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Maternity services review 

Statement by John Burns, Chief Executive 

Perinatal loss and stillbirth is a tragedy and I would like to offer my apologies to the 
families affected by and involved in this review. I also thank them for sharing their 
experiences with Healthcare Improvement Scotland (HIS). I appreciate how difficult it 
must have been for these families to revisit such painful and distressing memories.  

During 2016, NHS Ayrshire & Arran’s maternity services were subject to three 
reviews, two of which were commissioned by NHS Ayrshire & Arran. This was in 
response to concerns around our perinatal mortality rates as published by 
MBRRACE* for 2013-14. These reviews demonstrate our commitment to ensuring 
the provision of a safe and caring maternity service, delivered through our clinical 
teams.  

NHS Ayrshire & Arran has a commitment to continuous improvement. We have 
confidence in the safety of our maternity services and in the contribution that our 
staff make towards providing high quality clinical care, governance and learning.  We 
value scrutiny and inspection of our services as a learning organisation.  

In order to enhance and strengthen our existing approach to integrated risk and 
quality we are introducing a Risk and Quality Improvement Team for maternity 
services comprising Lead Consultants and Specialist Midwives focussed on quality 
improvement, risk management, adverse event management, audit and practice 
development. 

All three reviews highlighted areas for further improvement and these have been 
addressed in our improvement plans. For a copy of our improvement plans, visit 
http://www.nhsaaa.net/16516.aspx. The key messages from these reports are that 
NHS Ayrshire & Arran must ensure:  

• Ayrshire Maternity Unit is able to undertake all adverse event reviews, including 
significant adverse event reviews (SAERs) in line with the new NHS Ayrshire & 
Arran policy, and with the right resources and appropriate training; 

• the staffing in the maternity unit is sufficient to meet activity levels, as well as 
meet the complexities of clinical need; 

• the approach taken to training meets the needs of the individual, best practice 
and any new national guidance;  

http://www.nhsaaa.net/16516.aspx
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• families are provided with appropriate information, support and opportunity to 

enable them to be involved in the significant adverse event process; and 
• learning resulting from improvement work is shared and promoted throughout 

NHS Ayrshire & Arran and with colleagues across NHSScotland.  

In terms of learning and improvement, NHS Ayrshire & Arran has already:  

• seen a 50 per cent reduction in our crude stillbirth rate from 7.5 per 1,000 in 2013 
to 3.2 per 1,000 in 2016. Presently, we are in the top ten hospitals in the UK for 
correctly detecting these ‘at risk’ babies;  

• invested significantly in additional maternity staffing:  
o £1 million in midwifery staffing 
o one whole time equivalent (WTE) consultant obstetrician 
o one WTE clinical risk midwife; 

• fully participated in the National Maternity Improvement Collaborative since 
March 2013 showing sustained improvement across a suite of improvement 
measures - for example, teamwork, communication and collaboration, carbon 
monoxide monitoring offered at booking appointments, smoking cessation 
services offered, and management of sepsis;  

• participated in a national study (THISTLE*) examining the benefit of simulation-
based training for obstetric emergencies (PROMPT*); and  

• contributed and engaged with recommendations from national initiatives such as 
Each Baby Counts* and MBBRACE.  

NHS Ayrshire & Arran will:  

• offer to share our findings from the University of Leicester report with those 
families involved with the support from SANDS to discuss their findings, 
answer questions and identify and meet any additional support needs;  

• implement the recommendations as detailed in the three reviews and outlined 
in our improvement plans; and 

• continue to work with Each Baby Counts, SANDs* and MBBRACE to enhance 
our learning and the experience of families.  

NHS Ayrshire & Arran was pleased that the HIS review team heard directly from staff 
“of a working environment where there was a clear commitment to an open and 
transparent culture where adverse events are routinely reported.”  
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NHS Ayrshire & Arran welcomes recognition by the review team of themed 
improvements which have been implemented as a result of learning from adverse 
events and complaints since December 2013. These improvements are around: 

• bereavement care;  
• birth after caesarean section;  
• care for women with diabetes in pregnancy;  
• induction of labour;  
• diagnosing the risk of stillbirth;   
• postpartum haemorrhage;  
• care of the vulnerable woman in pregnancy (including addictions); and  
• behaviours and communication.  

Further details on each of these is contained in the full HIS report.  

 

Date of release:  Tuesday 27 June 2017  

 

Notes to editors: 

* MBBRACE: Mothers and Babies: Reducing Risk through Audits and Confidential Enquiries 

* THISTLE: Trial of Hands-on Interprofessional Simulation Training for Local Emergencies 

* PROMPT: Practical Obstetric Multi-Professional Training 

* Each Baby Counts is the Royal College of Obstetricians and Gynaecologists (RCOG) 
national quality improvement programme 

* SANDs: Stillbirth and neonatal death charity 

 

 

Website:   www.nhsaaa.net  
 
Find us on Facebook at  www.facebook.com/nhsaaa  
Follow us on Twitter   @NHSaaa 

 
 

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

	Website:   31TUwww.nhsaaa.netU31T
	Find us on Facebook at  31TUwww.facebook.com/nhsaaaU31T
	Follow us on Twitter   @NHSaaa

