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The document reports the findings of an independent enquiry undertaken on behalf 
of NHS Ayrshire and Arran by the University of Leicester.  
 
The cases were identified by NHS Ayrshire & Arran and checked against the 
MBRRACE-UK database to make sure all relevant cases had been included.  
 
Aspects of good and poor care were classified using a standardised system of 
documentation developed by The Infant Mortality and Morbidity Studies (TIMMS), 
with discussions and conclusions based on the clinical notes and other records 
provided by the Board. These findings have been summarised both in narrative 
format and also using point by point descriptions of the individual issues agreed by 
the panel in relation to the care provided to each mother and baby.  
 
All cases were discussed by a multidisciplinary panel.  
 
Issues to be reviewed within panels:  

• Overview of the quality of the care provision for each stillbirth and neonatal 
along all points of the care pathway – including use of the transport team – 
with final assessment of the overall quality of care for each case  

• Clinical decision making processes for every case identified for review.  
• Medical, nursing and midwifery staffing profiles (adequacy of staffing was 

judged based on comments in the clinical notes and workforce data was not 
accesed) for every case identified for review.  

• Availability and access to clinical support services for every case identified for 
review.  

 
Once the records were received copies were taken and sent to each member of the 
review team. Each team member was asked to make a narrative description of the 
cases and to grade all notable aspects of the care received using the standard 
template employed by TIMMS.  
 
General themes  
These cases were reviewed without any background detailed knowledge of events / 
issues at the hospital during the time that the births took place (e.g. staffing 
structure, levels of activity, use of agency staff, vacancy rates etc.). However during 
the review of records certain issues arose which appeared relevant. These included:  
 
Activity levels / staffing levels  
In some of these cases events ran across a weekend. In some of the cases there is 
specific reference to the service being busy and/or staff being tied up elsewhere and 
unable to attend when requested. Certainly the impression from the records was of a 
service under pressure.  
 
Sub-optimal care  



In some of the cases the panel took the view that different management would 
probably have led to a different outcome. However there was no obvious pattern 
detected in terms of the nature of the problems identified.  
 
NHS Ayrshire & Arran had already identified areas where care could have been 
better in some cases, with these being consistent with those identified by the panel 
and changes have already been implemented. 
 
Case review  
Evidence of a review being carried out after the death was provided for some of the 
cases. These varied in approach both in relation to the methodology adopted and in 
terms of whether there was external involvement. In general the focus of these 
reviews was primarily on the obstetric care and the view of the panel was that they 
did not contain specific or measurable actions.  
 
NHS Ayrshire & Arran recognises the varied approach taken to adverse event 
reviews and this finding is in keeping with the findings in the HIS report. 
 
 
The picture that emerged from the detailed notes review of the cases (and of course 
this was the only information available to the panel) and review panel consensus 
was of a service under great pressure and that at times this compromised the care 
that could be delivered. The nature of this compromise emerged in different ways 
depending on the circumstance. It would therefore seem to be important to review 
current staffing structures (particularly midwifery and obstetric) against workload.  
 
There does seem to be scope for a more consistent approach to the review of 
deaths occurring in the service. This would involve looking carefully at the 
methodology to be employed and also ensuring that there is sufficient time for senior 
staff to be actively involved in the each review.”  
 
 
Key messages, actions and learning for NHS Ayrshire and Arran 
 
NHS Ayrshire & Arran will: 

• Use the report findings for reflections and future learning by discussion with 
clinical teams; 

• Offer a meeting with the families involved to discuss findings, answer 
questions and identify and meet any additional support needs; 

• Ensure all medical and midwifery staff receive multidisciplinary face to face 
CTG training in line with best practice and national requirements; 

• Develop a more detailed improvement plan, appendix B 
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