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I
 
ntroduction 

The Cabinet Secretary for Health, Wellbeing and Cities Strategy instructed, Healthcare 
Improvement Scotland to carry out a review of relevant clinical governance systems and 
processes in NHS Ayrshire & Arran, specifically those that relate to the management of 
significant adverse event reviews and subsequent action planning and local learning.   
 
This followed a decision by the Scottish Information Commissioner dated 21 February 
012 on NHS Ayrshire & Arran’s response to a Freedom of Information (Scotland) Act 
ppeal regarding information related to significant adverse event reviews (SAER). 

2
a
 
The Healthcare Improvement Scotland review team found that, although there have 
been considerable efforts within the Board to establish an effective SAER process, 
significant weaknesses were identified in relation to achieving a reliable and consistent 
process of implementation, recording and monitoring.  
 
The report acknowledged that the Board had made progress in becoming more open 
and transparent, and recognised the work to involve families more fully. The report was 
critical of the limited staff involvement and development of opportunities for shared 
learning. The review outlined 17 recommendations that the Board has implemented 
through the Improvement Plan. 
 
NHS Ayrshire and Arran pledged to implement the recommendations by October 2012, 
reflecting the Board’s commitment to provide assurance to the public that improvement 
actions have been implemented. 
 
A summary of NHS Ayrshire & Arran’s Improvement Plan achievements against the 
Healthcare Improvement Scotland recommendations is detailed below. 
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Assessment of achievements against Improvement Plan  
 
In delivering the Improvement Plan it was recognised that several of the actions met 
more than one recommendation and this is demonstrated in the information below.    
 
Recommendation 1: NHS Ayrshire & Arran should work, building on AthenA, to 
establish a single robust database of significant adverse events that allows easier 
tracking of progress and a verifiable audit trail.  
 
Recommendation 2: NHS Ayrshire & Arran should ensure that whatever system is 
used, there is clarity of recording of complete and consistent information with 
appropriate connectivity and audit trails between systems.  
 
Action:   
A bespoke electronic system based on Sharepoint has been designed for recording, 
storing and reporting on the process of SAER management, which went live on 1st 
October 2012. 
 
Next Steps: 
The system has been designed to support other organisational review processes and 
agreement reached that this will now focus on process development of suicide reviews 
within Mental Health Services. 
 
 
Recommendation 3: NHS Ayrshire & Arran should ensure that there is an appropriate 
level of scrutiny of the information in the Datix system to give assurance to the Board as 
to the robustness of the identification, management and learning from significant 
adverse events.  
 
Recommendation 4: NHS Ayrshire & Arran should establish a robust and transparent 
process for the escalation of adverse events, and ensure decisions therein are well 
documented.  
 
Recommendation 6: NHS Ayrshire & Arran should move to a consistent model for 
significant adverse event reviews, ensuring the effective involvement of a 
multidisciplinary team. 
 
Action:   
For every SAER there will be a Leadership Oversight Group with the specific function to 
oversee the progress and outcome of the review process. Emphasis will be on providing 
independent scrutiny and also ensuring that the patient their family and staff are fully 
involved at every stage of the review process. 
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A refreshed SAER process was developed along with a number of supporting 
documents which commences at the point of the adverse event occurring through to the 
decision to proceed to SAER and its report, recommendations and action plan. 
Following process mapping exercise of the existing SAER journey key elements for 
refreshing were identified through multidisciplinary staff engagement and consultation 
with CCIB, Clinical Directors Forum and Integrated Care Directorates. 
 
The electronic SAER system provides robust mechanism to record all aspects of the 
process which can be interrogated to provide an audit trail.  
 
Next Steps: 
An evaluation by the Leadership Oversight Group of all elements of the refreshed SAER 
process will be undertaken following completion of the first three commissioned SAERs 
in order to address the areas for change and to ensure whole system approach is 
consistent and of the standard required.   
 
Embed into job descriptions of key staff members, roles and responsibilities in terms of 
the SAER process.  
 
 
 
Recommendation 5: NHS Ayrshire & Arran should undertake a retrospective analysis 
of the deaths that did not proceed to significant adverse event review, to provide 
assurance that appropriate investigation and learning was undertaken. 
 
Action: 
 A retrospective analysis of the deaths that did not proceed to significant adverse event 
review was undertaken and determined that appropriate review had taken place. 
 
Next Steps: 
Significant Adverse Events Reviews are only one method of reviewing incidents related 
to mortality. These include:  

• 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  

 
 
 
 
 
 
 
 



File Name: Executive Summary  
 

Version: 1 Date: 9th October 2012 

Produced by:   
 

Page: 5 Review Date:  

Circulation type (internal/external): Internal  
 

Recommendation 7: NHS Ayrshire & Arran should review the timeline performance 
targets, ensuring that they are ambitious, but achievable. NHS Ayrshire & Arran should 
ensure a transparent approach to reporting on progress against such targets with early 
intervention, to improve performance, as appropriate.  
 
Action: 
The NHS Ayrshire and Arran public website has been updated to reflect all historical 
SAER report and action plans. 
 
By October 2012 NHS Ayrshire and Arran will publish its first Board learning and 
improvement reports. This will focus initially on the learning arising from the HIS review 
improvements. 
 
Next Steps: 
By November 2012 the will be details of the learning and improvements identified from 
the reviews of historical and current SAERs. 
 
The monitoring and tracking system will provide real time management reports on 
performance against targets for each phase of the refreshed SAER process. 
 
 
 
Recommendation 8: NHS Ayrshire & Arran should build on its approach to involving 
families in the commitment to ensure greater openness.  
 
Recommendation 9: NHS Ayrshire & Arran should establish a robust system for 
tracking and responding to the issues raised by families. This system should be integral 
to the overall system for the management of significant adverse events.  
 
Action: 
Public reference groups and families have been involved in the development of the 
revised process and in particular the devising of the ‘Commitments to patients and 
families involved in Significant Adverse Event’.  
 
NHS Ayrshire and Arran has outlined its commitment to patients their families in relation 
to their involvement in the significant adverse events.  Corporate Assistant Directors will 
invite families to speak with Board members if they wish to share their experiences. 
 
All family communications are logged onto the bespoke electronic SAER system. 
 
Next Steps: 
NHS Ayrshire and Arran will continue to involve public reference groups in the ongoing 
development and evaluation of the process. Patients and families involved in the SAER 
process will be routinely asked about the experiences as part of the process of 
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continuous improvement. 
 
 
 
Recommendation 10: NHS Ayrshire & Arran should review its approach to the 
involvement of staff in the investigation of significant adverse events, with the aim of 
offering consistent opportunities for learning and improvement.  
 
Recommendation 11: NHS Ayrshire & Arran should build on its approach to the 
support of staff involved in significant adverse events.  
 
Action: 
An SAER Supporting guidance and resources toolkit  was published in October 2012 
which gives clear commitments to staff in terms of what they can expect in terms of their 
involvement, support and learning taking place within an honest, fair and just culture.  
 
A staff questionnaire has been developed for completion by the staff involved at the end 
of the SAER process. 
 
Next Steps: 
Evaluation of SAER’s for the purpose of quality assurance will ensure staff engagement, 
support and learning has been documented and demonstrated and trends from 
feedback will be analysed. 
 
 
 
Recommendation 12: NHS Ayrshire & Arran should make urgent progress in 
establishing the status of all significant adverse event review action plans since 2009. 
NHS Ayrshire & Arran should also consider the scope to extend their review to cases 
pre-dating 2009, within the bounds of the information that is available.  
 
Action: 
All Critical Incident Reviews and Significant Adverse Event Reviews action plans from 
2006 were identified and evidence in support of the actions was obtained.  All evidence 
was analysed by the Healthcare Quality Governance and Standards Unit as part of the 
quality assurance process.   
 
Next Steps: 
The conclusion of this work will be reported to the Clinical Governance Committee in 
November 2012 and it will set out the improvements that have been taken forward. 
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Recommendation 13: NHS Ayrshire & Arran should ensure an ongoing approach to 
thematic learning, giving opportunities for those working in NHS Ayrshire & Arran to 
learn from significant adverse events and to change and adapt clinical practice 
accordingly.  
 
Action: 
Non-Executive Directors induction includes development opportunities to support active 
engagement in governance and assurance.  
 
Integral to the SAER process there is a step to ensure learning is shared with the staff 
involved and the wider staff groups.  
 
Next Steps: 
Consultant performance review process in accordance with CEL 31, Medical 
Revalidation (August 2012) will include evidence of reflection and learning and will be 
subject to at least a once a year peer review audit.   
 
A Clinical Governance Committee Development Day is scheduled for November 2012 
and a members’ resource pack to support learning and accountability will be developed. 
 
 
 
Recommendation 14: NHS Ayrshire & Arran should review its clinical governance 
structure with the focus on delivering a more streamlined and simpler arrangement, 
giving sharper clarity regarding accountability.  
 
Action: 
Board level structures for governance and assurance have been reviewed and 
Integrated Care Directors are considering their structures reporting to the November 
Clinical Governance Committee. 
 
Integrated Care Directors will present their SAER reports and action plan to the Clinical 
Governance Committee to provide scrutiny on actions and assurance that these have 
been effectively completed.  
 
There has been a review of Executive Nurse and Medical Directors’ portfolios and these 
have been aligned to the Integrated Care Directorates governance structures. 
 
Next Steps: 
Performance Targets are to be set to ensure consistent application of the SAER 
process to assure the Board that the process is robust.  
 
Development of Committee members’ resource pack to support learning and 
accountability.  
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Integrated Care Directors are reviewing their current governance structures. Proposals 
on the timescales for completion and focused area for consideration will be agreed at 
the Clinical Governance Committee in November 2012. 
 
Job descriptions of Senior Board personnel will reflect specific roles and responsibilities 
in relation to Governance and Assurance and be included in performance review 
process. 
 
 
Recommendation 15: NHS Ayrshire & Arran should ensure a focus on empowering 
clinical services to develop, own and progress action plans and to share wider learning 
and to reflect this in a revised flowchart.  
 
Action: 
There is a guidance document that details the roles and responsibilities for the senior 
staff in the SAER process.   
 
A review of the Board’s governance arrangements has been undertaken to clearly 
establish roles and responsibilities in relation to healthcare governance at all levels in 
the organisation. 
 
Next Steps: 
Job descriptions of Senior Board and clinical personnel reflect specific roles and 
responsibilities in relation to the SAER process. 
 
A training needs analysis for those involved in the SAER process will be undertaken to 
ensure consistence in understanding and application of the process. 
 
 
 
Recommendation 16: NHS Ayrshire & Arran should ensure that Healthcare Directors 
have explicit objectives related to the effective organisation and learning from significant 
adverse events, and such objectives are cascaded, appropriately, through their 
Directorates. 
 
Action: 
Training sessions for managers have been developed and corporate induction sessions 
have been updated to include learning and improvement arising from adverse events. 
 
Next Steps: 
A staff communication will be developed to outline the new supporting arrangements will 
be circulated during November 2012. 
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Undertake an audit of staff understanding of SAER system and individual 
responsibilities. 
 
 
Recommendation 17: NHS Ayrshire & Arran should undertake a fundamental review of 
its approach to sharing information arising from significant adverse events. It should 
ensure that the approach remains within the legislative requirements, but maximises the 
opportunities for staff to understand the broader context and background regarding 
specific incidents. 
 
Action: 
Learning in respect of the HIS review process and issues is now outlined at corporate 
induction. 
 
Guidance on disclosure of confidential information from SAERs has been developed to 
inform staff of what type of information can be disclosed and to whom in relation to 
information from SAERs.   
 
Next Steps: 
Continued evaluation of the corporate induction programme and the SAER process.   
 
 
 
 
 


