
 

 
 
Review of Ayrshire Maternity Unit, University Hospital Crosshouse, NHS 
Ayrshire & Arran (Management of Adverse Events 2013-2016) undertaken by 
Healthcare Improvement Scotland 
 
Following concerns raised by some families, who believed that failures had occurred 
relating to the care they received at the Ayrshire Maternity Unit, the Cabinet 
Secretary asked Healthcare Improvement Scotland to undertake a review into the 
maternity service within Ayrshire and Arran.  The review was to focus on the way in 
which adverse events were managed and what and how the organisation learns from 
such adverse events. 
 
There are 8 recommendations in the report, 6 of which are relevant to NHS Ayrshire 
& Arran, 2 are National recommendations.  There are 13 key findings.  Appendix A is 
a detailed action plan. 
 
The review was commissioned to look at how NHS Ayrshire & Arran managed the 
process of adverse events and the learning from these events within maternity 
services.  
 
There were 4 key themes identified in the review. 

• Policy and governance 
• Staff support, development and training 
• Family engagement and communication 
• Learning and improvements from adverse events 

 
NHS Ayrshire & Arran has a commitment to continuous improvement, and we value 
scrutiny and inspection of our services as a learning organisation. We fully co-
operated with HIS during its review of adverse event systems and processes within 
our maternity services.  

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.  

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.  



 

Key messages, actions and learning for NHS Ayrshire and Arran: 
 
NHS Ayrshire & Arran must ensure that: 

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

• The Ayrshire Maternity Unit is able to adhere to the Adverse Event 
Management Policy and that staff are supported to undertake these reviews; 

• The Medical Director and/or Nurse Director meet with those families who 
presented to the HIS Review Team asking for a further meeting with NHS 
Ayrshire & Arran. 

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

 
NHS Ayrshire & Arran should: 

• Undertake a benchmarking exercise with other NHS Boards in Scotland 
around best practice of adverse event management; 

• No longer publish redacted SAERs on the website, but instead promote and 
publish shared learning summaries and key messages; 

• Undertake a training needs analysis for those taking part in adverse events in 
Ayrshire Maternity Unit. 
 

 
NHS Ayrshire & Arran will: 

• Undertake a detailed retrospective review of all Category 1 and Datix 4/5 
recordings to look at compliance with the NHS Ayrshire & Arran Adverse 
Event Policy. 
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