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Healthcare Governance Committee 
Monday 5 June 2017 at 9.30am  
Room 2, Training Centre, Ayrshire Central Hospital 
 

 

Present: Ms Claire Gilmore (Chair) 
 
Non-Executives: 
Mrs Margaret Anderson 
Dr Janet McKay 
Miss Lisa Tennant 
 
Board Advisor/Ex-Officio: 
Dr Martin Cheyne, Chairman 
Prof Hazel Borland, Nurse Director 
 

In attendance: Ms Thelma Bowers, Head of Mental Health Services (Item 7) 
Mr Eddie Fraser, Director for Health and Social Care, East Ayrshire (Item 8) 
Dr Phil Hodkinson, Associate Medical Director, University Hospital Ayr  
(Item  7) 
Dr Phil Korsah, Associate Medical Director, University Hospital Crosshouse  
(Item 7) 
Ms Frances Lafferty, Infection Control Nurse  
Mrs Kate MacDonald, Nurse Directorate Business Manager 
Ms Angela O’Neill, Associate Nurse Director for Acute Services, University 
Hospital Crosshouse  
Mr David Thomson, Associate Nurse Director, Lead Nurse, North Ayrshire 
Health and Social Care Partnership (Item 7) 
Dr John Taylor, Associate Medical Director, Mental Health Services, 
Woodland View Hospital  (Item 7) 
Mrs Angela O’Mahony, Committee Secretary (minutes)  
 

1. Apologies for absence 
 

 

1.1 Apologies were received from Mr Alistair McKie, Mr Ian Welsh, 
Mr John Burns, Dr Alison Graham and Mrs Liz Moore. 
 

 

2. Declaration of any Conflicts of Interest 
 

 

2.1 There were no conflicts of interest declared. 
 

 

3. Draft Minute of the Meeting held on 13 March 2017 
 

 

3.1 The Minute of the meeting held on 13 March 2017 was approved as 
an accurate record of discussions. 
 
 

 
 
 

 

Paper 16 



   

2 
 

4. Action Log 
 

 

4.1 The Nurse Director provided an update on the action log and all 
progress was noted.  
 

 

4.2 Quality Indicators – The Associate Nurse Director provided an 
update on the current improvement work being tested in Ward 5 at 
University Hospital Crosshouse, relating to the introduction of Quality 
of Care Indicators and the subsequent person centred improvement 
activity taking place.   She stated that Ward 5 had been identified as a 
test area in March 2017, as the Ward had recently undergone major 
changes to the nursing workforce.  She advised that the new Charge 
Nurse and nursing staff have taken part in the Quality of Care 
Indicators and Compassionate Connections programme which has 
realised significant benefits.  It was noted that, further to the feedback 
received from the Committee, a more reliable and positive 
performance system will be used to identify support needs as high, 
medium or low.   
 
Committee members were advised that in quarter four there has been 
an 80% reduction in complaints, a 50% reduction in falls with harm, a 
50% reduction in acquired pressure ulcers and an increase in positive 
feedback received at ward level.  It was noted that “what matters to 
me” boards are now in place and regularly updated, to enable 
patients and families to record any preferences and highlight what is 
important to them during their stay.   
 
The Associate Director advised that ward staff are fully committed 
and motivated to improve the patient experience.  She stated that the 
Clinical Nurse Manager audit carried out in February 2017 had 
demonstrated improved compliance with delirium assessment using 
the rapid assessment test for delirium and TIME bundle, improved 
completion of the “getting to know me” documentation, full compliance 
with care and comfort rounding and adults with incapacity 
documentation and awareness. 
 

 

 Outcome:     Committee members commended all staff involved 
for the significant improvement work that has taken 
place and welcomed the positive impact this has 
had on patient and staff experience. 

 

 

5. Quality Improvement 
 

 

5.1 Excellence in Care 
 

 

5.1.1 The Nurse Director provided an overview of Excellence in Care, a 
national approach to assure nursing and midwifery care, for which the 
Board is a test site.   
 
The Director advised that the aim of Excellence in Care is that the 
organisation should have consistent, robust systems and processes 
to measure, assure and report on the quality of nursing and midwifery 
care and practice by Spring 2019, to inform reviews of care quality at 
national and local level and drive continuous improvements in nursing 
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and midwifery care quality.  She outlined the four key deliverables 
that have been agreed and the local and national work taking place in 
each of these areas.  She advised that there will be an Excellence in 
Care dashboard on the Committee’s performance portal.   
 
The Director stated that an Excellence in Care steering group had 
been established,  which will report directly to the Committee, with 
three working groups set up to consider data and measurement, 
released time to care and documentation.    It was noted that there 
will be a Professional Leadership group and governance 
arrangements within acute and the three health and social care 
partnerships.  The Director outlined the national Excellence in Care 
framework and timelines for implementation.  She commented that 
the framework was mapped to elements of revalidation, the nursing 
and midwifery code of conduct and a number of leadership 
frameworks.  She confirmed that Excellence in Care is linked to staff 
health and wellbeing and iMatter.   
 

 Outcome:     The Committee was encouraged by the positive 
Excellence in Care approach being adopted within 
the organisation and looked forward to receiving 
future updates on the progress of sub groups and 
development of the performance portal.   

 

 

5.2 Healthcare Governance Committee Portal 
 

 

5.2.1 The Nurse Director provided an overview of the Healthcare 
Governance Committee’s performance portal which it was noted 
reflected the key areas being discussed relating to quality 
improvement, patient safety and risk.  She stated that the Committee 
will shortly be given log in details and she encouraged Committee 
members to provide feedback on the areas included within the portal.  
She advised that this is work in progress and a further, more detailed 
overview will be provided at the next meeting.  She clarified that 
complaints data will be provided under patient experience and this 
data will also be available to the Corporate Management Team and 
NHS Board. 
 

 

 Outcome:   Committee members welcomed the provision of real 
time performance data which will enable greater 
scrutiny and monitoring of the issues being 
discussed by the Committee. 

 

 

5.3 Healthcare Improvement Alliance Europe 
 

 

5.3.1 The Nurse Director reported that the Scottish Government had asked 
the Board to participate in the Healthcare Improvement Alliance 
Europe, hosted by the Institute for Healthcare Improvement (IHI).  
She stated that the first year’s funding had been provided for one 
senior leader by the Scottish Government and the Board is about to 
sign up for a second year.    
 
The Director advised that the Alliance has three key workstreams 
relating to quality improvement in a resource constrained 
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environment, joy at work and population health.  It was noted that 
others participating in the Alliance include NHS Lothian, NHS 
Highlands, the Scottish Ambulance Service and a number of other 
key organisations across the UK with a strong focus on quality 
improvement.  She commented that this will provide an opportunity to 
share good practice and learning.   
 
The Director stated that discussion is taking place with Healthcare 
Improvement Scotland regarding the nursing workforce, improving joy 
at work and releasing time to care.  She advised that in addition to 
teleconferences, an event is planned in Belfast in September 2017 
and in Edinburgh in November 2017.   
 

 The Nurse Director advised, in response to a question, that the 
Board’s “breaking the rules” week had gone very well and a stop 
press had been published to provide feedback in terms of the staff 
suggestions made.  She advised that a number of key themes have 
been identified, including issues relating to documentation, and a 
paper will come to the next Committee meeting to update members 
on the actions taken.   
 

 

 Outcome:   Committee members were encouraged that the Board 
had been asked to participate in the Alliance and the 
workstreams being taken forward.   

 

 

5.4 Process for Distributing External Guidelines 
 

 

5.4.1 The Committee agreed that as the Medical Director was unable to 
attend, this item will be carried forward to the next meeting.   

 

   
6. Patient Experience 

 
 

6.1 Update on new NHS Complaints Procedure 
 

 

6.1.1 The Nurse Director provided an update on the new national NHS 
complaints procedure introduced on 1 April 2017 and the actions that 
have taken place to meet the requirements of the Patient Rights Act 
and ensure a consistent, integrated approach to complaints handling.   
 
The Director stated that further actions are being progressed to 
ensure compliance with legislation across the Health and Social Care 
Partnerships.  She advised that future complaints performance data 
will be slightly different to reflect performance against the targets for 
acknowledging and responding to complaints.  It was noted that Datix 
is currently being reviewed to enable electronic data collection. 
 

 

 Outcome:      Committee members noted and welcomed the very 
positive work taking place to improve the 
complaints handling process. 

 

 

6.2 Compassionate Connections 
 

 

6.2.1 The Nurse Director reported progress in taking forward the use of 
Compassionate Connections to promote the Board’s values of safe, 
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caring and respectful person centred care, and to address complaints 
relating to staff attitude and behaviour.  She advised that 
Compassionate Connections had previously been successfully rolled 
out to maternity services and it was recognised that there was 
significant potential to roll this out to Acute services, and then more 
widely across the organisation, as a replacement for Caring 
Behaviour Assurance Standard training.   
 
The Associate Nurse Director advised that communication with 
patients and families enables a more connected and reflective 
approach and an improved understanding of their needs.  It was 
noted that feedback from staff, patients and families in areas that 
have adopted Compassionate Connections has been positive and 
complaint activity relating to attitude and behaviour has reduced in 
these areas.   
 

 The Chairman queried how nursing staff are given the opportunity to 
take forward work related to Excellence in Care.  The Nurse Director 
advised that the Compassionate Connections resource is 
incorporated into the ward experience programme, to promote a 
person centred approach to improvement.  She emphasised the 
importance of study leave and for staff to undertake mandatory and 
statutory training to enable them to fulfil their roles.  Committee 
members agreed that it is important that staff take study leave to 
undertake training, to underpin the improvement work taking place, 
however, it was recognised that workforce challenges can impact on 
the ability of staff to attend training.  The Nurse Director advised that 
the nursing workforce programme planning board is considering 
workforce data to understand the reasons for this.       
  

 

 Outcome:  The Committee was fully supportive of the rapid roll 
out of Compassionate Connections to promote the 
organisational values of safe, caring and respectful 
person centred care.  Committee members were 
encouraged by the reduction in complaints in those 
areas that had undergone the Compassionate 
Connections programme.   

 

 

7. Patient Safety 
 

 

7.1 Patient Safety in Theatres 
 

 

7.1.1 The Associate Medical Director for University Hospital Ayr provided 
an update on the ongoing work to improve patient safety within the 
Theatre Suite at University Hospital Ayr.  He advised that this was a 
follow up to the Acute Adult patient safety report discussed by the 
Committee on 31 October 2016 and the actions resulting from 
SAER00010 presented to the Acute Services Governance Steering 
Group on 30 January 2017.  
 
The Associate Director described the Surgical Safety checklist being 
used for every patient in terms of anaesthesia, surgical pause and 
following completion of a procedure.  He stated that the team had 
developed an electronic system to ensure that this process is 
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consistently followed and recorded for every patient.  He explained 
that work has also taken place to improve the handover from day 
surgery to theatre.  Committee members were advised that significant 
audit work is taking place with staff to consider leadership, delivery 
and responsibility within the surgical theatre.  The Associate Director 
assured the Committee that the theatre at University Hospital Ayr is 
now fully compliant with the 95% performance target set.   
 
The Committee discussed the theatre safety work taking place and 
queried if there was any information available for patients on what 
they should expect to happen when going into theatre and what is 
being done to avoid adverse events.  The Associate Director advised 
that a short patient leaflet could be produced to provide reassurance 
to patients going into theatre.  Committee members discussed the 
standard operating procedure for patients in theatre.  The Associate 
Director described the process followed and advised that a 
standardised patient marking process is being worked through.     
 
Committee members asked if it will be possible to link patient 
outcomes to data to demonstrate compliance with patient safety work 
in Theatre.  The Associate Director advised that it was difficult to 
measure this in the Theatre setting but consistent procedures and 
processes should improve patient outcomes.     
 
The Committee was fully supportive of the activity taking place to 
improve team working within the Theatre so that everyone involved is 
able to highlight any concerns in relation to patient safety.   

   
 Outcome:   Committee members noted the very positive work 

taking place to improve patient safety within the 
Theatre Suite at University Hospital Ayr and 
requested a further update in six months time.   

 

   
7.2 Do Not Attempt Cardiopulmonary Resuscitation 

 
 

7.2.1 The Associate Medical Director for University Hospital Crosshouse 
explained the background to the Integrated Do Not Attempt 
Cardiopulmonary Resuscitation (DNACPR) policy published in 2010 
and updated in September 2016.  He stated that following the 
updated policy, a Chief Medical Officer/Chief Nursing Officer letter 
had been published which required Boards to consider how best to 
monitor the impact of the policy for patients, using existing 
governance structures and processes.   
 
The Associate Medical Director highlighted the actions being taken to 
maximise awareness in primary care and secondary care, and ensure 
effective implementation of current DNA CPR guidance.  He stated 
that the revised policy was recently circulated to Clinical Directors and 
senior nursing staff.   He advised that there is a NES video for 
DNACPR but as there is no Learnpro module, it is difficult to monitor 
uptake by staff.  He advised that DNACPR activity is being managed 
by a huddle with representation from both hospital sites to ensure a 
consistent, team approach and monitored through staff meetings and 
using Hospital Standardised Mortality Rate (HSMR) audits.     
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The Associate Medical Director advised that the Quality Improvement 
Lead for Resuscitation had recently changed and while DNACPR will 
continue to develop, due to reduced capacity, there may be an impact 
on the team’s ability to support some of the recommended actions, 
whilst continuing to strive to meet training requirements and support 
quality improvement work for the deteriorating patient workstream.   
 

 Committee members queried who had delegated authority during 
consultation with patients and families about DNACPR decisions.  
The Associate Medical Director advised that a signature is required 
from the first clinician to see the patient, in consultation with the wider 
clinical team, at the point when resuscitation is felt appropriate, and a 
final signature is required from a consultant.  Committee members 
sought assurance that there is a robust decision making and 
documentation process within clinical teams for monitoring DNACPR.  
The Associate Medical Director assured that this is monitored at team 
meetings and using HSMR audits.  The Associate Nurse Director 
commented that work is taking place with the Scottish Ambulance 
Service to provide transfer information on the front of patient case 
notes to make clinicians aware of patient issues and DNACPR 
decisions or reviews.   
 

 

 Outcome:  The Committee endorsed the Action Plan in relation 
to Do Not Attempt Cardiopulmonary Resuscitation 
and requested an update on progress and to view the 
NES DNACPR video at the November Committee 
meeting. 

 

   
7.3 HEI Visit to University Hospital Ayr, August 2014 and September 

2016 
 

 

7.3.1 The Associate Nurse Director provided an update on the 
improvements made following the Healthcare Environment 
Inspectorate (HEI) unannounced inspections to University Hospital 
Ayr in August 2014 and September 2016.  She highlighted the two 
main improvement actions agreed following the September 2016 HEI 
visit, relating to peripheral vascular catheter care bundle 
documentation and the provision of safe, clean and able to be 
cleaned environment and equipment.  Committee members were 
advised that these actions have been completed.       
 

 

 The Nurse Director reported that a PVC summit was held on 1 June 
which had gone very well and outputs will be included in an action 
plan to be  taken forward by the Infection Control Committee and 
reported at a future Committee meeting.  Committee members 
recognised that the number of PVC related infections was low and 
was assured by the improvement work taking place to reduce these 
further.  
 

 

 Outcome:  Committee members noted the actions taken 
following the HEI unannounced visits to University 
Hospital Ayr in August 2014 and September 2016 and 
supported closure of the improvement action plan. 
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7.4 Scottish Patient Safety Programme – Mental Health Services 

 
 

7.4.1 The Associate Nurse Director and Lead Nurse for North Ayrshire 
Health and Social Care Partnership reported the progress of the 
Scottish Patient Safety Programme for Mental Health Services and  
improvement activity across the inpatient mental health service.   
 
The Associate Director stated that the transition of inpatient mental 
health services to Woodland View is now complete.   He advised that 
a safety huddle has been introduced and efforts are ongoing to 
maintain attendance, which is currently good.   He stated that there is 
a new approach to managing violence and aggression and staff are 
being supported to manage violent situations differently, which is 
achieving positive results.  He commented that communication has 
been significantly improved by the installation and use of electronic 
whiteboards.   
 
The Associate Director advised that risk assessments have been 
successfully implemented in Ward 10 and there are plans to roll these 
out to other wards.  Committee members were advised that the 
Triangle of Care model is being used to involve carers more closely 
and consistently in their relative’s journey of care and treatment. It 
was noted that, following a national recruitment process, Ward 10 at 
Woodland View has been successful in their bid to take part in the 
SPSP Improving Observation Practice programme.   
 
The Associate Director advised that there will be a focus during the 
year on Child and Adolescent Mental Health Services to improve the 
transition from child to adult services.  
 
Mrs Gilmore commented that she had recently had a walkround at 
Woodland View and she was impressed by the actions being taken 
and the new and improved hospital environment.   
 

 

 Outcome: Committee members were impressed by the progress 
being made in taking forward the Scottish Patient 
Safety Programme for Mental Health across inpatient 
mental health services and fully supported the 
continued delivery of the programme.    

 

   
7.5 Mental Health Adverse Event Review Processes 

 
 

7.5.1 The Associate Medical Director for Mental Health Services provided a 
report on the new adverse event systems and processes within 
mental health services which came into effect in February 2017.  He 
stated that the latest information available showed that the suicide 
rate in Ayrshire & Arran is the lowest in Scotland.  He emphasised the 
importance of the improvement work taking place within mental health 
services and the wider Choose Life programme.   He commented that 
there was an increase in completed suicides in contact with services 
in 2016 and this will be monitored going forward.  He advised that the 
data should be interpreted carefully due to the small numbers.   
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Committee members were advised that mental health services were 
in touch with 40% of individuals who had completed suicide.  The 
Associate Director stated that the Board would like to increase this 
contact to enable services to provide intervention and prevent suicide 
if possible.  He advised that the last two inpatient suicides had 
occurred while patients had been out on pass and he commented on 
the difficulties in trying to keep inpatients safe in these circumstances.  
He emphasised the need to investigate all suicides robustly both 
nationally and locally and to ensure that this process is quality 
assured.   
 
The Associate Director stated that integration in Health and Social 
Care Partnerships provides opportunities and the relationship 
between the Mental Health Adverse Event Group, the three 
Partnership Adverse Event Groups, Significant Care reviews and 
Significant Adverse Event reviews (SAER) is still under consideration.  
The Nurse Director emphasised the importance of effective clinical 
care governance arrangements across health and social care and for 
each Partnership to have an Adverse Event Review Group to 
consider issues affecting their service.     
 
The Nurse Director advised that the relationship between Directorate 
reviews and SAERs also needs to be clarified as current guidance 
suggests that all unexpected deaths should be considered for a 
SAER whereas at present only suicides are considered through this 
process.  She advised that the policy will be brought back to the 
Committee once reviewed to clarify future arrangements.    
 
The Head of Mental Health Services stated that Datix reports for 
incidents are linked to North Ayrshire Partnership, although 
responsibility and mental health managers may sit in other 
Partnerships, and these arrangements are currently under review.   
 

 Outcome:  The Committee noted the new adverse event systems 
and processes within mental health services and 
endorsed the recommendations contained within the 
report.  Committee members looked forward to future 
updates once the new arrangements have settled in.  

 

   
7.6 Significant Adverse Event Reviews 0008, 00010, DB83 and 0007 

 
 

7.6.1 Significant Adverse Event Review 00008 
 

 

 The Associate Nurse Director reported progress in taking forward the 
recommendations and improvement actions made following 
SAER 00008.  She advised that the SAER was commissioned to 
review the clinical systems and process in place relating to the 
unplanned departure of a patient from hospital and their subsequent 
death.  She assured the Committee that progress has been made to 
effectively implement the report’s recommendations and improvement 
actions and evidence has been submitted and reviewed that supports 
closure of this SAER. 
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 Outcome:  The Committee noted the improvements made 
following SAER 00008 and supported closure of the 
improvement plan.   

 

 

7.6.2 Significant Adverse Event Review 00010 
 

 

 The Associate Nurse Director reported progress in taking forward the 
recommendations and improvement actions made following 
SAER 00010.  She advised that the SAER was commissioned to 
review the systems and processes utilised to organise, manage and 
guide the provision of care, specifically in relation to the decision 
making around the use of inappropriate equipment that was not 
approved for use within a theatre setting.  She assured the 
Committee that progress has been made to effectively implement the 
report’s recommendations and improvement actions and internal 
scrutiny supports closure of this action plan.   
 

 

 Outcome:  The Committee noted the improvements made 
following SAER 00010 and supported closure of the 
improvement plan.  

 

 

7.6.3 DB83 and Significant Adverse Event Review 00007 
 

 

 The Associate Nurse Director reported the actions taken to address 
the recommendations from SAER action plans DB83 and 00007, 
which were commissioned to review the clinical systems and 
processes in place for the review of consent and correct site 
verification for pre-operative and post-operative procedures.  She 
assured the Committee that the recommendations and improvement 
actions made following SAERs DB83 and 00007 have been 
effectively implemented and internal scrutiny supports closure of 
these action plans.   
 

 

 Outcome:  The Committee noted the improvements made 
following SAER DB83 and SAER 00007 and 
supported closure of the improvement plans.   

 

   
7.7 Healthcare Associated Infection Report and Infection Prevention 

and Control Planned Programme 2017-18 
 

 

7.7.1 The Senior Infection Control Nurse provided the Committee with an 
update on the Board’s position against the 2016-17 healthcare 
associated infection targets, together with other infection prevention 
and control monitoring data.   
 
Mrs Lafferty stated that there were 94 cases of Staphylococcus 
aureus bacteraemia (SABs) at month 12, which exceeded the Board’s 
numerical target trajectory by 10 cases.  She advised that the verified 
annual rate for the year ending December 2016 was 0.27 per 1,000 
acute occupied bed days and the projected annual rate for the year 
ending March 2017 was 0.25 cases.  She advised that this data had 
not yet been verified and it is still possible that the Board could still 
meet the SAB performance target.  She commented that there had 
been an increase in community acquired SAB infections and this 
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made it difficult to improve performance.  She advised that a SAB 
summit had recently taken place and the actions agreed will be fed 
back to local areas.   
 
Mrs Lafferty reported that there were 115 cases of Clostridium difficile 
infection at month 12, five cases below the numerical target trajectory. 
She advised that the verified annual rate for the year ending 
December 2016 was 0.30 cases per 1,000 occupied bed days in the 
15 years and over age group and there was a significant fall in 
hospital acquired infection rates.  She commented that this is the 
Board’s lowest recorded annual rate.  She stated that the projected 
annual rate for the year ending March 2017 is 0.30 cases.  She 
advised that there had been a sharp rise in the number of hospital 
identified cases in January and February 2017 which related to three 
separate incidences and the results of investigations are awaited.  
She stated that infection rates in March and April 2017 were at normal 
levels.   
 

 Mrs Lafferty reported that the Board’s compliance with the Meticillin 
Resistant Staphylococcus aureus performance target had fallen by 
9% to 72% during quarter three of 2016-17.  She stated that following 
targeted work by the Infection Control team, compliance in quarter 
one of 2017-18 had improved significantly compared to the previous 
quarter. 
 
Committee members were advised that there had been three 
confirmed Norovirus outbreaks at the time of reporting but no further 
outbreaks had since been recorded.   
 

 

 Outcome:   Committee members noted and were encouraged by 
the very good work being done by the Board to 
reduce healthcare associated infection rates.    

 

 

7.7.2 Infection Prevention and Control Planned Programme 2017-18 
 

 

 Outcome:   The Committee reviewed and approved the Infection 
Prevent and Control Team’s Planned Programme for 
2017-18.   

 

   
8. Risk  

8.1 Strategic Risk Register  

8.1.1 Outcome:  The Committee considered and approved the 
Strategic Risk Register.   

 

 

8.1.2 GP Workforce  

 The Director of Health and Social Care for East Ayrshire provided an 
update on actions being taken to mitigate the financial and clinical risk 
relating to GP workforce, due to the numbers of GPs retiring and 
entering the profession not being in balance.  He advised that 
Scottish Government funding has been announced to fund GP places 
but uptake so far has not been good.    
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The Director highlighted issues relating to the sustainability of some 
GP practices and the actions being taken to secure the future 
provision of GP services.  He described the activity taking place to 
increase GP recruitment and the work being done with independent 
contractor colleagues to reduce the demand for GP services.    
Committee members were advised that three GP fellowship posts had 
been created to enable the GP to focus on a specific area of interest, 
such as care of the elderly, and one fellow was already in post.    
 
The Director stated that an event is planned at University Hospital Ayr 
in the near future with representation from clinical leadership, 
management and the British Medical Association, to discuss the 
current challenges and whether things can be done differently going 
forward.   
 
The Chairman commented that the College of Examiners had recently 
visited the Board for the first time and very positive feedback had 
been received following the visit.  He commended the efforts being 
made to mitigate GP workforce issues and emphasised the need to 
promote NHS Ayrshire and Arran as an attractive employer.    
 
The Director confirmed, in response to a question, that one of the 
actions within the primary care delivery plan is the wider redirection of 
patients across the health care system to enable other health care 
professionals to use appropriate skills to treat patients.  He advised 
that the successful launch of Eye Care Ayrshire in February 2017 
means that optometrists are now the first point of contact for some 
eye care issues, which has reduced the demand for GP services.   
 

 Outcome:   Committee members noted the progress being made 
to mitigate GP workforce issues and requested a 
further update later in the year. 

 

 

8.2 Adverse Events 
 

 

8.2.1 The Nurse Director provided an overview of the corporate 
mechanisms in place to robustly manage adverse events in 
accordance with national guidance.   
 

The Director advised that the most recent review of the Adverse 
Event Policy and the Significant Adverse Events Guidance in 2016, 
provided the opportunity to merge and streamline the two policies into 
one robust document which sets the standards required to effectively 
identify, report, review and learn from adverse events across NHS 
Ayrshire & Arran.   She advised that the new adverse events policy 
came into effect on 20 February 2017.   
 

The Director outlined the key improvements to the new policy which is 
more streamlined, has an open and fair approach and involves 
patients and families.  She assured that the policy has clear adverse 
event review accountability and responsibility mechanisms.   She 
highlighted the requirement for Directorates and Partnerships to 
establish Adverse Event Review Groups to ensure a coordinated and 
integrated approach and draw on the expertise within specialties.   It 
was noted that a programme of education sessions has been taking 
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place and a Chief Executive Note has been published on the new 
policy.   
 
Committee members were advised that a review of the new policy will 
take place in August 2017, to ensure it takes cognisance of learning 
from Adverse Event Review Groups and the Healthcare Improvement 
Scotland report on Maternity Services, and this will come to the 
Committee to provide assurance on the work being done, to highlight 
changes made and governance arrangements going forward.   
 
The Director outlined the Board’s position in response to the specific 
elements outlined in the Chief Medical Officer/Chief Nursing Officer 
letter dated 27 March 2017.   
 

 Outcome:  Committee members noted the report and looked 
forward to receiving an update later in the year.   

 

   
9. Annual Reports  
   
9.1 Healthcare Governance Committee Annual Report 

 
 

 The Committee ratified the Healthcare Governance Annual Report 
2016-17.   

 

   
9.2 Research and Development Committee Annual Report  

 
 The Committee noted the annual report.  
 

 

9.3 Acute Clinical Governance Committee Annual Report  
 
The Committee noted the annual report.  

 

   
10. Corporate Governance  

 
Committee members noted the minutes of the following meetings.   
 

 

10.1 Acute Governance Group minute, 20 March 2017 
 

 

10.2 Area Drug and Therapeutics Committee minute, 9 January 2017 
 

 

10.3 Public Health Governance Group minute, 14 February 2017 
 

 

10.4 Primary Care Quality and Safety Assurance Committee minute, 
11 April 2017 
 

 

10.5 Infection Prevent and Control Committee minute, 26 January 2017 
 

 

11. Any Other Competent Business 
 

 

11.1 There was no other business.    
   
12. Date and Time of Next Meeting 

 Monday 18 September 2017 at 9am, Room 2, Training Centre, 
Ayrshire Central Hospital, Irvine 

 

 


