
 
 
Review of the Maternity Service of NHS Ayrshire and Arran – External Review, 
commissioned by the Medical Director, October 2016 
 
This report was commissioned by the Health Board following the publication of the 
MBRRACE-UK (2016) report covering the period January to December 2014.  This 
was published in May of 2016 and reported on perinatal mortality rates for the Local 
Authority areas of North Ayrshire, South Ayrshire and East Ayrshire.  The number of 
births in these areas was 1310, 1037 and 1252 respectively. 
 
The stabilised and adjusted extended perinatal mortality rates were up to 10% higher 
than the UK average for these areas and on this basis, in keeping with MBRRACE–
UK (2016) recommendations, a review was commissioned. 
 
The review was commissioned with the broadest terms of reference, for example, to 
explore all aspects of care which impact, or could impact, on perinatal mortality.  This 
approach allowed an open access approach to all aspects of the service involved in 
perinatal care.  Appendix C is a detailed improvement plan. 
 
Key Findings 
 
The overall quality of care delivered to pregnant women and their babies in Ayrshire 
& Arran is considered by the Review Team to be of a high standard. 
 
Service provision should be appropriately resourced, with particular emphasis on 
provision of timely ultrasound scanning to meet recently implemented national 
guidance. 
 
The midwifery staffing shortfall noted via the National Workforce Tool should be 
addressed and consideration given to training, development and succession 
planning. 
 
Consideration should be given to the role of the Consultant Gynaecologist on labour 
ward and in covering inpatient obstetric services.  This does not relate in any way to 
concerns regarding their ability or a lack of expertise, but simply to the demands 
placed upon their own time by increasing complexities in gynaecological care in both 
the elective and emergency setting. 
 
Consideration should be given to the consultant obstetrician on-call cover being 
organised as “hot weeks.” 
 
The planned and unplanned services provided within Maternity Out Patients (MOPs) 
should be reorganised as two separate entities.  There should be adequate 
accommodation and facilities to provide both as such. 
 
All data gathered about factors which potentially impact on perinatal mortality should 
be scrutinised and where appropriate, actions agreed on a regular basis. 
 



Regular staff meetings of all senior staff should be held to facilitate the 
implementation of common goals as part of their shared vision for the future. 
 
A dedicated maternity clinical risk post/resource should be reinstated.  This would 
provide a consistent and timely approach to the reporting and reviewing of clinical 
incidents and evidence of implementation of identified learning points and actions 
and provision of positive feedback and staff support.  This post should encompass 
the data scrutiny detailed above. 
 
 
Key messages, actions and learning for NHS Ayrshire and Arran 
 
NHS Ayrshire & Arran has already: 

• Invested funding of £1million in midwifery staffing; 
• Recruited additional 2.0WTE sonographers; 
• Reviewed consultant job plans and approved an additional 1.0WTE consultant 

post; 
• Completed estates work to separate planned and unplanned MOPs workload; 
• Proceeded to recruit a 1.0WTE clinical risk midwife/nurse for the directorate. 
• Complied with the requirements from CNO with regard to the employer led 

model of midwifery supervision currently being tested across Scotland 
• NHS Ayrshire & Arran are working as an early adopter in the new Perinatal 

Maternity Tool. 
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