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• Review of Ayrshire Maternity Unit, University Hospital Crosshouse, NHS 

Ayrshire & Arran (Management of Adverse Events 2013-2016) 
commissioned by Healthcare Improvement Scotland 
 

• External Clinical Review of Perinatal Deaths from NHS Ayrshire & Arran. 
University of Leicester, commissioned by NHS Ayrshire & Arran, April 2017 
 

• Review of the Maternity Service of NHS Ayrshire & Arran – External Review, 
commissioned by the Medical Director, October 2016 

 
 
In October 2016, NHS Ayrshire & Arran commissioned an external review of the 
Ayrshire Maternity Unit to examine areas for improvement and to identify areas of 
good practice.  This was in response to concerns regarding our Perinatal mortality 
rates as published by MBRRACE for 2013-2014. 
 
In November 2016, the Cabinet Secretary asked Healthcare Improvement Scotland 
to undertake a review of the management of adverse events in the Ayrshire 
Maternity Unit from December 2013 – December 2016.  At the same time, NHS 
Ayrshire & Arran commissioned University of Leicester to review the clinical cases of 
perinatal mortality using MBRRACE methodology. 
 
NHS Ayrshire & Arran would like to offer our heartfelt sympathies to those families 
involved in these reviews as we recognise how difficult it must be for them to revisit 
painful and distressing memories. 
 
NHS Ayrshire & Arran can assure all families accessing our maternity service either 
presently or in the future, that our staff work hard and to the highest standards to 
provide the best service possible in what can be an emotive and demanding 
specialty. 
 
NHS Ayrshire & Arran would also like to acknowledge the contribution that staff in 
the maternity unit have made to these reviews and their commitment to providing 
high quality care.  Their professional and caring approach is highly commendable, as 
we recognise how difficult it is being under constant scrutiny and subject to repeated 
reviews. 
 
 
 
 
 
 
 
 



Key messages from the reports are:. 
 
NHS Ayrshire & Arran must ensure that: 
 

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

• 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; 

• Families are provided with appropriate information, supported, and given 
opportunities to enable them to be involved in any significant adverse event 
process.  

• Learning resulting from improvement work is shared and promoted throughout 
NHS Ayrshire & Arran and with colleagues across NHS Scotland. 

 
 
Learning and improvement 
 
NHS Ayrshire & Arran has: 
 

• Seen a 50% reduction in our crude still birth rate from 7.5/1000 births in 2013 
to 3.2/1000 births in 2016; this has been achieved by a series of measures 
including awareness raising of importance of reduced fetal movements and 
employment of customised growth centiles in screening for and detection of 
the small for gestational age fetus. Presently we are in the top 10 hospitals in 
the UK for correctly detecting these “at risk” babies.  

• Invested significantly in additional staffing 
o £1.0million in midwifery staffing 
o 1 WTE consultant obstetrician 
o 1 WTE clinical risk midwife; 

• Fully participated in the National Maternity Quality Improvement Collaborative 
(MCQIC) 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 trial) examining the benefit of 
Simulation based training for Obstetric Emergencies (PROMPT)  

• Contributes and engages with recommendations from national initiatives such 
as the RCOG programme ‘Each Baby Counts’ and MBRRACE. 

 
 
NHS Ayrshire & Arran will: 
 

• Offer to share our findings from the University of Leicester report with those 
families involved with 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; (appendix A,B,C) 

• Continue to work with Each Baby Counts, SANDs and MBBRACE to enhance 
our learning and the experience for our families within the Ayrshire Maternity 
Unit;  

• Enhance and strengthen our existing approach to integrated risk and quality 
by introducing a Risk  & Quality Improvement Team for maternity services 
comprising Lead Consultants and Specialist Midwives focussed on quality 
improvement, risk management and adverse event management, audit and 
practice development; 
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