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Publication of improvement plan in response to review of management 

of Significant Adverse Events 
 
NHS Ayrshire & Arran has published a far-reaching improvement plan in response to a 

review by Healthcare Improvement Scotland (HIS) into our management of significant 

adverse events1. 

 

The HIS report, published on Tuesday 12 June 2012, highlights a number of crucial 

weaknesses in systems and processes for conducting and monitoring reviews of 

significant adverse events. It is also critical of limited staff involvement and opportunities 

for learning from adverse events. 

 

John Burns, Chief Executive of NHS Ayrshire & Arran, welcomed the HIS report, and 

acknowledged the need for sustained improvements.  

 

He said: “I would like to thank the Healthcare Improvement Scotland team for the 

thoroughness of their investigation and welcome the recommendations in their report. 

 

“The report focuses on the need to ensure that we have management structures and 

processes that are fit for purpose; that staff understand their respective roles and 

responsibilities; and that we use our systems effectively and properly. Adverse events 

should be seen as opportunities for staff to learn and, in doing so, reduce the risk of them 

happening again. Our improvement plan, published today, sets out what we are doing to 

ensure greater involvement of staff and families in investigating and learning from adverse 

events.” 

 

The report contains 17 recommendations which fall into four broad categories: 

• Culture 

• Learning and improvement 

• Governance, assurance and accountability 
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• Business management control systems 

 

As soon as NHS Ayrshire & Arran received the draft HIS report, the Chief Executive 

instructed swift action to complete two of the most significant recommendations: The 

report called for valid reasons why 132 deaths which were recorded as ‘major’ or ‘extreme’ 

events did not subsequently go through the Significant Adverse Event Review (SAER) 

process (Recommendation 5); it also asked for an urgent review of all SAER action plans 

back to 2009 and beyond, where information was available (Recommendation 12). 

 

A comprehensive analysis of all 132 deaths highlighted that teams had used the most 

appropriate review tools for the circumstances surrounding each death, including: 

• Severe Case Investigation process for Clostridium difficile related deaths  

• Mental Health Adverse Event Review Group for deaths related to suicide  

• Ayrshire and Arran Drug Deaths Review Group  

 

We also reviewed the action plans for all Critical Incident Reviews and Significant Adverse 

Event Reviews since 2006. We have updated the action plans and Directorates will have 

completed actions by the end of July.  

 

John Burns explained: “It was important that we carried out this piece of work as quickly 

as possible to reassure patients and the public, and to ensure the appropriate learning 

was shared with staff.” 

 

He added: “The HIS investigation found – quite rightly – that the way this organisation has 

managed significant adverse event reviews has fallen short of the standards we set out in 

our own policy. The report does acknowledge that we have made progress in becoming 

more open and transparent, and recognises our ambition to involve families more fully. 

However we have to accept that poor records management and processes for recording 

adverse events have let us down. We also need to ensure that there are clear lines of 

accountability for following up action plans and involving staff in learning from them. 
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“I accept that the way we have been recording and following up adverse events does not 

help us achieve the learning, nor the improvements in patient safety, that our clinicians 

and the public have a right to expect. The improvement plan published today sets a clear 

and challenging direction for this organisation; I will monitor this personally with my senior 

team to ensure that improvements are delivered. 

 

“I would also like to acknowledge the collaborative spirit in which staff from NHS Ayrshire 

& Arran are working to ensure that these recommendations for improvement are taken 

forward with enthusiasm, diligence and most of all, commitment to do the right thing for 

every patient, every time.” 

 

Ends 

 

Date of release:  
 
Notes to editors 
1 A significant adverse event is an unexpected or avoidable event that could have resulted, 
or did result in, unnecessary serious harm or death of a patient, staff, visitor or member of 
the public. The review and management of these events should enable NHS Boards to learn 
from these events in order to minimise the risk of them happening again. 
 

 
For further media enquiries about this topic, please contact: 
 

May Smith 
Head of Communications 
NHS Ayrshire & Arran 
 
Telephone: 01563 826107 
Out of Hours: 07769 648 975 
 
www.nhsaaa.net 
www.facebook.com/nhsaaa 
on Twitter @NHSaaa 
 

http://www.nhsaaa.net/
http://www.facebook.com/nhsaaa


Media       
Information      
For immediate use 
 
 

4 
 

 


