, babies 
and families during pregnancy, childbirth and the newborn;   

• governance processes need to be well defined, structured and resourced.     
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It is anticipated that the learning from the Panel’s clinical review work together with 
the other learning which emerged from the summit, will now feed into the national 
Maternity and Neonatal Safety Support Programme, thereby ensuring that it 
contributes to the development of safe, effective, high-quality care for mothers, 
babies and their families across Wales. 
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7 Neonatal Service Improvement 
The neonatal deep-dive review was commissioned to assess the quality and safety 
of the neonatal services being provided at Prince Charles Hospital. The review 
explored in depth, all aspects of the hospital’s neonatal service, including the way in 
which it is integrated with the maternity service, other Health Board services and the 
wider network of neonatal services across Wales.  

In August 2021, part way through the review, the review team identified a number of 
concerns which had the potential to impact on the safety of the service. This included 
14 issues in total, relating to areas such as consultant cover, pharmacy support, joint 
working with the maternity service and standards of documentation. These were 
escalated to the Health Board and the Welsh Government for immediate action.  

The full deep-dive review was completed in November 2021 and a report setting out 
the Panel’s findings was published by the Minister in February 2022. The report 
concluded that the neonatal service at Prince Charles Hospital required significant 
improvement and made 42 recommendations, five of which were deemed immediate 
and all were accepted by the Health Board. When combined with the 14 escalated 
areas for immediate action, this produced a total of 56 improvement actions for the 
Health Board to deliver and embed in operational practice.  

In order to support the delivery of the deep-dive recommendations, an ‘action plan 
template’ was developed by the Panel and shared with the Health Board. This was 
designed to clarify the Panel’s expectations and set out in more detail the work which 
needed to be done to address each of the recommendations, together with 
suggested timescales for completion to assist with prioritisation. 

7.1 Progress Against the ‘Immediate’ Areas for Improvement 

 

When the Panel reported in May 2022, the Health Board had presented 
comprehensive packages of evidence against 9 of the 19 areas for immediate 
improvement which were identified by the deep-dive review team.  

The Panel acknowledged that positive developments had been made in all 9 of those 
areas, with preparatory work being completed in all instances and some early results 
generated. However, the Panel concluded that only five could be considered fully 
completed and embedded in practice at the time.  

Condition for Sustainability – Early Neonatal Improvement 

Recommendations within the Neonatal Deep Dive Report which require 
immediate action are verified as completed by the Panel and impacting positively 
on unit safety; a plan to deliver the remaining recommendations has been 
developed and agreed by the Panel. 

https://gov.wales/independent-review-neonatal-services-prince-charles-hospital
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During this reporting period, there has been clear clinical progress made by the 
neonatal team. Some wider developments in service structures and processes have 
also been delivered and the Panel considers that there has been meaningful 
progress in most of the immediate improvement areas identified by the deep-dive.   

Over the past two months, the Panel has seen increased clinical engagement with its 
longstanding offer of direct clinical support. The Panel’s neonatal clinicians have met 
with senior medical, nursing and management staff on a weekly basis to review 
evidence and discuss further opportunities for progression. There has been a clear 
sense of wanting to improve the service and a willingness to accept external 
mentoring and support.  

Whilst the pace of progress has been slower than expected, the Panel 
acknowledges that there have been ongoing operational challenges within the 
neonatal service which have impacted on the capacity to free up staff to engage in 
improvement activities. This is due in no small part to the continued impact of 
COVID-19 on staff sickness levels and some unavoidable long-term sickness in the 
senior management team. However, that is not a reflection of the commitment of the 
Health Board nor the neonatal team to drive forward service improvements, nor is it 
a context which is exclusive to the Health Board.  

Against that background, within the current reporting period, the Health Board has 
provided comprehensive packages of evidence against all of the 14 areas for 
immediate improvement which remain to be completed.  

The evidence provided has been evaluated and the Panel is pleased to report 
progress across all 14 areas with 10 now delivered in full and four partially delivered 
with elements remaining ‘work in progress’.   

That means that overall, 15 of the 19 immediate actions have now been delivered in 
full. The current position against all 19 immediate actions is set out in the schedule at 
Appendix F. Examples of neonatal improvement include, but are not limited to:- 

• improved documentation standards; 
• a clear focus on improving clinical procedures including a joint quality 

improvement (QI) project with the local Neonatal Intensive Care Unit (NICU) 
to reduce unplanned extubations; 

• the development of a neonatal engagement strategy with detailed actions to 
support working with families to understand the impact of experiencing 
neonatal care and improving family involvement in the service;  

• the introduction of a clear audit structure to monitor improvement and 
evidence the effectiveness of the service; 

• a review of formal radiology reporting and an audit of image interpretation. 

Additionally, the Panel reflected that being on the neonatal ward in Prince Charles 
Hospital during September felt very different to the previous visit at the end of 
February 2022 and there was a sense of movement and cohesion which had not 
previously been observed.  
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Although there remains a small number to be delivered in full, there has been 
meaningful progress against all 19 of the immediate actions contained within the 
neonatal improvement plan.   

On that basis, the Panel believes that this condition for sustainability has been 
met, albeit there is further work to be done going forward. 

7.2 Longer Term Neonatal Improvement 

 

The Panel’s primary focus over the past six months has been to work with the Health 
Board to address the immediate actions within the neonatal improvement plan. 

However, the Panel is aware that in the background, the Health Board has also been 
addressing other elements of the improvement plan which require short, medium and 
longer-term action. For example, the Panel is aware from its own observations of a 
number of key developments which have taken place, including:- 

• the rotation of nursing and medical teams to the local tertiary neonatal unit to 
support maintenance of competence in key clinical skills and decision making 
has commenced and is being well received; 

• regular multidisciplinary simulation training is taking place using case 
examples to support learning in practice; 

• a small number of QI projects have been undertaken. 

As the Health Board’s focus shifts to delivering against the longer-term improvement 
plan, it is expected that it will take increasing ownership for driving forward the 
improvement process. 

It is important to emphasise that at this stage, the Panel has not reviewed detailed 
evidence related to the delivery of short, medium and longer-term actions, nor has it 
undertaken any form of structured evaluation to assess the extent to which these 
actions within the plan have been delivered.  

However, what the Panel can say with confidence is that:-  

• there is a detailed plan in place which will address all of the recommendations 
emerging from the deep-dive review; 

• the plan has clear timelines and indicates the minimum actions which need to 
be taken to address the recommendations. 

Condition for Sustainability – Longer-term Neonatal Improvement 

Longer term improvement plans are credible with a clear timeline and trajectory; 
there is evidence of meaningful progress against those elements of the 
improvement plan requiring short and medium term responses, in particular those 
recommendations linked to engagement with families. 
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Although it has not been evaluated or quality assured by the Panel, the Health Board 
has recently undertaken an internal assessment of the progress which has been 
made against the wider improvement plan to date. It has concluded that a large 
number of these improvements have now been completed, albeit there are elements 
which require further follow-up, evaluation and embedment.  

A similar proportion remain work in progress and at various states of delivery, whilst 
a handful have been delayed but there are clear reasons for this, as well as plans in 
place for their completion. If delivered according to the timescales set, the intention 
is for the improvement plan to have been completed in full by 31 March 2023. 

Family engagement within neonatal services remains a work in progress and the 
Panel considers that there are opportunities for continued sharing of learning from 
the successful maternity service approaches. However, some early progress has 
been made which is discussed further in Section 8 of the report. 

Although the Panel has not undertaken an evidence-based assessment, the Health 
Board has made meaningful progress against the short, medium and longer-term 
recommendations and whilst a considerable amount of work remains to be done, 
there are credible plans in place with clear responsibilities and trajectories for 
delivery.  

On that basis, the Panel feels that the condition for sustainability has been 
met. 

7.3 Areas for Continued Development 

Although there has been tangible progress, predominately achieved through 
multidisciplinary simulation training, the Panel considers that there is still a need to 
focus attention on the further integration of maternity and neonatal services to 
reduce silo working and deliver seamless care for mothers and babies. It is 
anticipated that this will be further supported by the embedding of the new operating 
structure which brings together both services under the Children and Families’ Care 
Group, with strong triumvirate leadership provided by the Director of Midwifery, 
Medical Director and Director of Operations. 

More broadly, the Panel considers that the data driven approach to governance and 
assurance which has been fostered within the maternity service needs to be 
replicated within the neonatal service and supported by an effective dashboard.  

The Health Board has recognised this and has taken steps to drive it forward through 
the appointment of a Neonatal Data Officer. There have been constructive 
conversations held with the officer and the clinical team around data collection, 
verification and triangulation. It will be essential for data to be used to inform 
neonatal service delivery and ongoing development moving forwards, ensuring that 
any emerging areas of concern are effectively identified and addressed. 
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It should also be noted that in terms of leadership and engagement with 
improvement activities, it appears that the nursing component has progressed more 
rapidly than the medical component. There is still further work to be done to stabilise 
and solidify neonatal medical leadership.  

However, this has been recognised by the Health Board and the Panel 
acknowledges that this may be addressed following the commencement in post of 
new consultant paediatric staff, some of whom will hold neonatology leadership 
responsibilities. 
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8 Maternity Engagement Strategy 
In its last progress report, the Panel concluded that in addition to regaining 
momentum following the constraints imposed by the COVID-19 pandemic, the 
Health Board had used the opportunity in adversity to build a stronger and wider 
base for engagement with the women and families using its maternity services. At 
the same time, it had developed an enhanced strategy which is acknowledged as 
innovative and, in many areas, leading the way on an all-Wales basis.  

This section of the report focuses specifically on the sustainability of the maternity 
engagement strategy and associated activities and considers to what extent they are 
now embedded within the Health Board’s systems and reflected in routine practice. It 
also looks at how the products of engagement impact on service improvement and 
enhance the quality of care provided to women and families. 

Although the neonatal service is some way behind the maternity service in 
developing its approach to engagement, this section also looks at the way in which 
the Health Board is using what it has learned from its maternity work to develop a 
more consistent approach across both services. 

 

8.1 Sustainability of Maternity Engagement 

On the basis of the evidence supplied by the Health Board, the Panel’s regular 
observations of its engagement activities, discussions held during the recent 
assurance visit and other interactions, including an ‘engagement showcase’ held in 
July 2022, the Panel is assured that the maternity engagement strategy is being 
delivered to plan and timescales.  

There is considerable evidence of active engagement with women, families and 
communities using a wide range of methods which ensure that regular insight and 
user experience feedback is obtained. It is also clear that specific and appropriate 
methods are used to reach discrete population groups based on place and interest. 
Significantly, the Quality of Women’s Experience (QWE) workstream has moved 
beyond ‘project status’ and is now being managed as core ‘business as usual’ by the 
Health Board. 

There is also evidence which demonstrates that the products of maternity 
engagement are influencing improvements in maternity care, organisational culture 
and staff communication.  

Condition for Sustainability – Maternity Engagement Strategy 

Strategy being delivered to plan and timescale; PREMs process embedded; 
evidence that outputs of PREMs and data from other engagement sources is 
being systematically evaluated and driving tangible service improvement. 
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In the Panel’s view, the following examples provide evidence of a high level of 
maturity and sustainability within the Health Board’s approach to maternity service 
engagement:- 

• a range of engagement methods are routinely being used to reach diverse 
service users and communities. In addition to the systematic surveys via 
PREMs, methods include virtual/live events, the real-time QR code ‘have your 
say’ initiative, social media communications, women and families’ stories, 
antenatal workshops, ‘15 Steps’ mystery shopper visits, and the well-
established My Maternity My Way group; 

• there is regular feedback to women, families, the public and local communities 
who have been involved through ‘you said, we did’ reporting at service level, 
the website, social media and other accessible methods; 

• there is routine reporting at a senior level of evidence of change and 
improvement as a direct result of engagement within maternity services. 
Qualitative information forms a vital part of the reporting process alongside 
quantitative data to build a picture of what works and what needs to change. 
For example, the design of information and delivery of the triage process for 
induction of labour has been shaped by feedback from women; 

• engagement with women and families is core to the development of services 
and is a key element in understanding service take up. A good practice 
example from the Heath Board’s thematic stillbirth review (2021) is the 
exploration of factors locally reported by women which effect their decision 
making regarding the agreement for post-mortem which then forms part of 
staff bereavement care training; 

• ongoing work to develop an integrated approach to engagement across 
maternity and neonatal services will provide opportunities to support women’s 
choices, particularly around mode of birth and infant feeding. 
 

It is clear to the Panel that the Health Board’s current approach to engagement is in 
stark contrast to the picture painted by the Royal Colleges’ review. This is testament 
to the dedication and enthusiasm of staff at all levels. 

8.2  Sustainability of Neonatal Engagement  

The Panel’s ‘listening to families’ engagement exercise, which was conducted as 
part of the neonatal deep-dive, identified significant opportunities for improvement in 
the way that women and families are engaged in the neonatal care provided to their 
babies and enabled to contribute to the design and development of the neonatal 
service of the future.  

Since that time, a refreshed engagement strategy has been developed and the 
appointment of a dedicated Engagement Lead to work alongside the wider neonatal 
team has brought increased pace and energy in this important area of work.  
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The team clearly understands the need to place greater emphasis on engaging 
families in the design and delivery of the strategy and has built relationships with 
recent and past service users to help develop new engagement approaches.  

Neonatal engagement methods are now following the path taken by the maternity 
service and include contact via social media, the implementation of an Engagement 
Forum and regular feedback from parents using the service to record their 
experience, especially around contact with staff.  

Although there has been early momentum, family engagement within neonatal 
services still remains work in progress; the system is yet to be fully embedded and 
many of the engagement methods are in the early stages of development. However, 
the Panel is encouraged to learn that the Health Board is exploring the opportunity to 
extend the core PREMs system to enable the collection of information about families’ 
neonatal service experiences and that there has been significant interest from 
families in engaging with the service. 

Closer working with the My Maternity My Way forum and the development of a 
neonatal sub-group is also welcomed. However, there are still further opportunities to 
share learning from the successful approaches deployed within maternity services 
and the exploration of joint working strategies will bring significant benefits to both 
services. 

8.3 A Joint Strategy for Maternity and Neonatal Services 
 
The Panel’s last progress report highlighted the need for engagement opportunities 
to be developed for women and families throughout their pregnancy journey, 
including birth, postnatal and neonatal care. This has been recognised by the Health 
Board and it is developing an integrated approach to engagement and 
communication.  

It is anticipated that the Health Board’s new operating model will further support the 
collation and sharing of learning from every aspect of engagement with women, 
families and children. With the transition to the new Care Group structure, the 
Director of Midwifery now has direct oversight of all elements of care provided to 
women and families throughout their pregnancy journey, in addition to their overall 
health and wellbeing. This provides a significant opportunity for closer integration 
moving forwards.  

Core to the development of an integrated approach will be the need to ensure that 
the voices of women and families influence the design and delivery of the maternity 
and neonatal services of the future. ‘Starting Well’, the Health Board’s draft Maternity 
and Neonatal Strategy 2022 - 2025, emphasises the use of data to drive 
improvement and highlights patient reported experience and outcomes as being a 
key marker. 

In the meantime, there are significant opportunities to enhance further joint working 
across maternity and neonatal services, for example in supporting women’s choice, 
particularly around mode of birth and infant feeding.  
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Taking all of these developments into account, the Panel considers that this 
condition for sustainability has been well met. However, it will be important for 
the Health Board to continue to pursue an integrated approach to engagement 
across maternity and neonatal services moving forward.  

8.4 Complaints and Concerns  

In its last report, the Panel highlighted the need for the Health Board to continue to 
focus on addressing issues around delays in responding to complaints and 
concerns, the quality of the responses provided, consistency of responses across 
sites and demonstrating systematic learning from findings.  

During this reporting period, the Panel has taken the opportunity to assess the extent 
to which progress has and continues to be made in this area through the review of 
performance information and conversations with key members of staff. 

Timeliness of Responses 

There has been a welcome improvement in the timeliness of responses. Issues 
relating to compliance have now been addressed and there is evidence of strong 
adherence to the formal Putting Things Right (PTR) timescales in relation to 
maternity service complaints and concerns. Challenges are still being experienced 
when complaints and concerns involve interaction with a range of services, for 
example the emergency department, gynaecology and sonography.  

Obtaining input from multiple services to compile a coordinated response to families 
often results in delays. However, the effective use of the debrief process at an early 
stage and proactively seeking opportunities to meet with women and families face to 
face means that effective communication can be maintained through regular sharing 
of information.  

Work continues on ensuring that there is consistency in the timeliness of responses 
across hospital sites and services. 

Improving the Quality of Responses 

The key indicator of the quality and appropriateness of responses from the 
complainant’s perspective comes from the analysis of the complaint related 
questions in the PREMs survey. This is a soft measure and highlights issues in the 
way complaints can be resolved more effectively. The harder measures are recorded 
in the number of times that complaints and concerns are referred to the Ombudsman 
or when the complainants formally express dissatisfaction with the response and 
further action is required to resolve matters. 

The Health Board is utilising face to face meetings, including the debrief service, as 
early as possible as good practice within the formal complaints process. Regular 
meetings are held between the Heads of Midwifery and the Experience and 
Engagement Lead for maternity services to review the quality of responses as well 
as emerging themes. In addition, the Director of Midwifery now has oversight of the 
quality assurance and approval of all responses prior to them being shared with 
families.  
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Whilst this approach is currently focused on maternity services, there is a recognition 
that the new Care Group model provides a valuable opportunity to extend the 
methodology across neonatal and other associated services. 

Capturing Themes from Complaints and Concerns   

The Panel is also pleased to report that there is growing evidence of a robust 
framework to demonstrate learning from investigations and outcomes. There are 
regular meeting arrangements between the Heads of Midwifery and the Engagement 
Lead with a focus on emerging themes from formal complaints and the analysis of 
recurring issues.  

Seven-minute briefings are produced summarising cases where there is specific 
learning and on a monthly basis, one seven-minute briefing receives particular focus 
and is shared via four different ways as follows:-  

• the briefing is delivered in the service governance/audit meeting; 
• hard copies are printed and made available in the clinical area; 
• the briefing is shared in monthly service learning newsletters; 
• an e-mail is sent to all clinicians. 

The development of this process provides an indication of the significance which the 
senior leadership team is now placing on capturing and sharing learning from 
complaints and concerns. 

Within the monthly maternity service meeting cycle, the quality and safety meeting 
has now become the focal point for monitoring recurring themes and resulting action 
from complaints. Themes from complaints and concerns are an integral part of the 
WESEE report and this ultimately feeds into a service-wide report.  

Weekly meetings are held at site level to monitor compliance around maternity 
services issues and a review is undertaken of the risk register, formal concerns, 
nationally reportable incidents, open Datix cases, Ombudsman cases and inquests. 
The Panel is satisfied that this provides an effective way to identify and triangulate 
recurrent themes across a range of sources. The senior team recognises that this 
approach, which is only currently in place for the maternity service, will need to be 
rolled out across the Care Group and that further work will be needed to ensure that 
best practice is applied consistently across all sites and services within the group. 

Informal concerns management is also being reviewed to ensure that there is 
improved recording of ‘on the spot’ concerns raised by women and families. There is 
particular focus on demonstrating the value of early responses in the resolution of 
concerns and training is being delivered to frontline supervisors using examples of 
effective complaints and concerns management. 

Learning from Investigations and Outcomes  

The Health Board is able to demonstrate that recurrent themes emerging from the 
investigation and outcomes of complaints and concerns, nationally reportable 
incidents and other evidence are being utilised as drivers for training and other 
learning opportunities.  
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Two examples which demonstrate this approach are as follows:- 

• Communication with women and families and the use of language repeatedly 
emerges as a theme in complaints and concerns, nationally reportable 
incidents and in the feedback from PREMs and other engagement activities, 
including the feedback from women and families during the Panel’s most 
recent on-site visit. By way of example, women and families have reported the 
impact that overhearing conflict between staff can have on them. In response, 
the Health Board has commissioned the Birthrights charity to provide training 
for staff to enhance their communication skills and ability to choose the right 
language when engaging with women and families;  
 

• Women and families often highlight that they feel dismissed when raising 
concerns about their baby’s movements or raising other issues which they 
think require further action. The mandatory CTG training programme now 
utilises the RCOG/RCM Teach or Treat communication strategy which 
encourages discussion with women and families about the clinical situation 
being escalated and highlights the need for a kind, respectful and prompt 
response, particularly in reassuring women about the appropriateness of the 
action to be taken. 

These examples and others indicate that learning from investigations and outcomes 
is now being utilised effectively to deliver improvements and shape services going 
forward. It will be important that the Health Board evaluates the outcomes from these 
interventions and changes in training practices to determine whether they have 
made a difference and improved the experiences of the women and families using 
services. 

The effective management of complaints and concerns was identified by the Royal 
Colleges as an area for improvement and whilst the Panel was satisfied that 
substantial progress had been made, the relevant recommendation was not fully 
delivered and it was rolled forward into the longer-term improvement plan when the 
Royal Colleges’ action plan was closed in April 2022. 

The Panel is encouraged to see that the focus on complaints and concerns has been 
maintained and that further progress has been made during this reporting period. 
This provides confidence that the Health Board’s improvement journey is becoming 
sustainable and that a continuous improvement ethos is now in place which will 
ensure that further progress can be made without dedicated external oversight and 
support. 

  



32 
 

9 Medical Leadership 
The Panel strongly believes that maternity and neonatal services are inextricably 
linked and cannot be viewed in isolation; they provide a single pathway for the care 
of mothers and babies. Effective communication and coordination between maternity 
and neonatal services is therefore essential. 

When the Panel last reported, it recognised that progress had been made in relation 
to joint working. However, there was more to do to consolidate the position and in 
particular, to enhance the effectiveness of medical leadership across both services.  

At that time, appointments had been made into key medical leadership posts and 
there had been process improvements in areas like job planning, training and 
development as well as peer support which were reflected in the sign-off of the 
relevant Royal Colleges’ recommendations. There was also growing evidence of a 
multidisciplinary approach to training and development and evidence of increased 
medical involvement in key system and processes, for example the development and 
maintenance of guidelines and nationally reportable incident reviews.  

Nevertheless, there remained a need for increased medical leadership visibility, 
continued development support and greater engagement of the consultant body in 
the ongoing improvement journey across both services. For that reason, the Panel 
identified visible and effective medical leadership as one of the thirteen conditions 
which would need to be in place to demonstrate that the Health Board’s 
improvement journey was sustainable going forward. 

 

Since that time, obstetric medical leadership has been further strengthened with 
clearer delegation of roles and responsibilities in maintaining quality and safety, 
including designated leads for stillbirth and PMRT reviews. Allocated time is now 
provided within consultant job plans to support the delivery of improvements in 
clinical practice.  

Such improvements include multidisciplinary training, a more effective trainee 
induction programme, the development of urgent gynaecology assessment pathways 
and establishment of the gynaecology day assessment unit (GDAU) which has 
significantly reduced waiting times. Through dedicated consultant time, there is now 
a greater focus on learning from when things go wrong and managing risk. In terms 
of the stability of the medical workforce, the Panel is aware of plans to further reduce 
the use of locum cover through new substantive appointments.  

Condition for Sustainability – Medical Leadership 

Medical leadership is visible and effective; there is leadership development 
support in place and the consultant body as a whole is actively engaged in driving 
forward service improvement. 
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The Panel understands that following its most recent site visit, Health Education and 
Improvement Wales (HEIW) recommended to the General Medical Council that the 
Health Board be de-escalated from its enhanced monitoring status in respect of 
medical training and development, reflecting the clear improvements made in these 
areas. This recommendation has since been accepted and a return visit anticipated 
during the Spring of 2023 to ensure the improvements are sustained and ongoing. 

The passion and commitment of the Clinical Directors is commendable and they are 
providing clear leadership, vision and direction for the consultant body as a whole. 
This is helping to foster a supportive learning culture wherein constructive challenge 
is encouraged and welcomed and there is a strong desire for the Health Board’s 
services to become centres of excellence.  

During the recent assurance visit to Prince Charles Hospital, the Panel held an 
uplifting focus group discussion with a number of obstetric consultants. This was in 
stark contrast to a similar conversation which the Panel had in the early days of the 
oversight process. Whilst there is still work to do, the Panel left feeling assured that 
within the maternity service in particular, the consultant body is now very much 
engaged in the improvement journey, underpinned by a genuine multidisciplinary 
ethos which is increasingly contributing to improvements in quality and safety. 

Despite the obvious progress which has been made during this reporting period, the 
Health Board is not complacent and recognises that cultural transformation is an 
ongoing process; there remains more to be done to ensure that all staff are actively 
participating in and supportive of the improvement journey. It also takes time for 
benefits to be realised and for these to be evaluated to determine what further steps 
may need to be taken.  

From a neonatal perspective, consultant visibility has improved and the medical 
team is actively engaging in the organisation-wide leadership development 
programme. Additional consultants have recently been appointed with previous 
neonatal leadership experience and it is anticipated that they will bring with them 
new ideas and innovative ways of working, in addition to providing enhanced stability 
and more sustainable engagement with the improvement process.  

Despite this clear progress, the Health Board recognises that there remains more to 
do in order to ensure there is consistent medical involvement in all aspects of the 
neonatal improvement journey and there would be benefit in exploring any learning 
and best practice which could be adopted from the maternity service’s experience. 

On balance, there has been considerable progress in this area in the last six to 
nine months and on that basis, the Panel believes that the medical leadership 
condition for sustainability has been met as far as the maternity service is 
concerned and that the neonatal service will follow in due course as capacity 
increases and the learning is shared across the two services. 
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10  Quality Improvement 
In its last report, the Panel emphasised that there was a clear intention within the 
Health Board’s plans to move beyond the Royal Colleges’ recommendations to a 
more dynamic, continuous improvement approach using recognised Quality 
Improvement (QI) methodologies to incrementally deliver change which is both 
measurable and sustainable.   

It was agreed with the Health Board that this was a key enabler for sustainable 
improvement in the longer term. However, it was also recognised that this was a 
longer-term ambition; in the short term, it would only be possible to demonstrate that 
the foundations of an effective QI process had been put in place and some small 
steps had been taken in terms of the application of the process.  

 

Based on the documentary evidence which it has seen and the evidence which 
emerged from a ‘QI Showcase’ held as part of the recent assurance visit, the Panel 
is satisfied that those foundations are now in place. It is also clear that over the last 
six months, the important first steps in the longer-term process of embedding QI as a 
way of working within the maternity and neonatal services have been taken.  

A QI Manager for both maternity and neonatal has been appointed and is already 
building QI capability within the services. Importantly, this is being supported by the 
corporate iCTM function and there is clearly a constructive and mutually supportive 
working relationship between the two teams. The enthusiasm and commitment of the 
QI Manager is palpable and the Panel was taken with their description of the role as 
one of “sharing the joy of improvement” with colleagues.  

With support from the central team, a QI charter has been developed and a 
prioritisation exercise completed for staff to undertake ‘Improvement in Practice’ 
training designed by the national body Improvement Cymru. This training is now 
underway and scheduled to run on a continuous basis, with priority team members 
booked to attend training between September and December 2022. QI clinics have 
recently launched with a multidisciplinary approach. These include virtual drop-in 
sessions available to all grades of staff targeted to support QI project planning, 
provide information about ongoing projects, enable access to coaching and toolkits 
and to allow staff to find out more about QI more generally.  

The Panel acknowledge that the progress being made in QI links very closely to the 
culture and development programme which is covered in Section 11 of this report. 

Condition for Sustainability – Quality Improvement (QI) 

A QI approach is in place, aligned to the corporate iCTM arrangement; QI plan 
and active QI projects are in place with evidence that small scale incremental 
changes are being delivered. 
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Staff are being encouraged to come forward with ideas and increasingly now have 
the confidence to speak up.  

The Panel was encouraged to see the Health Board’s investment in the ‘Simply Do’ 
software which has been specifically created to allow staff to input ideas and for 
these to be considered by the iCTM team and where appropriate, resourced and 
supported.  

The Health Board recognise that to enable continued success within QI it must 
become a more data driven organisation; one which routinely uses data to learn and 
improve services. It has become increasingly apparent through recent engagement 
with the Health Board and in particular through the Panel’s recent assurance visit, 
that data is beginning to feature both in conversation and in how people are thinking 
about ways in which they can improve and develop the services they provide. 

During the recent QI Showcase, the Panel received a number of presentations which 
demonstrated how QI was being used to improve services including a project 
designed to evaluate the application of the Birmingham Symptom-specific Obstetric 
Triage System (BSOTS). This is a good example of the kind of QI work being 
undertaken and is significant because it is a high-risk area which is being actively 
considered at a United Kingdom national level. 

 

The BSOTS QI Project 

BSOTS is an evidence-based maternity triage system shown to improve the 
safety of mothers and babies. It consists of a brief triage of women when they 
present and provides a standardised way of determining the clinical urgency 
in which they need to be seen. 

The team started by gathering and reviewing baseline data (time of booking, 
time seen by midwife, time seen by doctor, reason for attendance and 
outcome of appointment) to understand what was happening. They found 
that the majority of women were seen by a midwife quickly but the time to 
see a doctor was variable. Also, there were sometimes insufficient spaces or 
beds to enable their care to be reviewed in a safe and dignified environment. 

As a result, they set up a working group and started to undertake the 
background work to establish a QI project. The team was very mindful that 
the solutions need to be driven by those working in the system and 
specifically focused on the needs of women.  

They are currently working with the Women’s Experience Midwife to secure 
service user involvement and were adapting PREMs to capture feedback 
about women’s experience of the triage process.   
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Whilst the project was in its early stages, the Panel was encouraged to see the use 
of data, the application of QI methodologies and the recognition of the need for 
women and families to be at the heart of the process, all of which provide a clear 
demonstration that the learning from improvement processes is starting to be 
assimilated in operational practice.  

As in many areas within the improvement programme, the Panel found that the 
maternity service appears to be more advanced than the neonatal service in terms of 
its approach to QI with small scale changes already being realised within the service.  

This is not unexpected given that neonatal services commenced their improvement 
journey at a later date than maternity services and are still working through their 
recommendations for improvement from the deep-dive review.  

However, this will follow as the neonatal service matures and opportunities for closer 
working emerge from the transition to the Care Group structure. 

Recognising that the ambition at this stage was for ‘solid foundations’ and 
‘green shoots’ in establishing a QI process within maternity and neonatal 
services, the Panel believes that this condition for sustainability has been met.
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11 Culture Change and Strategic Vision 
A substantial amount of work has been undertaken since 2019 to bring about the 
change in culture and staff attitudes which were called for by the Royal Colleges.  
This has been much broader than maternity and neonatal services and has extended 
to all parts of the organisation and to people at all levels from ‘ward to Board’. 

As part of the corporate response to targeted intervention, the Health Board has 
designed and implemented a comprehensive programme of work to build leadership 
capacity, to energise the workforce around the organisation’s vision and purpose and 
to create a more meaningful experience for staff at every stage of their employment 
journey. The organisation’s values and behaviours - listening and learning, treating 
everyone with respect and working together as a team - lie at the heart of the 
programme, which is systematically being rolled out across the organisation. 

Figure 2: Cwm Taf Morgannwg University Health Board Values 

 

Culture change takes time and there is still much to do to create the kind of 
organisation that the Health Board aspires to be. Indeed, so complex are the issues 
which underpin organisational culture and so dynamic the factors which influence it, 
that the job will almost certainly never be finished. However, the Panel has seen 
clear evidence that the culture of the organisation and in particular the culture of 
maternity and neonatal services is changing for the better.  

This is reflected in user feedback via PREMs and social media, in the outcome of 
independent external reviews (for example, those periodically undertaken by the 
Community Health Council) and in the Panel’s observations of the behaviour of staff 
and senior managers during assurance visits and other interactions including those 
with service users and representative forums like My Maternity My Way. This gradual 
but positive shift has been well documented in the Panel’s previous reports. 

The Panel firmly believes that the vast majority of the people who work in maternity 
and neonatal services come to work each day to do a good job. However, more so in 
the past than now, they have often encountered barriers or obstacles in the 
organisation’s systems and processes which have not enabled them to provide the 
quality of care that they would like to. 



38 
 

In the past, this led to the development of a ‘blame culture’ which focused on 
individual failings rather than seeking to address the weaknesses in the systems and 
processes which resulted in poor outcomes. This discouraged openness and 
honesty and was clearly a significant factor in the under-reporting of serious 
incidents which contributed to the Royal Colleges’ review being commissioned. 

A good example which demonstrates this point is the provision of training within 
maternity and neonatal services. Historically, training opportunities were limited and 
what training was delivered was ‘silo based’. Over time this had resulted in a 
disconnect between midwifery and obstetrics, neonatal nursing and neonatology and 
more generally between the maternity and neonatal services. As the Panel’s clinical 
review work has shown, this lack of cohesion was often a significant factor in 
adverse outcomes. 

Over the last three years, this disconnect has been clearly recognised and is being 
systematically addressed by the Health Board. Multi-professional education and 
training is now the norm and is beginning to pay dividends in terms of creating a 
more cohesive team ethos focused on the delivery of safe and seamless care for 
mother, baby and family.  

Against that background of incremental but steady progress, the Panel and the 
Health Board have agreed that a positive shift in culture, particularly in terms of 
multi-professional working and eradicating ‘blame’, will be a key enabler for 
supporting a sustainable service going forward. Culture change has therefore been 
identified as one of the thirteen conditions for sustainability.  

 

11.1 Organisational Response  

As part of the wider targeted intervention (TI) escalation arrangements, the Health 
Board has undertaken a significant amount of development work to support 
leadership and culture. 

The organisation has taken a similar response to TI as it has to special measures 
(SM) in identifying areas for focus to deliver sustainable improvements.  

In terms of leadership and culture, the Health Board has committed to becoming an 
organisation which has the leadership capacity and capability to ensure the delivery 
of consistent high-quality care.  

Condition for Sustainability – Culture Change 

There is evidence of positive shifts in culture in key areas such as joint working 
between maternity and neonatal services, multidisciplinary working and 
addressing the blame culture. 
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To achieve its overarching goal, there is work ongoing to support leadership and 
management at all levels through:- 

• ongoing development of leadership and management skills at all levels and 
for all professions to strengthen management maturity; 

• ensuring the organisation is focusing on all aspects of strategic workforce 
planning and maximising the skills of its current staff; 

• embedding and demonstrating lived values and behaviours throughout the 
organisation. 

From the Panel’s perspective, it is encouraging to see that developments within 
maternity and neonatal services are aligned to the corporate development 
programme and that staff are positively engaging with the corporate leadership and 
development offer. 

11.2 Key Achievements to Date 

Culture underpins all of the key areas for improvement within the Maternity and 
Neonatal Improvement Plan. On that basis, the Panel has set out some examples of 
the positive shifts which have taken place over the last six months in the table below.  

Table 1: Indicators of Culture Change 

Key Areas Examples of Progress and Achievements 

Development of 
Service strategy 

• Staff and family engagement sessions undertaken to 
inform the development of the strategy. 

• Internal strategy development sessions held on a regular 
basis and wider consultation programme completed. 

Leadership • Clearly defined and understood clinical leadership roles 
and responsibilities. 

• Increased visibility of senior leadership team with 
attendance at staff handovers and regular walkarounds. 

• Bespoke leadership and management course completed 
by senior maternity team. 

• Annual participation of midwives in the Royal College of 
Midwives (RCM) Leadership & Development Programme. 

• Monthly Leadership Forum held with the Executive 
Team. 

• Weekly newsletter to all staff (across all sites) produced 
by the Clinical Directors. 
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Key Areas Examples of Progress and Achievements 

Training and 
Development 

• Focus on talent and succession planning with Learning 
Needs Analysis (LNA) undertaken across maternity 
services, neonatal services, gynaecology and integrated 
sexual health services.  

Culture • An Organisational Health Review and a baseline culture 
survey have been undertaken across the services with 
follow-up early listening sessions. 

• RCM ‘Caring 4 U’ Charter relaunched on International 
Day of the Midwife (05 May 2022) with specific 
consideration for hydration, facilities for breaks and 
recuperation time away from the clinical area. The Health 
Board became the first in Wales to sign and commit to a 
refreshed version of this Charter on 26 September 2022. 

• Royal College of Obstetricians and Gynaecologists 
(RCOG) Workplace Behaviour Champions appointed 
July 2022. 

Psychological 
Safety and Well-
being 

• Development of a staff support and wellbeing pack. 
• ‘Share to Care’ sessions established to provide staff with 

an opportunity to share stories and reflect on experience 
or address questions in a safe environment. 

• Network of Engagement Champions identified. 

Communication 
and Engagement 

• An engagement, culture and well-being plan developed 
and launched at the end of September 2022 which is 
being implemented across maternity services, neonatal 
services, gynaecology and integrated sexual health 
services. 

• Community engagement events held across the 
communities which have produced thematic reports 
based on ‘You Said, We Did’. 

• ‘Staff Voices’ QR code being rolled out to allow 
comments, concerns and complaints to be raised 
anonymously and accessed by a senior midwife within 24 
hours of a normal working day. 
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11.3 Leadership Development Plan 

Within the current reporting period, the maternity and neonatal services have 
completed the development of an integrated leadership and development plan. This 
complements the Health Board’s comprehensive leadership development 
programme and is closely aligned to the organisation’s values and behaviours. 

It is intended that this plan will build on current achievements to deliver a programme 
of leadership and cultural development designed to meet three key objectives:- 

1. to create a sustainable level of leadership accountability and oversight which 
delivers a positive patient and employee experience; 

2. to create a positive culture wherein staff feel valued, psychologically safe and 
are clear about expectations; 

3. to lead and inspire individuals and teams to be at their best by providing them 
with the tools, skills and knowledge required. 

A culture and leadership task and finish group has been established, led by the 
corporate team to oversee the development and implementation of the plan which is 
set around five key goals.  

The plan is underpinned by the Framework for Safe, Reliable, and Effective Care 
developed by the Institute for Healthcare Improvement and set out in Figure 3. Each 
goal has a series of activities proposed and an agreed delivery mechanism, together 
with clear accountabilities, timescales and measurements of impact. 

Figure 3: A Framework for Safe, Reliable, and Effective Care 

 

https://www.ihi.org/resources/Pages/IHIWhitePapers/Framework-Safe-Reliable-Effective-Care.aspx
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Figure 4: Maternity and Neonatal Services Leadership and Culture Goals 

 

The new Director of Midwifery took up post in April 2022 and their arrival has been 
the catalyst for a significant injection of pace and momentum in relation to the 
development of the leadership plan and other longer-term elements of the Maternity 
and Neonatal Improvement programme. 

They have also driven forward at pace work around culture and values and has been 
instrumental in pulling together the Vision and Strategy which is currently going 
through the final stages of internal consultation prior to publication.  

As a result of the transition to the new Care Group structure, the Director of 
Midwifery now has direct senior leadership responsibility for both maternity and 
neonatal services and that has resulted in the two services becoming increasingly 
integrated.  

11.4 On-Site Assurance Visit - September 2022 

At the beginning of September 2022, the Panel spent two days in Prince Charles 
Hospital and met with staff at all levels and in a variety of different roles, both as 
individuals and in larger focus groups. This provided a valuable opportunity to 
understand how the changes which are taking place within the organisation are 
impacting on staff and the services they provide.  

The Panel was made to feel very welcome and it was evident that a lot of effort had 
been made by the clinical teams to facilitate the visit. There had clearly been 
learning from previous visits and the programme had been structured to allow 
maximum assurance to be gained where available.  

• To inspire a collaborative culture of collective and 
compassionate leadership where everyone takes 
ownership for delivering excellent patient care.

Leadership

• To inspire a culture of openness where staff are 
encouraged and feel safe and confident to speak 
up when agreed standards are not adhered to or 
when they see things going wrong.

Psychological 
Safety and Staff 

Well-being

• To create an environment of trust where team 
members hold each other accountable and 
everyone is committed to a clear plan of action.

Accountability

• To create a shared understanding of individual and 
team roles so that teams are better placed to 
anticipate and resolve problems and conflicts.

Teamwork and 
Communication

• To set clear expectation of behaviours for all staff.
Professional 

Standards and 
Behaviours
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The commitment and enthusiasm of the maternity and neonatal teams was palpable. 
There were noticeably more people, including more frontline staff, engaged in the 
improvement journey when compared to the Panel’s previous visits. The capacity 
and capability of the wider team appears to have grown and staff at all levels spoke 
with increased confidence and understanding; there was a sense of pride and people 
were keen to share their work. 

During the visit the Panel saw clear evidence of multidisciplinary team working which 
was visibly and powerfully role modelled by the Director of Midwifery, Clinical 
Director and the wider senior leadership team. There was a strong sense that a ‘One 
CTM’ approach is now being applied across the perinatal service and that learning is 
being shared across all three sites and between services. 

The Panel had an extended opportunity to walk around the maternity and neonatal 
units and gained a real sense of the passion and commitment which the staff now 
have for improving and developing services. It was clear that engagement is no 
longer the preserve of the Engagement Midwife and there was a sense that the 
operational teams are keen to ensure that mothers, babies and their families remain 
at the heart of all that they do.  

It was particularly encouraging to hear staff talk about initiating and leading QI 
projects and to hear staff in the clinical areas talking of their lived experience of a QI 
initiative and its inception from listening events undertaken by the senior leadership 
team.   

It is important that all staff in the maternity and neonatal services have an opportunity 
to be part of the solution and staff are now being asked regularly how they want 
things to change and how that objective can be achieved. The Director of Midwifery 
has recently published a ‘You Said, We Did’ bulletin to show how senior managers 
are listening and responding to issues raised by staff. 

Although the Panel found an overriding sense of positivity, as is often the case in any 
organisational change programme of this scale, there is still further work to be done 
to take all members of staff on the improvement journey. It was evident that some 
staff are still unable to articulate the obvious progress which has been made to date, 
instead focusing on the problems and challenges of the past or those they still face.  

It is perhaps understandable in the current environment that some staff focused on 
demand and capacity issues and the problems created by staff absence and 
vacancy factors.   

September is traditionally the time of year when most organisations have their 
highest number of midwifery vacancies. This is due to the planned recruitment of 
newly qualified midwives following successful completion of training. A small number 
of staff we spoke with felt that this had an impact on the quality of the service they 
were able to provide.  
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There was also an opportunity during the visit to meet with women and families who 
had either recently given birth or were about to. Although it was a small group and 
not sufficient to draw any firm conclusions, their experiences had been generally 
positive although some themes emerged around consistency of approach and choice 
in areas like breast feeding. It was also clear that the quality of their experience was 
often linked to the personal style and approach of the individual midwives who were 
on duty at the time. 

Taking everything into account, the Panel left the Health Board with a real sense that 
the improvements which have been delivered over the last three years have been 
embedded in practice and are now becoming ‘business as usual’. It was also 
reassuring to see positive shifts in culture and a more constructive relationship 
between frontline staff and senior managers.  

In its feedback to the Health Board following the visit, the Panel reflected that the 
maternity service was almost unrecognisable from the one that it observed in its 
early visits to Prince Charles Hospital during 2019 and that there had been marked 
progress since February 2022.  

On that basis, the Panel is satisfied that the culture change condition for 
sustainability is now met. There is clearly a significant amount of work to do in 
this area but the mechanisms and the strategies are now in place to enable 
that to happen. 

The Panel would have liked to have seen some quantitative information to enable an 
assessment to be undertaken of how staff perceptions have changed over the past 
couple of years.   

A baseline position was established in 2020 and it was originally envisaged that a 
further staff survey would have been conducted. However, for a variety of reasons, 
not least the fact that the new senior leadership team is only recently in post, it was 
decided to defer this until 2023.  

The Panel is aware that Healthcare Inspectorate Wales (HIW) undertook an 
unannounced inspection of the maternity services provided at Prince Charles 
Hospital at the end of September. It is anticipated that the report setting out the 
findings from this inspection will be published in the coming months. 

The Panel understands that the findings will broadly reflect the improvements which 
the Panel has highlighted in its reports over the last three and a half years. However, 
the HIW inspection did identify some remaining challenges around staff attitudes and 
culture, similar to those identified by the Panel during its on-site assurance visit at 
the beginning of September.  

The Health Board will need to continue to focus on addressing those issues going 
forward to ensure that the considerable progress which has been made is not 
undermined.  
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11.5 Maternity and Neonatal Strategy 2022-2025 

One of the legacy actions which remained to be delivered from the Royal Colleges’ 
action plan was the development of a strategic vision for the maternity service 
(Recommendation 7.67). This was rolled forward as an action within the Maternity 
and Neonatal Improvement Plan and agreed by the Panel and the Health Board as 
one of the thirteen conditions for sustainable improvement.  

It is important that the Health Board has an overarching sense of direction beyond 
the delivery of the improvements recommended by the Royal Colleges; the 
development of the strategic vision will provide that. However, it was also important 
that the strategy provides a degree of flexibility given that a revised all-Wales Vision 
and Strategy is likely to emerge from the Maternity and Neonatal Safety Support 
Programme in the medium term. 

 

The Cwm Taf Morgannwg Maternity and Neonatal Strategy 2022-2025 has been co-
produced following consultation with service users, representative groups and staff 
at all levels. It has also drawn on a significant amount of evidence and practical 
experience harnessed over the past three and a half years. The Health Board has 
gone above and beyond what was suggested by the Royal Colleges to develop a 
strategy which straddles both maternity and neonatal services.  

At the time of writing, the strategy is currently in draft format and out for consultation 
with key stakeholders. It is anticipated that by the time this report (the Panel’s report) 
is published, the strategy and the supporting implementation plan will have been 
published and available on the Health Board’s website. 

The strategy outlines the Health Board’s three-year vision for maternity and neonatal 
services. The Panel has reviewed the draft strategy and can confirm that it seeks to 
address the key issues which require focus moving forwards. It reflects the 
improvement journey to date and makes a commitment to work in partnership with 
families to improve services and give new parents and babies the best start in life. 

The strategy is not designed as a stand-alone vision but is aligned and connected to 
wider strategies across the Health Board such as CTM2030, the organisational 
strategy and national documents such as the All-Wales Maternity Vision.  

The services’ ambitions have been identified in line with the five key principles within 
the national vision which also align with the organisation’s four strategic pillars. 

Condition for Sustainability – Strategic Vision 

Developed, agreed and communicated to the public; early actions delivered 
providing confidence that sustainable longer-term continuous improvement is 
achievable. 
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Figure 5: Cwm Taf Morgannwg University Health Board – Strategic Pillars 

 

The strategy has been developed in consultation with staff and service users and the 
Panel has seen evidence of engagement materials which have been fed into the five 
set ambitions. 

The Panel recognises that the Health Board might be constrained in the 
implementation of the strategy given that the national Maternity and Neonatal Safety 
Support Programme is currently in the early stages of development. The National 
Clinical Framework which is also currently being developed and implemented is 
likely to result in changes at the national level with regards to the delivery, oversight 
and monitoring of maternity and neonatal services.  

The Panel acknowledges that the Health Board is operating within a changing 
operational and policy landscape and notes that the strategy will need to be 
reviewed and updated in accordance with the national direction.   

In the meantime, the strategy provides the sense of direction that the Health 
Board needs going forward and, on that basis, the Panel is satisfied that the 
vision and strategy condition for sustainability has been met.  
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12 Conclusions and Recommendations 
Over the last three and a half years, the Health Board has effectively turned around 
its maternity services to the extent that the Panel now feels able to assure the 
Minister that services are being delivered to a standard which the women and 
families who use them and their wider communities are entitled to expect.  

The vast majority of the Royal Colleges’ 70 recommendations have been addressed 
in full and the handful which remain work in progress are reflected in the Health 
Board’s longer term improvement plans. In the Panel’s view, the maternity service is 
now almost unrecognisable from the one which it first encountered in 2019. 

When the maternity service was reviewed by the Health Board against the Integrated 
Performance Assessment and Assurance Framework (IPAAF) in August of this year, 
it was assessed as being at ‘Maturity’ in the Safe and Effective Care domain, 
‘Maturity’ in the Quality of Leadership and Management domain and ‘Exemplar’ in 
the Quality of Women’s Experience domain. 

The Panel fully supports those assessments and believes that the evidence to justify 
them has been set out on an incremental basis in this report and the six progress 
reports which preceded it. There is still work to do, particularly around leadership and 
culture, but the further actions which the Health Board now needs to take in respect 
of its maternity services are developmental rather than remedial.  

For reasons which have been discussed, the neonatal service is not yet in the same 
place. However, there has been meaningful progress in the last six months and 
when the service was also assessed against the IPAAF in August 2022, it had 
moved across the maturity matrices from ‘Early Progress’ to ‘Results’ against each of 
the three domains. The Panel supported the Health Board’s assessment. 

Although progress has been slower than expected, 15 of the 19 immediate areas for 
improvement which emerged from the neonatal deep-dive review have now been 
addressed and the remaining four are work in progress nearing completion. There 
has also been meaningful progress against the short, medium and longer-term 
recommendations in the wider neonatal improvement plan, albeit there is still much 
to do to address them in full. 

In recent months there has been a noticeable increase in pace and momentum 
within the neonatal improvement process fuelled by increased engagement from the 
clinical teams and this has produced results. There remains a need to increase 
medical capacity to deliver the next phase of the programme, but the Panel is 
assured that there are advanced plans in place to achieve that. 

The Panel believes that there is a need for some form of ongoing mentoring and 
support for the neonatal improvement team in the short to medium term but that 
need not now be provided by the Panel. This is discussed further in Section 12.3 
below. 
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12.1 Overall Assessment of Progress – Conditions for Sustainability  

When the Panel last reported in May 2022, it identified thirteen ‘conditions for 
sustainability’ which, were they to be achieved, would demonstrate that the 
improvements which the Health Board has made were embedded in practice and 
sustainable going forward. These conditions were agreed with the Welsh 
Government and the Health Board, together with a detailed schedule of the evidence 
which would be required to demonstrate that they had been achieved. 

Over the last six months the Panel and the Health Board have focused in closely on 
those thirteen conditions for sustainability as the basis for evaluating progress in the 
later stages of the Health Board’s improvement journey. 

Based on the detailed analysis contained within Sections 4 to 11 of this report, the 
Panel believes that all of the thirteen conditions for sustainability have been 
met.   

As such, the Panel is able to provide assurance to the Minister that the Health 
Board’s maternity and neonatal improvement journey is now sustainable and 
could continue without the need for the current level of external oversight and 
support if the Minister felt that was appropriate. 

12.2 Future Oversight and Support Arrangements 

Whilst recognising that there will always be further improvements which can be 
made, given that:- 

(i) the Health Board’s improvement is now deemed, on the basis of an 
evidence-based assessment, to be sustainable going forward; 

(ii) the Royal Colleges’ recommendations have been largely discharged and 
the maternity service has achieved at least ‘Maturity’ against the IPAAF; 

(iii) there has been meaningful progress against the neonatal improvement 
plan with good prospects for continued success; 

(iv) the Health Board’s maternity services have achieved ‘Exemplar’ status 
and the neonatal service is pursuing a similar path, and that; 

(v) the Panel has shared its learning from the oversight process more widely 
through the recent Maternity and Neonatal Safety Summit;  

the Panel believes that it has broadly discharged its terms of reference, that its role 
is now no longer necessary and that it could be stood down once all of the necessary 
administrative arrangements have been completed. 
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12.3 Areas for Further Monitoring and Reporting 

Perhaps understandably, given the fact that the neonatal improvement programme 
commenced a considerable amount of time after the maternity improvement 
programme, the two neonatal conditions for sustainability have been the most 
challenging for the Health Board to achieve. However, both the clinical teams and 
the programme management team have worked incredibly hard over the last two 
months to ensure that sufficient meaningful progress has been made.  

Despite that progress, there is still much work to do. There are a small number of 
immediate actions which still need to completed or embedded in practice and the 
process of systematically addressing the short, medium and long-term actions needs 
to now begin in earnest. And whilst there are plans in place to enhance medical 
leadership within the neonatal unit, there are still gaps in capacity which need to be 
addressed. 

For the time being at least, the Panel believes that the clinical teams will need 
ongoing external mentoring support and assistance in evaluating evidence to 
determine whether it is sufficient to justify improvement actions having been fully 
delivered and embedded in practice. However, that support need not be provided by 
the Panel and there may be merit in enabling the Health Board to determine its own 
arrangements. 

Finally, there are a significant number of actions still to be delivered and given the 
limited capacity which is sometimes available to undertake improvement work, the 
Panel believes that for the time being, it would be sensible to retain an element of 
external monitoring to ensure that pace and momentum are maintained. 

The Panel does not think it is appropriate to suggest how and by whom the 
additional support should be provided – that is something more appropriately 
negotiated between the Health Board and the Welsh Government – and for that 
reason, the recommendation has been confined to the ‘what’ rather than the ‘who’. 

 

Recommendation One – Discharging the Panel 

The Panel believes that its terms of reference have now broadly been discharged 
and recommends that the Minister might wish to consider standing the Panel 
down once the necessary administrative arrangements have been completed. 
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12.4 Other Considerations 

In this report, the Panel would have wanted to be able to use quantitative data and 
statistical analysis to draw direct comparisons between the performance of the 
Health Board’s maternity and neonatal services and those provided by comparable 
health organisations across Wales. However, despite the great strides which have 
been made within the Health Board in using data intelligently, there remain 
difficulties in benchmarking performance more broadly.  

There is evidence to show that the Health Board’s performance is improving over 
time across a range of indicators and there is some data available at a national level 
which indicates that the Health Board is not a significant outlier overall. However, 
there is currently no reliable or sufficiently robust means to benchmark performance 
against its peers in any depth and that has made the assessment of progress more 
challenging than it ought to have been. 

The Panel understand that national datasets for maternity and neonatal services are 
currently being developed by the Welsh Government and Digital Health and Care 
Wales (DHCW) through the Digital Maternity Cymru programme. The Panel 
considers it essential that this work progresses at pace in order to support ongoing 
oversight and assurance of maternity and neonatal service safety and effectiveness 
across Wales. 

This will also be a significant enabler for the national Maternity and Neonatal Safety 
Support Programme and it is therefore in the interest of the wider service that this 
programme of work is delivered at the earliest opportunity. 

Recommendation Two – Ongoing Neonatal Oversight and Support 

The Panel recommends that ongoing support and supervision is provided to the 
Health Board around four key areas:- 

i. effective governance arrangements and continued programme 
management support to enable delivery against the milestones within the 
neonatal improvement plan in line with set trajectories; 

ii. assistance with robustly understanding and assessing evidence of 
improvement; 

iii. supported understanding of ‘what good looks like’ to enable the clinical 
teams to progress on their own journey supported by quality improvement 
principles; 

iv. enhanced medical and nursing leadership capacity, potentially through 
internal restructuring to create the substantive leadership roles required to 
take improvements forward, with support from allied health professionals 
embedded within the service. 



51 
 

 

In addition to the all-Wales datasets and the Maternity and Neonatal Safety Support 
Programme, the Panel understands that there are a number of other developments 
taking place at a national level which will further enhance the monitoring of maternity 
and neonatal service quality, safety and performance.  

This includes the National Clinical Framework which at the time of writing is entering 
its implementation phase. This framework sets out the strategic vision for clinical 
services largely based on prudent healthcare and value-based healthcare principles. 
The development of clinical networks which are guided by quality statements will 
support this and allow monitoring of pathway and outcome data to support local 
benchmarking and accountability arrangements. 

Moreover, it is anticipated that once established, the NHS Executive will play a key 
role in monitoring the quality and safety of clinical services moving forwards, as well 
as facilitating any improvements which are deemed necessary. The NHS Executive 
should provide an increased level of oversight through formal accountability 
mechanisms and arrangements, particularly in relation to service performance and 
delivery.  

In combination, these developments should provide key stakeholders at a national 
level with the data and mechanisms through which they can gain further assurance 
about the continued improvement journey of Cwm Taf Morgannwg University Health 
Board’s maternity and neonatal services. 

   

Recommendation Three – Establishment of National Datasets 

The Panel recommends that the development of Digital Maternity Cymru and the 
implementation of the National Clinical Framework should progress at pace in 
order to support the ongoing monitoring and oversight of maternity and neonatal 
services at an all-Wales level.  
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13 Appendix A – The Panel’s Terms of Reference 
 

Purpose of the Independent Oversight Panel 

Provide the oversight which is necessary to enable Cwm Taf Morgannwg University 
Health Board to implement the recommendations of the Royal Colleges’ report in a 
timely, open and transparent manner. 

Terms of Reference 

• Establish robust arrangements which provide assurance to stakeholders that the 
recommendations of the Royal Colleges’ review and other associated 
recommendations are being implemented by the Health Board. Set and agree 
milestones and deliverables and track progress against them; 

• Establish and agree an independent multidisciplinary process to clinically review 
the 2016-2019 serious incidents identified by the Royal Colleges as requiring 
further investigation. Conduct a ‘look back’ exercise to 2010 and ensure that 
anyone who has justified concerns about their care is provided with the 
opportunity for it to be reviewed. Ensure that any learning which emerges from 
these reviews is acted upon by the Health Board and others; 

• Advise the Health Board on the actions it needs to take to establish effective 
engagement arrangements which actively involve patients and staff in the 
improvement of maternity and neonatal services and rebuild wider public trust 
and confidence in the Health Board; 

• Escalate any wider governance related issues or concerns which emerge to the 
Health Board and Welsh Government as appropriate; 

• Advise the Minister on any further action which the Panel considers necessary to 
ensure the provision of safe, sustainable, high quality, patient centred maternity 
and neonatal services. This should include advice about the need for, and timing 
of, any follow-up independent reviews and the identification of any wider lessons 
for the NHS in Wales.  
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14 Appendix B - The Panel’s Values and Behaviours 
 

The Independent Maternity Services Oversight Panel’s terms of reference are 
underpinned by a set of core values and beliefs which guide the Panel’s behaviours 
and set expectations for the behaviours of others involved in the oversight process.   

By acting as role models, we hope to encourage the kind of behaviours which will 
provide the fundamental underpinnings of the Health Board’s improvement journey.     

 

 
 

PATIENT FOCUSED - our decisions, recommendations and actions will be driven 
primarily by safety, quality and patient experience considerations. 

VALUING PEOPLE - we believe that a well led, highly motivated and appropriately 
engaged workforce is a fundamental requirement for the delivery of safe, high 
quality, patient centred services. 

OPEN AND TRANSPARENT - subject to the constraints of patient confidentiality 
and data protection, we will conduct our work in an open and transparent manner. 

INCLUSIVE - we will engage with the women and families affected by service failure, 
involving them actively in the oversight and improvement process. 

COLLABORATIVE - within an environment of robust scrutiny and challenge, we will 
work collaboratively with CTMUHB to optimise the improvement process and avoid 
unnecessary bureaucracy, duplication of effort and resource. 
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15 Appendix C - The Health Board’s Improvement Journey  

First Progress Report - March 2019 to September 2019 
Making the Service Safe; Creating the Foundations for Improvement 

In its first report, published in October 2019, the Panel concluded that the 
foundations for improvement were largely in place. There was effective leadership, 
clear lines of governance and accountability and a genuine commitment to deliver 
change at Board and senior leadership levels. 

The Health Board had responded positively to the intervention and was beginning to 
make progress in delivering against the improvement plan which had been 
developed to address the recommendations contained within the Royal Colleges’ 
report and other associated reviews. There was evidence that most of the safety 
critical actions recommended by the Royal Colleges had been delivered. Where 
those actions remained work in progress, there were reasons for that and systems 
had been put in place to monitor and mitigate any adverse consequences. 

The Panel had worked collaboratively with the Health Board to put the necessary 
systems and processes in place to enable progress against the improvement plan to 
be monitored and assessed and an evidence-based Integrated Performance 
Assessment and Assurance Framework (IPAAF) had been developed to inform 
subsequent reporting. The IPAAF aligned to three key workstreams: 

• Safe and effective care; 
• Quality of women and families’ experience; 
• Quality of leadership and management. 

In terms of engagement with women, families and staff, a significant amount of 
preparatory work had been undertaken which was moving towards implementation. 
An engagement and communication strategy had been developed, the Maternity 
Services Liaison Committee had been revitalised with a Lay Chair and increased 
service user membership, and a series of engagement events were being planned to 
bring women and families together with staff for the first time to co-produce an 
enhanced maternity service for the future.  

To support the discharge of its responsibility to establish an independent clinical 
review process, the Panel developed a Clinical Review Strategy which was 
published alongside the first progress report. The purpose of the strategy was to 
ensure that:- 

• a robust clinical review process was in place; 
• identified findings or themes from the review process were reported back to 

the Health Board to enable learning and improvement; 
• mechanisms were in place to enable cases to be reported to external bodies 

where required; 

https://gov.wales/sites/default/files/publications/2021-08/independent-maternity-services-oversight-panel-clinical-review-strategy-summer-2021.pdf
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• lessons were learned by the Heath Board through the review of evidence to 
improve the safety, quality and responsiveness of the perinatal service; 

• women and their families were engaged in the process (where they so 
wished); 

• staff were engaged in the review process and feedback was given regarding 
the outcome; 

• confidence was restored in the services provided.  

At the time of reporting, the first phase of the clinical review process (the 2016-2018 
look-back) was being scoped with a wider focus and greater depth than originally 
proposed by the Royal Colleges. Another element to the clinical review process was 
the quality assurance of serious incidents which occurred post-01 October 2018. 
This work was also underway with some evidence of good multidisciplinary 
involvement and improved engagement with families, although further assessment 
was required. 

Second Progress Report - October 2019 to December 2019 
Early Delivery Against the RCOG Recommendations   

In its second progress update, published in January 2020, the Panel reported that 
the Health Board had built upon the solid foundations established during the 
previous reporting period. There was tangible evidence of progress against the 79 
actions set out in the improvement plan and clear indications, supported by 
information from a range of internal and external sources, that the maternity service 
was improving more generally. 

Further progress had been made against the three safety critical recommendations 
which remained work in progress and the Panel assessed evidence which provided 
reasonable assurance that a further 25 recommendations had been delivered. 
Examples of progress made in this reporting period included:- 

• improvements in the quality of training for both medical and midwifery staff, 
together with increased rates of compliance and robust plans for future 
delivery; 

• the creation of a comprehensive clinical governance framework with clear 
evidence that this was now operating and resulting in improvements in clinical 
practice; 

• confirmation that the midwifery and nursing staffing levels which the Health 
Board had been working to over the previous nine months were in line with 
Birthrate+ recommended levels; 

• the development of a clinical audit process and improvements in the 
processes for recording, investigating and learning from serious incidents. 

Additionally, a maternity maturity matrix had been developed by the Health Board 
which, in conjunction with the IPAAF, allowed an assessment of progress across the 
three domains.  
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The matrix describes five levels of progress using a series of narrative descriptors, 
as follows: 

1. Basic - principles accepted and commitment to action. 
2. Early Progress - evidence of early progress and developments. 
3. Results - initial milestones and results achieved. 
4. Maturity - results consistently achieved. 
5. Exemplar - others learning from the Health Board’s achievements. 

The first assessments against the maturity matrix were undertaken on a trial basis 
and all three domains were assessed by the Health Board at ‘Early Progress’. 
Although progress was undoubtedly being made, the Panel reported that there was 
still much to be done and called for an increase in pace, cohesion and administrative 
discipline. A number of areas were identified where the Panel expected to see 
progress, including further development of the IPAAF and the improvement plan to 
include clearer milestones and targets. 

The Panel determined that good progress was being made in improving the way in 
which the Health Board engaged with women and families, particularly in involving 
them and the wider community in helping to design and improve maternity services.  

At the time of reporting, the first two of three planned community engagement events 
had been held which were generally well-received by the women and families who 
attended as well as the participating staff members. The learning derived from the 
first two events was enabling the Health Board to review the way in which it engaged 
with service users and communities more broadly. 

Meanwhile, the Panel was implementing its first phase of the clinical review 
programme (the 2016-2018 look-back) and had established a Clinical Review Project 
Group. Membership included the Panel’s Obstetric and Midwifery Leads as well as 
representatives from the Welsh Government, the NHS Wales Delivery Unit (Delivery 
Unit) and the Community Health Council. Multidisciplinary teams of midwives, 
obstetricians, anaesthetists and neonatologists had been recruited and inducted. For 
the purpose of case allocation, three broad categories were agreed as set out in 
Table 1.  

Table 1: Clinical Review Categories 

CATEGORY DESCRIPTION 

1. Maternal mortality and 
morbidity 

Care of mothers, including those who may have 
needed admission to the intensive care unit (ICU)  

2. Stillbirths Babies who were stillborn 

3. Neonatal mortality and 
morbidity  

Babies who died following birth or needed 
specialist care  
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A pilot study was undertaken in order to ‘test’ the systems which had been put in 
place and to ensure consistency of approach. The women whose care was being 
reviewed had been informed and were invited to share their stories to be considered 
by the review teams alongside their clinical notes.  

Third Progress Report - January 2020 to March 2020 
Steady Progress - Improvement Journey Well on Track 

Prior to publication of the Panel’s third progress report in May 2020, the scale and 
impact of the implications associated with the COVID-19 outbreak were just 
beginning to emerge. In view of these developments, the Panel reviewed its working 
practices in consultation with the Health Board and the Welsh Government. It was 
agreed that the Panel should continue to provide a measured degree of oversight 
and support to the Health Board’s improvement journey, albeit much reduced, 
optimising the use of home working and virtual technologies. 

In its assessment against the maternity improvement plan, the Panel identified that 
further incremental progress had been made, reporting that the Health Board was 
firmly on track not only to deliver against the Royal Colleges’ recommendations, but 
also, in time, to deliver a maternity service which they, their staff and their 
communities could be proud of. The Panel did however report its concerns about 
whether the Health Board would be able to maintain the longer-term focus and 
commitment needed to build upon the solid platform which it had created given the 
period of great uncertainty it was facing. 

During the period under review, the Panel assessed evidence which provided 
reasonable assurance that a further 16 recommendations had been delivered, 
meaning that over half of the 79 recommendations in the improvement plan had 
been implemented with the remainder work in progress. This included the following 
developments:- 

• the bereavement service had been reviewed and improvements made to 
ensure that appropriate support and counselling was available for all families; 

• the maternity governance and risk team had been appropriately resourced to 
ensure that workloads were manageable and that Datix (a system for 
recording health and safety related incidents) records were reviewed, graded 
and actioned in an appropriate and timely manner; 

• all Independent Board Members were trained in the implications of the 
Corporate Manslaughter and Corporate Homicide Act 2007 to better 
understand their role in ensuring the safety of the Health Board’s services;  

• a mandatory training programme (including training in CTG, PROMPT, GAP 
and GROW) had been designed and delivered to all medical and midwifery 
staff and high levels of compliance had been achieved. 

The Panel had also reassessed a number of recommendations which were signed 
off in previous quarters to ensure that progress had been sustained and that change 
had become embedded in practice.  
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This was further supported by a ‘triangulation’ exercise which was undertaken to 
provide assurance that any other issues identified by regulatory bodies, such as 
Healthcare Inspectorate Wales (HIW), were identified and addressed.  

Outside of the improvement plan, the formal opening of the Tirion Birth Centre at the 
Royal Glamorgan Hospital on 09 March 2020 was a symbolic event which also 
provided the Panel with a real sense that things were changing for the better. 

Although the IPAAF still required further refinement and incremental adjustment, the 
Panel reported that it was satisfied that a workable performance assessment and 
assurance framework was in place. Subsequently, the Health Board was able to 
complete its first self-assessment against the maturity matrix and it concluded that all 
domains were within ‘Early Progress’. 

The early progress made with engaging and involving women and families had been 
consolidated and the Panel reported that the Health Board had made further steps 
forward which were clearly starting to change the nature and tone of the relationship 
between the people who use the service and those delivering it. 

The initial engagement programme had concluded and there were clear plans 
emerging for activities over the next 12 months informed by the analysis of feedback 
gathered from the initial phase of engagement. 

In terms of the clinical review programme, the Panel reported that a further two 
multidisciplinary review teams had been procured allowing the second category of 
reviews to run concurrently with the first. In addition, quality assurance arrangements 
were enacted to oversee the individual reviews, to draw out the key themes and 
issues as well as ensure consistency of approach between teams. 

The Health Board’s improvement team was reorganised to provide more focused 
support to the clinical review process and additional capacity was identified to 
undertake the redaction of case notes and supporting papers.  

The self-referral process, which provided a route for women and families who did not 
fall within the 2016-2018 look-back review period to come forward and request 
consideration for a clinical review, had also been agreed and signed off. 

Fourth Progress Report - March 2020 to September 2020 
Digging Deep - Weathering the COVID-19 Storm  

The fourth progress report acknowledged that whilst COVID-19 had undoubtedly had 
an impact, the Health Board had done remarkably well in difficult and challenging 
circumstances to maintain focus and momentum and in doing so, had made further 
incremental progress in delivering against its improvement plans.  
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Despite pressures elsewhere in the healthcare system, the Health Board and its 
senior leadership remained fully committed to the improvement programme and did 
not significantly reduce levels of engagement in the oversight process. 

During this reporting period, the Panel assessed evidence provided by the Health 
Board and concluded that 12 more actions were complete. Some of the actions 
delivered were significant steps forward in the Health Board’s overall improvement 
journey and further strengthened the foundations which had been laid. In particular:- 

• maternity guidelines were reviewed and updated and a robust system put in 
place to ensure that moving forward, the revised guidelines are quality 
assured, regularly audited and utilised in practice on a multidisciplinary basis; 

• systems for incident reporting had been strengthened through more effective 
use of the Datix, improved training and the introduction of multidisciplinary 
forums to engage both medical and midwifery staff in identifying, assessing 
and responding to adverse incidents; 

• the processes in place to ensure that learning from serious incidents is shared 
with staff at all levels in a regular and accessible format were reviewed and 
strengthened; 

• the ‘My Maternity My Way’ forum was redeveloped and re-energised; 
• sufficient progress had been made in terms of the way in which the service 

interacted with women and families; 
• the improvements identified by the Royal Colleges in terms of consultant 

working methods, consultant cover, supervision of medical trainees and the 
development of multidisciplinary teaching programmes were considered by 
the Health Board as being embedded in operational practice. 

The Panel also reported other developments which strengthened the capacity and 
capability of the Health Board to sustain improvements in the longer term.  

Most notably, the Maternity Improvement Team had been integrated within the 
maternity service, enabling a transition to a continuous improvement approach which 
was ‘owned’ by frontline staff and embedded in day-to-day operations. Furthermore, 
neonatal service improvement was incorporated within the Maternity Improvement 
Programme whilst joint oversight arrangements were agreed and a baseline 
established for further improvement. 

During this period, the Health Board conducted its second self-assessment against 
the maturity matrices and concluded that the level of maturity against the three 
domains was as follows:- 

• Safe and Effective Care firmly in the ‘Results’ phase with some aspects of 
the service approaching ‘Maturity’; 

• Quality of Women’s Experience in the ‘Results’ phase although some 
aspects of the service remain in ‘Early Progress’; 

• Quality of Leadership and Management in the ‘Results’ phase although 
some aspects remain in ‘Early Progress’. 
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Developments in engaging with and involving families within this reporting period 
included the use of social media and other virtual methods to communicate more 
extensively with women about their maternity experience as well as the evolvement 
of the My Maternity My Way forum, enabling coproduction and ensuring that the 
women’s voice remains central to service development. 

In terms of its clinical review programme, the Panel reported that the arrangements 
for the overall management of the programme had been strengthened and the 
original Project Group had been superseded by a Project Board and an Operations 
Group. Reviews within the third and final category of the 2016-2018 look-back had 
commenced and the Panel was preparing to write out to the women and families 
involved in the maternal mortality and morbidity reviews to make them aware of their 
findings. Additionally, a further tranche of self-referral episodes of care had been 
reviewed and were being assessed. 

In the report, the Panel explained that nine serious incident reviews had been quality 
assured but the Panel concluded that only two had been completed to an acceptable 
standard. Therefore, within this period, the Panel met with the Health Board and 
recommended a review of the processes in place at the time to ensure that serious 
incident investigations were completed to a reasonable standard and that women 
and their families were engaged.  

As a result, the Health Board agreed to undertake a significant piece of work to 
review both its processes and the growing backlog of serious incidents.    

Fifth Progress Report - September 2020 to September 2021 
Digging Deep - Weathering the COVID-19 Storm 

Due to the ongoing response to the pandemic, a progress report was not published 
in May 2021, although an update and position statement was submitted to the 
Minster.  

It was agreed that the reporting period should be extended to 12 months as whilst 
there had been no obvious signs of regression and instead some evidence of small 
steps forward, there had not been as much tangible progress as there had been in 
previous reporting periods. This was not unexpected given the context in which the 
Health Board was working at that time. 

In its fifth report, the Panel detailed how a series of measures had been put in place 
by the Health Board to reinvigorate the improvement programme to regain the 
momentum lost during the COVID-19 response. These measures included:- 

• the appointment of a dedicated Programme Director with considerable 
experience in managing large scale change programmes and service reform; 

• the development of a more robust programme management methodology with 
a clearer focus on outcomes, deliverables and timelines;  
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• a revised evidence review process designed to ensure that the evidence 
which demonstrates the delivery of the remaining Royal Colleges’ 
recommendations is recorded, analysed and challenged, prior to being 
presented to the Maternity and Neonatal Improvement Board (MNIB) and the 
Panel for consideration and potential verification;  

• enhanced internal monitoring and oversight arrangements delivered through a 
refreshed MNIB and the Health Board’s Quality and Safety Committee; 

• the design and delivery of a number of the key ‘building blocks’ for the next 
stages of the improvement process (including a ‘road map’, a revised 
milestone plan with clearer timescales and deliverables and plans for the 
development of a 5-year vision for the future of maternity and neonatal 
services); 

• closer integration with the Health Board’s corporate development programme 
and better alignment with the targeted intervention assessment framework. 

The Panel also reported encouraging developments in other areas outside of the 
programme management arrangements. For example:- 

• appointments were made to a number of key unfilled medical leadership 
positions; 

• the development of a realistic plan, with the support of the Delivery Unit, to 
complete the outstanding post-2018 serious incident investigations.  

This fifth report concluded that despite the ongoing challenges of the COVID-19 
pandemic, in relation to its maternity services, the Health Board had made good 
progress in addressing the recommendations for improvement which were set out in 
the Royal Colleges’ report, with 55 of the 70 recommendations having been 
delivered.  

Whilst acknowledging that significant progress had been made, the Panel 
emphasised that the recommendations which had been delivered by the maternity 
service to that point had been largely transactional in nature; most related to 
improvements in the systems, processes and procedures which needed to be put in 
place to ensure that the service provided is safe and effective, well led, well 
managed and focused on the needs of service users.  

The Panel advised that further work was needed to make those improvements 
sustainable and this would require a shift to a more transformational approach, 
particularly to address some of the more challenging, longer-term development 
needs associated with organisational culture, leadership and strategy. 

The Panel also explained that due to the way in which the Maternity and Neonatal 
Improvement Programme was evolving, some adjustments would be needed to how 
the Health Board’s progress was assessed. This required moving away from the 
Royal Colleges’ recommendations as the primary indicator of progress. 
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During this period, the Health Board conducted its second self-assessment against 
the maturity matrices and concluded that the level of maturity against the three 
domains was as follows:- 

• Safe and Effective Care firmly in the ‘Results’ phase with some aspects of 
the service approaching ‘Maturity’; 

• Quality of Women’s Experience firmly in the ‘Results’ phase with many 
aspects of the service approaching ‘Maturity’; 

• Quality of Leadership and Management firmly in the ‘Results’ phase with 
many aspects of the service approaching ‘Maturity’. 

A self-assessment was not completed for the neonatal service within this reporting 
period because the neonatal deep-dive review, which had been jointly commissioned 
by the Panel and the Health Board earlier that year, had not been fully completed.  

However, the Panel did provide an update on the progress of the deep-dive and 
highlighted that some issues had been identified in relation to Prince Charles 
Hospital’s neonatal service which had the potential to impact on the consistency of 
safety. These had been escalated to the Health Board and the Welsh Government 
for immediate action and the Health Board was taking steps to address them. 

The Panel reported that the Health Board’s Engagement Plan for 2020-2023 had 
been finalised and submitted to MNIB in December 2020. The plan included an 
engagement cycle process map and encompassed the multiple methodologies that 
the service currently had in place to engage with service users and capture 
feedback, in addition to other approaches which the service had committed to put in 
place within the near future. 

A key milestone achieved towards the end of this reporting period was the 
implementation of Patient Reported Experience Measures (PREMs) which focus on 
gathering and assessing women’s experiences based on the quality of the care they 
receive, rather than focusing on their health status or the outcomes of their care and 
treatment. The Panel indicated in its report that going forward it would expect the 
mechanisms for the collection and analysis of PREMs feedback being fully in place 
and key themes and issues being routinely reported and systematically addressed. 

In terms of the clinical review programme, a report summarising the findings and 
learning from the first category, which focused on mothers who required emergency 
care during childbirth (maternal category), was published in January 2021. The 
Panel reported that since that time, the second category examining the care 
provided to women and their babies who sadly were stillborn (stillbirth category), had 
concluded and the findings collated into a report which was published alongside the 
September 2021 report. The Panel confirmed that its focus had shifted towards the 
final category which included reviews of the care of mothers and their babies who 
sadly died or needed specialist neonatal care following birth (neonatal category). 

 

https://gov.wales/independent-maternity-services-oversight-panel-thematic-maternal-category-report
https://gov.wales/independent-maternity-services-oversight-panel-thematic-stillbirth-category-report
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Sixth Progress Report - September 2021 to April 2022 
Creating the Conditions for Sustainable Improvement 

In its sixth progress report, published in May 2022, the Panel recognised that despite 
the ongoing operational challenges, the Health Board’s frontline clinicians, 
operational managers and senior leaders had remained focused and engaged in 
driving forward improvements in maternity and neonatal services. At the same time, 
the Health Board’s Quality and Safety Committee was continuing to provide scrutiny 
and challenge to the Maternity and Neonatal Improvement Programme, ensuring 
increasingly effective Board level oversight of the improvement journey. 

The Panel confirmed that at the end of the reporting period, 62 (89%) of the Royal 
Colleges’ 70 recommendations had been verified as fully delivered, with the other 
eight (11%) considered work in progress in various stages of completion. As a 
consequence, the Panel made a formal recommendation to the Minister within its 
report that the Royal Colleges’ recommendations process be discharged. This was 
accepted by the Minister and it was agreed that any outstanding elements of the 
recommendations would be scheduled for delivery within the Health Board’s longer-
term Maternity and Neonatal Improvement Plan. 

The Panel explained that the neonatal deep-dive review had concluded in November 
2021 and a report setting out the findings was published by the Minister in February 
2022. The report concluded that the neonatal service at Prince Charles Hospital 
required significant improvement and made 42 recommendations, all of which were 
subsequently accepted by the Health Board.  

In terms of progress against the recommendations, the Panel reported that although 
it had hoped to see more tangible evidence, a number of safety-critical issues had 
been addressed and the key processes put in place to support continued 
improvements. This included, for example:- 

• steps to improve prescribing standards and the development of a number of 
initiatives to change prescribing practice; 

• improved daytime consultant cover which now runs from 08:30 - 16:30 with a 
number of consultants having protected time for neonatal work agreed within 
their job plans; 

• a clear focus on improving documentation standards with plans in place to 
develop this further; 

• evidence of more effective joint working between the neonatal and maternity 
teams. 

During April 2022, the Health Board conducted its fifth self-assessment against the 
IPAAF maturity matrices. In its report the Panel reflected that the IPAAF was 
embedded within the improvement programme and owned by the perinatal service 
as a mechanism to reflect and evaluate learning.  

 

https://gov.wales/independent-review-neonatal-services-prince-charles-hospital
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Based on its self-assessment, the Health Board concluded the following level of 
maturity based on the maternity IPAAF:- 

• Safe and Effective Care in the ‘Maturity’ phase having progressed from 
‘Results’ in the previous self-assessment. This position was reinforced by a 
number of factors, including:- 

− development of the draft Maternity and Neonatal Assurance Framework; 
− high compliance with PROMPT training having been maintained; 
− establishment of digital handover boards; 
− roll-out of new CTG monitors and associated training. 

• Quality of Women’s Experience firmly in the ‘Maturity’ phase with some 
elements approaching ‘Exemplar’ status. This position, an improvement on 
the previous self-assessment, was reinforced by a number of factors, 
including:- 

− co-production of patient information and lobbying for the review of visiting 
restrictions through the My Maternity My Way forum; 

− a reviewed and refreshed engagement plan; 
− virtual tours and the launch of the public website; 
− successful online engagement events including a session on infant 

feeding with over 2,800 online views. 

• Quality of Leadership and Management remained in the ‘Results’ phase 
with a number of aspects approaching ‘Maturity’. This position was reinforced 
by a number of factors, including:- 

− partnership working with Trade Union colleagues; 
− successful management of the serious incident investigation backlog in 

collaboration with the Delivery Unit; 
− development of a Learning Needs Analysis framework; 
− staff engagement with Clinical Service Group (CSG) triumvirates. 

The Panel reported that the shift from ‘Results’ to ‘Maturity’ in the Safe and Effective 
Care and the Quality of Women’s Experience domains was a significant milestone 
for the Health Board in relation to its maternity services. It indicated that the service 
was broadly being delivered to the standards which are expected of a maternity 
service operating at this level within the UK health system. 

The Panel did note that the Quality of Leadership and Management domain 
remained in the ‘Results’ phase largely because that is where much of the longer-
term culture, leadership and strategy work featured. 
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In terms of the neonatal service, based on its self-assessment, the Health Board 
concluded the following level of maturity against the three domains in the neonatal 
IPAAF:- 

• Safe and Effective Care in the ‘Early Progress’ phase with a number of 
aspects of the service approaching ‘Results’. This position, which remained 
unchanged from the previous self-assessment, was reinforced by a number 
of factors, including:- 

 

− development of the draft Maternity and Neonatal Assurance Framework; 
− arrangements put in place for tertiary centre support with consultant visits 

to the tertiary unit and nurse rotations commencing in April 2022; 
− multidisciplinary simulation training established; 
− audit plan agreed across both sites for 2022/23. 

• Quality of Families’ Experience firmly in the ‘Early Progress’ phase. This 
position, which again remained unchanged, was reinforced by a number of 
factors, including:- 

 

− secondment advertised for Engagement Lead post; 
− joint debriefing established with paediatrics and maternity for families who 

have suffered a traumatic event; 
− mechanisms in place for monitoring family concerns through bi-weekly 

governance meetings; 
− low numbers of neonatal related concerns or complaints raised. 

• Quality of Leadership and Management firmly in the ‘Early Progress’ 
phase with some aspects of the service approaching ‘Results’. This was also 
a standstill position, reinforced by a number of factors, including:- 

 

− maintenance of BAPM compliance for nurse staffing levels; 
− improvements in data quality and dashboard development; 
− availability of psychological support for staff; 
− jump call policy in place and empowering staff. 

It was reported that the assessment of the neonatal service as being within ‘Early 
Progress’ was reflective of how the service was at a very different stage in its 
improvement journey compared to the maternity service. However, the Panel did 
highlight how maternity and neonatal services are inextricably linked and should not 
be viewed in isolation; they provide a single pathway for the care of mothers and 
babies. In its report the Panel recognised some key developments in terms of joint 
working which supported the overall assessment of progress which included closer 
alignment of processes, policies and guidelines. 

Alongside the sixth progress report the Panel also published a report summarising 
the key findings and identified learning from the third and final category (neonatal) of 
the clinical review programme.  

https://gov.wales/independent-maternity-services-oversight-panel-thematic-neonatal-category-report
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It reported that whilst there had been new insights within this category, the Panel did 
not consider that anything fundamentally new had emerged beyond the key themes 
identified in the first two categories or in the clinical case assessments which were 
conducted as part of the neonatal deep-dive review.  

Within its report the Panel also provided an update on the management of serious 
incidents. The Delivery Unit had undertaken a specific piece of assurance work 
within the Health Board’s maternity and neonatal services both to strengthen their 
processes and systems for incident investigation and learning, as well as to assist in 
dealing with the backlog of serious incidents in a prioritised and timely manner.  

In April 2022, the Delivery Unit delivered its final report which concluded that the 
Health Board had made significant progress in the management of serious incidents 
by its maternity and neonatal services. The Panel reported that although there was 
still work to do to ensure that improvements were sustainable and all elements of 
previous recommendations delivered in full, this should be recognised as a 
significant achievement by the Health Board.
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16 Appendix D - Conditions for Sustainability 
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17 Appendix E - Agreed Success Criteria for Conditions for Sustainability 
 
Area Condition Success Criteria Suggested Evidence 
Corporate 
Governance 
 

Effective oversight and 
scrutiny of current maternity 
and neonatal service 
provision consistently being 
provided by the Board and 
the Quality and Safety 
Committee (Q&SC). 

• Maternity and neonatal improvement 
remains standing agenda item at Q&SC. 

• Submission of clear evidence-based 
information (i.e. dashboards) 
triangulated with qualitative feedback to 
inform Independent Member oversight 
and scrutiny.  

• Service risk registers reviewed and 
updated on regular basis. 

• Establishment of Maternity and 
Neonatal service dashboards. 

• Q&SC and Board meeting 
observations. 

• Q&SC papers. 
• Board papers. 
• MNIB papers. 
• Programme Management 

showcase. 
• Maternity and Neonatal 

dashboards and evidence these 
are driving governance at all 
levels (i.e. CSG / ILG reporting). 

• Updated maternity and neonatal 
assurance framework for Care 
Group. 

• Data Showcase. 
Serious Incident 
Investigation 
 

NHS (Wales) Delivery Unit 
recommendations delivered 
and signed off; effective 
investigations being 
conducted on a ‘business as 
usual’ basis; all learning is 
routinely being identified and 
shared and there is 
evidence that this is driving 
improvements in care. 

• Serious incident backlog completed. 
• Quality Assurance Panels embedded 

into routine operations. 
• Legacy actions from DU report (i.e. 

organogram, Datix system) transitioned 
into the milestone plan for delivery. 

• SI showcase. 
• DU report on systems and 

process for SI management. 
• Milestone plan / highlight 

reporting. 
• Incident management framework. 
• Listening and learning 

framework. 
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Area Condition Success Criteria Suggested Evidence 
Royal Colleges’ 
Recommendations 
 

The Royal Colleges’ 
recommendations process is 
discharged; all 
recommendations are either 
verified as delivered by the 
Panel or scheduled for 
delivery within the Health 
Board’s longer-term 
Maternity and Neonatal 
Improvement Plan.  

• Legacy actions transitioned into 
milestone plan for delivery. 

• Milestone plan regularly reviewed and 
updated.  

• Board sign-off of Royal Colleges’ 
recommendations/action plan.  

• Milestone plan / highlight 
reporting. 

• Programme Management 
showcase. 

• Royal Colleges’ 
recommendations closure report. 

Early Neonatal  
Improvement 
 

Recommendations within 
the Neonatal Deep Dive 
Report which require 
immediate action are 
verified as completed by the 
Panel and impacting 
positively on unit safety; a 
plan to deliver the remaining 
recommendations has been 
developed and agreed by 
the Panel.  

• 19 immediate improvement actions 
delivered and verified. 

• Definitions and priorities agreed for 
remaining improvement actions / 
recommendations. 

• Clinical team utilising external support 
and expertise to expedite improvement 
actions through regular clinical catch-up 
sessions. 

• Neonatal evidence review 
process (verification through 
IMSOP feedback forms). 

• Immediate actions covered within 
neonatal milestone plan linked to 
7 agreed workstreams / highlight 
reporting. 

• Final version recommendation 
and escalation description 
document. 
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Area Condition Success Criteria Suggested Evidence 
Clinical  
Review 
Programme 
 

Clinical Review Programme 
is fully completed; emerging 
recommendations and 
Health Board actions have 
been fully addressed. 

• Full delivery of SI condition is a pre-
requisite for delivery of this condition. 

• Pre-2016 self-referral process agreed 
and established. 

• All 2016-2018 look-back cases closed 
by health board - inclusive of 35 SIs 
requiring executive approval. 

• Thematic stillbirth report 
recommendations addressed / covered 
within existing workstreams. 

• Clear plans within existing workstreams 
to address areas of focus outlined within 
neonatal thematic. 

• Self-referral report. 
• Presentation of closure process / 

gap analysis. 
• Dip sampling exercise. 
• Highlight reporting. 
• 12-18 month stillbirth thematic 

analysis review report. 

Maternity 
Engagement 
Strategy 
 

Strategy being delivered to 
plan and timescale; PREMs 
process embedded; 
evidence that outputs of 
PREMs and data from other 
engagement sources is 
being systematically 
evaluated and driving 
tangible service 
improvement. 

• PREMs having been fully implemented 
and rolled out to maternity services. 

• Qualitative information, including 
feedback from MMMW, is being used 
alongside quantitative data to inform 
future service design and development.  

• QWE workstream stood down and 
independent assessment of quality, 
range and reach of engagement in 
place. 

• Systematic feedback to women, families 
and communities regarding the impact 
of the products of engagement. 

• Concerns meeting 30-day target with 
quality of response being monitored 
through re-open and satisfaction rates. 

• Long-term approach to integrate 
maternity and neonatal engagement 
agreed. 

• PREMS / concerns data reports 
and actions presented at all 
governance levels (WESEE, 
MNIB, ILG / CSG, Q&SC). 

• Showcase on PREMS data and 
impact on service delivery.  

• Delivery against 
measures/timelines set out in 
Maternity Engagement Strategy. 

• Regular feedback on the impact 
of engagement via the CTM 
website and social media. 

• Corporate Engagement Strategy 
and PTR guidance. 
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Area Condition Success Criteria Suggested Evidence 
Medical 
Leadership 
 

Medical leadership is visible 
and effective; there is 
leadership development 
support in place and the 
consultant body as a whole 
is actively engaged in 
driving forward service 
improvement. 

• Compliance with mandatory training 
requirements. 

• Medics engaging with corporate or 
external leadership development 
courses. 

• Medics routinely engaged within the 
governance framework and actively 
driving forward service development. 

• Discussion with Medical Director 
and Director of People on the link 
between Maternity and Neonatal 
medical Leadership and the TI 
Leadership and Culture work. 

• Consultant body accessing 
corporate and external leadership 
development offerings. 

• Attendance and input into 
operating model changes and 
clinical services strategy design.  

• 1:1 conversations with obstetric 
and neonatal Clinical Directors. 

• Showcase via IMSOP visit / 
consultant focus group. 

IPAAF 
 

IPAAF is being used 
effectively at service and 
Board level to regularly 
reflect upon and evaluate 
progress; maternity service 
assessed at 'maturity' level 
for safe and effective care 
with other domains 
progressing towards 
maturity; neonatal service 
assessed at 'results' level in 
all three domains; early 
evidence of progress 
against agreed key metrics.  

• Re-run of IPAAF self-assessment in 
August. 

• Maternity service assessed at 'maturity' 
level for safe and effective care with 
other domains progressing towards 
maturity. 

• Neonatal service assessed at 'results' 
level in all three domains. 

 

• IPAAF self-assessment meeting 
observations (CSG level, 
discussion with SROs, Board 
level). 

• Maternity and neonatal 
dashboards. 
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Area Condition Success Criteria Suggested Evidence 
Quality 
Improvement (QI) 
 

A QI approach is in place, 
aligned to the corporate 
iCTM arrangement; QI plan 
and active QI projects are in 
place with evidence that 
small scale incremental 
changes are being 
delivered. 

• QI projects established aligned to 
corporate iCTM arrangements. 

• QI approach and plan signed off and 
resources in place.  

• QI training rolled out through service in 
accordance with plan. 

• Final draft of QI plan. 
• QI training levels. 
• QI showcase of projects and staff 

involved in QI and these projects 
are MDT in nature. 

• Job description for QI Manager 
role. 

Programme 
Management 
 

Effective programme 
management structure is in 
place, which defines the 
objectives of the 
improvement work, has 
plans which show how the 
work is delivered and what 
barriers could impact on 
delivery or outcomes; 
structure has effective, open 
and transparent reporting, 
with effective Board 
oversight. 

• As per definition. • Programme management 
framework. 

• Programme risk register. 
• Milestone plan. 
• Programme management 

showcase. 
• Programme management 

structure. 
• MNIP transition plans. 

Culture Change There is evidence of positive 
shifts in culture in key areas 
such as joint working 
between maternity and 
neonatal services, 
multidisciplinary working and 
addressing the blame 
culture.  

• Objectives, approach and plan agreed 
• Re-run of snapshot survey. 

• Culture and leadership 
development plan. 

• Staff surveys / pulse surveys. 
• Conversations with staff at further 

IMSOP Visit. 
• Mini showcase at next MNIB. 
• Freedom to speak-up guidance. 
• Staff engagement update at 

MNIB. 
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Area Condition Success Criteria Suggested Evidence 
Longer-term 
Neonatal  
Improvement 
 

Longer-term improvement 
plans are credible with a 
clear timeline and trajectory; 
there is evidence of 
meaningful progress against 
those elements of the 
improvement plan requiring 
short- and medium-term 
responses, in particular 
those recommendations 
linked to engagement with 
families. 

• Definitions and delivery timescales 
agreed for remaining long term 
improvement actions / 
recommendations. 

• Agreement on how these actions will be 
addressed and overseen. 

• Updated neonatal improvement 
plan linked to 7 agreed 
workstreams / highlight reporting.  

• Final draft of neonatal 
engagement strategy and plans 
to integrate with maternity 
engagement strategy. 
 

Strategic Vision 
 

Developed, agreed and 
communicated to the public; 
early actions delivered 
providing confidence that 
sustainable longer-term 
continuous improvement is 
achievable. 

• Vision based on products of 
engagement and aligned to national 
work (signed off through internal 
governance processes). 

• First draft of strategy. 
• Material from staff engagement. 
• Material from women and family 

engagement. 
• Staff and leadership workshops 

attendance and material. 
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18 Appendix F - Position Against Neonatal Deep-Dive Immediate Actions 
 

 Improvement Needed Agreed Minimal Intervention Position 
ESC. 1 The Health Board must 

introduce immediate 
make safes to support 
safe prescribing in 
practice.  

• Good prescribing guide available and displayed for all staff groups to utilise. 
• Staff training for all staff on prescribing. 
• Staff refuse prescriptions that don’t follow the good prescribing guide. 
• Nursing crib sheet in bullet point form for checking steps for safe medicine 

administration. 

Complete 

ESC. 2 The Health Board must 
continue to show an 
improvement in the 
working relationship with 
maternity services in 
numerous areas. 

• In-utero pathway to ensure clear plan for assessment and transfer of women with 
pregnancy at risk of requiring neonatal intensive care specifically those outside of 
the scope of practice for the Health Board’s neonatal service. 

• Clear processes to capture when change of outcome where intrauterine transfer is 
not possible including evidence of rigorous review of factors associated with 
maternity decision making and management. 

• Standardised ongoing audit and feedback mechanism to clinical teams, Board and 
network regarding cases. 

Work in 
Progress 

ESC. 3 The Health Board must 
ensure consultant cover 
for the neonatal service 
is safe and effective. 

• Consultants providing neonatal care should undertake a minimum of 4 service 
weeks per year to provide greater consistency to the neonatal team and babies 
experiencing care. 

• Identification of a core group of consultants sharing responsibility for, overseeing 
the work and standards of the wider consultant group, and leading the service.  

• Consultant cover on the neonatal unit should be immediately extended to 8.30am 
to 4.30pm Monday to Friday. 

• Consultants with neonatal interest must have protected time to ensure the 
neonatal service is covered by senior medical staff with an understanding of the 
expertise required to support a safe neonatal service and to acknowledge when 
escalation to NICU services is required for either advice or transfer. 

Complete 
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 Improvement Needed Agreed Minimal Intervention Position 
ESC. 4 The Health Board must 

ensure immediate 
improvements are 
implemented to support 
expert clinical decision 
making for the sickest 
and most vulnerable 
patients in the service. 

• The referral threshold for advice from a nominated NICU should be clearly 
articulated for all clinical staff and should be at a level where any baby with 
complex needs or requiring ICU treatment are discussed at the earliest opportunity 
for colleagues to ensure clinical decision making is supported by expert clinicians 
immediately. 

• A clear process should be in place to ensure continued early uplift for all infants 
requiring ongoing ICU treatment to ensure timely transfer. 

Complete 

ESC. 5 The Health Board must 
review its cooling 
practice in line with 
national frameworks and 
ensure local practice 
meets this standard. 

• All staff must have in date equipment competency for all equipment utilised within 
cooling treatment. 

• Standards of documentation around decision making for cooling should include as 
a minimum: criteria met and how, full detailed neurological examination and full 
details of a conversation with NICU / CHANTS. 

• Continued use of Wales Maternity and Neonatal Network pathway to supplement 
cooling specific medical and nursing documentation to support the instigation of 
safe cooling practice. 

• All cases where an infant received cooling treatment must have a standardised 
detailed MDT review alongside maternity. 

Work in 
Progress 

ESC. 6 The Health Board should 
immediately review all 
cases of unplanned 
extubation occurring in 
the service. 

• Gain understanding of rates of unplanned extubations per 1000 ventilator days 
compared to nationally described incidence. 

• Local Improvement work around this issue should be collaborative with a local 
NICU to understand practices and safeguards already available to be adapted for 
the service in the Health Board. 

• Datix/audit for all unplanned extubations. 
• Changes in securing practice to prevent extubations. 

Complete 
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 Improvement Needed Agreed Minimal Intervention Position 
ESC. 7 The Health Board must 

ensure clinical incident 
reviews, SI reviews and 
PMRT/Mortality reviews 
are carried out as an 
MDT with external 
support from colleagues 
within the local NICU to 
provide clinical expertise 
and questioning. 

• Establish and monitor SI processes seeking additional clinical expertise when 
required to support local learning regarding what a good review looks like. 

• Wider Health Board engagement in governance reviews from corporate patient 
safety team.  

• Ensure timely feedback to staff reporting incidents and also of lessons learnt to 
avoid repeated incidents of harm. 

• Agreed changes in practice must be described in context to ensure staff 
understand the rationale and expected outcome of changes. 

• Neonatal Datix Trigger list to be updated to include: transfers out, infants born 
<32/40, term admissions, unplanned extubations.  

• Communication to staff highlighting trigger list changes and why these have been 
added. 

Work in 
Progress 

ESC. 8 The Health Board 
continue to progress a 
robust mechanism for 
reviewing all term 
admissions to the 
neonatal unit alongside 
obstetric and maternity 
colleagues. 

• Themes and learning from Term Admission reviews must be disseminated to the 
wider teams and immediate interventions identified to reduce unnecessary term 
admissions should be implemented. 

• Support and advice from the local NICU service where this process is well 
established on how term admissions can be reduced. 

• Datix to continue to be completed for every term admission. 

Complete 

ESC. 9 The Health Board should 
review current formal 
radiology reporting 
mechanisms and request 
an external review by a 
paediatric radiologist with 
neonatal experience to 
highlight areas of 
concern. 

• Seek support from a paediatric radiologist from a tertiary centre to audit recent 
formal radiology reporting. 

• Ensure all radiology imaging is reviewed and interpretation documented by a 
consultant within the neonatal service. 

Complete 
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 Improvement Needed Agreed Minimal Intervention Position 
ESC. 10 The Health Board must 

undertake and immediate 
documentation review 
and introduce supportive 
documents to assist in 
improving documentation 
standards. 

• Communication and education/training for all staff regarding standards of 
documentation as per governing bodies. 

• Introduce supportive documents: 
o Procedure chart with priority for intubation; central access and chest drains; 
o Chart for recording communication with NICU for advice; 
o Chart for recording referral to CHANTS for transfer; 
o Scribe sheet for managing resuscitation on the neonatal unit and on delivery 

suite. 

Complete 

ESC. 11 The Health Board should 
consider actions to 
support working with 
families to understand 
the impact of the 
listening exercise and 
improving family 
involvement in the 
service. 

• Engage parents with experience of PCH neonatal service and establish 
mechanisms to capture family experience feedback during and after when their 
babies are cared for on the unit.  

• Review and organise family feedback into themes and a useable review format. 
Complete 

ESC. 12 The Health Board must 
improve the staff culture 
on the unit to ensure all 
staff feel valued and 
listened to. 

• MDT Team (including improvement team) building focused on joint working.  
• MDT SIMS to continue with evidence of participation from the full maternity and 

neonatal team. 
• Staff engagement exercise undertaken. 
• Undertake a Safety Culture survey to allow demonstration of change/improvement. 

Complete 

ESC. 13 The Health Board 
improvement hub and 
clinical teams must work 
together to understand 
the common goal of a 
safer service. 

• Improvement team must work to engage the clinical team with the journey of 
improvement. 

• The clinical team must be supported to take ownership of the service and 
understand their role within improvements. 

Complete 
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 Improvement Needed Agreed Minimal Intervention Position 
ESC. 14 The Health Board must 

introduce a clear audit 
structure to monitor 
improvement and 
evidence the 
effectiveness of the 
service. 

• Have a clinically led audit system that identifies, prioritises, plans, undertakes, 
monitors, and reviews audit outputs across the service. 

• Review and advice of Audit System by local NICU (or another LNU). 
Complete 

3.2 Extra consultant time 
needs to be provided to 
allow for a consultant of 
the week pattern from 
09:00 - 17:00. All 
consultants who cover 
the unit on call should 
have a minimum of four 
neonatal service weeks 
per annum. 

• Review of medical workforce conducted following the deep-dive escalation with 
associated action plan. 

Complete 

3.9 There needs to be an 
expansion of clinical 
pharmacist resource 
dedicated to the neonatal 
service, including 
capacity for networking 
to develop expertise and 
exemplar practice within 
the neonatal unit. 

• Adequate time provision for pharmacy review of babies within the neonatal unit 
and those requiring prescribed medication in other areas including babies 
receiving treatment on the postnatal ward.  

• Protected, allocated pharmacist time for supporting education and training for all 
staff involved in prescribing and administering medication within neonatal care. 

• Protected, allocated pharmacist time for both quality assurance (e.g. audit) and 
improvement initiatives.  

• Pharmacy oversight of all prescriptions regardless of length of stay. 
• Monthly drug chart audits to date. 
• Ensure robust mechanism in place which includes pharmacy input into all Datix 

reviews of prescribing/ medication administration errors to date. 
• Pharmacy input into MDT reviews of babies transferred out for uplift of care to 

date. 

Complete 
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 Improvement Needed Agreed Minimal Intervention Position 
5.1 The clinical team must 

ensure completeness 
and accuracy of neonatal 
unit data. 

• Senior clinicians to review neonatal data to ensure internal assurance can be 
provided to the Board and its Committees. 

• Neonatal data should feature within consultant, nursing and MDT meetings to 
ensure data being used by the service is accurate and have appropriate narrative. 

• Clear roles are identified with responsibility for ensuring that data is accurate and 
available in a timely manner. 

Work in 
Progress 

7.1 Communication with 
families on the Neonatal 
Unit must be timely, open 
and honest and 
comprehensively 
documented. 

• All families must be spoken to prior to transfer of baby to the neonatal unit and this 
should be recorded in the notes – where this is not possible due to condition of 
mother and unavailability of family members this should be clearly documented. 

• All conversations with the family should be clearly documented on a separate 
sheet within the notes. 

Complete 

7.6 Documentation 
standards must be 
improved in line with 
GMC/NMC requirements 
and there must be senior 
medical oversight of 
discharge summaries. 

• Standards for documentation to be agreed in line with GMC/NMC guidance. 
• Discharge summary audit to be developed and undertaken by senior medical staff 

and reported within documentation audit results. 
• Regular monthly document standards audit being undertaken and reported. Complete 
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19 Appendix G - Glossary of Terms 

Abbreviation Term 
A&E Accident and Emergency Department 
AMU Alongside midwifery led unit 
ANNP Advanced Neonatal Nurse Practitioner 
Apgar A scoring method used to assess the condition of baby’ at birth 
AW Audit Wales 
Badgernet Neonatal patient data management system 
BP Blood pressure 
BR+ Birthrate plus 
CD Clinical Director 
CEO Chief Executive Officer 
CHC Community Health Council 
CLC Consultant Led Care 
CBM Clinical board meeting 
CMO Chief Medical Officer 
CNO Chief Nursing Officer 
COO Chief Operating Officer 
CPAP Continuous Positive Airway Pressure 
CPD Continual professional development 
CSfM Clinical supervisor for midwives 
CSR Caesarean section rates 
CTG Cardiotocography 
CTMUHB Cwm Taf Morgannwg University Health Board 
CTUHB Cwm Taf University Health Board 
Datix Patient safety software 
DOM Director of Midwifery 
DON Director of Nursing 
DU NHS Wales Delivery Unit 
EBC Each Baby Counts 
EFM Electronic fetal monitoring 
ELCS Elective caesarean section 
EMCS Emergency caesarean section 
ETT Endotracheal tube 
Euroking National maternity IT system 
FGR Fetal growth restriction 
FMU Freestanding Midwifery Unit 
GAP Growth assessment protocol 
GMC General Medical Council 
GP General Practitioner  
Greatix Initiative based on ‘Datix’ for reporting positive feedback to staff 
GROW Gestation related optimal weight 
HB Health Board 
HEIW Health Education & Improvement Wales  
HIE Hypoxic ischaemic encephalopathy 
HIW Healthcare Inspectorate Wales 
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Abbreviation Term 
HM Coroner Her Majesty’s Coroner 
HOM Head of Midwifery 
HOMAG The All-Wales Heads of Midwifery Advisory Group 
HR Human resources 
HSCSC Health, Social Care & Sport Committee 
HSIB Healthcare Safety Investigation Branch 
HTA Human Tissue Authority 
IA Intermittent Auscultation 
ICU Intensive Care Unit 
ILG Integrated Locality Group 
IMSOP Independent Maternity Services Oversight Panel 
IOL Induction of labour 
IPAAF Integrated Performance Assessment and Assurance Framework 
IPPV Intermittent Positive Pressure Ventilation 
KPI Key performance indicators 
LA Local Authority 
LNU Local neonatal unit 
LSA MO Local supervising authority midwifery officer 
LSCS Lower segment caesarean section 
MBRRACE Mothers and babies: Reducing risk through audits and 

confidential enquiries 
MDT Multidisciplinary team 
MHSS Minister for Health and Social Services 
MID Maternity Improvement Director 
MITs Maternity Information Technology System (feeds into QlikSense) 
MLC Midwifery led care 
MLU Midwifery led unit 
MMMW My Maternity My Way (the redeveloped MSLC for CTMUHB) 
MNIB Maternity and Neonatal Improvement Board 
MNIP Maternity and Neonatal Improvement Plan 
MNIT Maternity and Neonatal Improvement Team 
MPB Maternity Performance Board 
MS Member of the Senedd 
MSLC Maternity Services Liaison Committee 
MVF Maternity Voices Forum 
NBC Pathway National Bereavement Care Pathway 
NEWTT Neonatal early warning track and trigger 
NICU Neonatal intensive care unit 
NMC Nursing and Midwifery Council 
NMPA National Maternity and Perinatal Audit 
NNAP National Neonatal Audit Programme 
NNU Neonatal Unit 
NRI Nationally Reportable Incidents 
O2 Oxygen 
O&G Obstetrics and Gynaecology 
OD Organisational development 
PADR Personal appraisal and development review 
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Abbreviation Term 
PALS Patient Advice and Liaison Service 
PCH Prince Charles Hospital 
PDM Practice Development Midwife 
PMRT Perinatal Mortality Review Tool 
POW Princess of Wales Hospital 
PREMs Patient Reported Experience Measures  
PROMPT Practical Obstetric Multi-Professional training 
PROMS Patient Reported Outcome Measures 
PSAG Patient status at a glance 
PSOW Public Service Ombudsman for Wales 
PTR Putting Things Right 
Q&SC Quality and Safety Committee 
QA Quality assurance 
QlikSense Business intelligence and visual analytic software 
RCA Root cause analysis 
RCoA Royal College of Anaesthetists  
RCM Royal College of Midwives 
RCOG Royal College of Obstetricians and Gynaecologists 
RCPCH Royal College of Paediatrics & Child Health 
RGH Royal Glamorgan Hospital 
SANDS Stillbirth and Neonatal Death Society 
SB Stillbirth 
SBAR Acronym for situation, background, assessment and 

recommendation 
SCBU Special care baby unit 
SCU Special care unit 
SFH Symphysis fundal height 
SFSP Secure file sharing portal 
SGA Small for gestational age 
SI Serious incident 
SM Special Measures 
SMART Acronym for Specific, Measurable, Achievable, Relevant and 

Time-Based 
SOM Supervisor of midwives 
SRO Senior Responsible Officer 
SWP South Wales Plan 
TI Targeted Intervention 
Trac A large UK database of ‘jobs boards’ for health and public sector 
UHB University Health Board 
USS Ultrasound scan 
WESEE Operational meetings which cover Workforce, Effectiveness, 

Safety and Experience and Engagement 
WMNN Wales Maternity and Neonatal Network 
WG Welsh Government 
WRP Welsh Risk Pool 
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