
Initial response to Neonatal findings relating to the Thirwall Enquiry
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Clinicians’ safety concerns and speaking up

Improved Evidence of Psychological Safety 

40% increase in incident reporting without 
an increase in the number of adverse events 

Improved staff well-being 

Improved National Training Survey conducted by the 
General Medical Council particularly in relation to 
reporting systems and supportive environment  

Improvements noted in RCM Wales Branch Survey  

Implementation of the Hywel Dda University 
Health Board “Speak Up Safely Scheme”
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Clinicians’ safety concerns and speaking up

Collaborative working across Maternity and Neonatal Service

Encouraging an 
open and honest 
reporting culture 

Positive Learning Culture and Review of Adverse 
events in Hywel Dda University Health Board 
recognised by the Maternity Neonatal Safety Support 
Programme as a “Bright Spot”

Winner HDUHB – 
MDT Maternity & 
Neonatal Risk and 
Governance Team 
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Gaps in incident reporting and investigation
Standardisation of review pathways of 
adverse events across Maternity and 
Neonatal Services has been undertaken

There are dedicated governance leads 
across midwifery, obstetric, neonatal, 
paediatric and anaesthetic services with a 
triangulated governance framework to 
support oversight
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Failures in leadership and governance.
The best way to reduce harm ... is to embrace wholeheartedly a culture of learning.”

Implementation of a 
collaborative 

Maternity & Neonatal 
Risk & Governance Strategy 

Paradigm shift from individual learning to wider system 
learning.

The system is focused on learning, locally and nationally, and makes extensive use 
of improvement methodology to test and implement the necessary changes. Near 
misses are reviewed regularly to promote learning and system improvements.
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Failures in leadership and governance.

Quarterly Mortality Review Forum 
with the All Wales Maternity and 
Neonatal Network to 
comprehensibly and objectively 
review all Neonatal deaths from 
within the Health Board.

Quarterly “Hypoxic Ischaemic 
Encephalopathy” Forum  (babies 
at risk of long-term physical & 
cognitive issues) with the All Wales 
Maternity and Neonatal Network 
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Failures in leadership and governance

Neonatal Deaths  Thematic Review of 
Neonatal Deaths in 
HDUHB

Identify key themes 
and trends to 
influence learning 
across maternity and 
neonatal services

On-going engagement 
with the Quality and 
Patient Safety Team to 
ensure objectivity and 
transparency of case 
reviews 
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• For the Quality, Safety and Experience Committee to take 
assurance from the actions underway in response to the Thirwall 
Enquiry. 

Recommendation
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