
Scottish health board could face criminal charges over
missing critical incident reports
Bryan Christie

Edinburgh

Claims that a Scottish health board tried to cover up information
about critical incident reviews involving the deaths of 20 patients
have been strongly denied by NHS Ayrshire and Arran.
A file on the cases has been passed to Strathclyde police, which
has confirmed it is assessing the information to determine if
any criminal charges should be brought.
The move follows a complaint raised by a charge nurse, Rab
Wilson, who became concerned that reports on serious adverse
events were not being made routinely available to staff. When
a request to see the reports was denied, he appealed to the
Scottish information commissioner.
NHS Ayrshire and Arran initially told the commissioner it did
not hold any critical incident review action plans but, when he
persisted, 56 such reports were found on its databases. It was
described as one of the most serious failings in record
management and information recovery seen in Scotland (BMJ
2012;344:e1394).
The commissioner, Kevin Dunion, blamed exceptionally poor
records management and systemic failure for the problem rather
than a deliberate attempt to conceal the information which, he
said, would be a criminal offence.
In a statement, the board chief executive, John Burns, noted the
commissioner’s view that this was corporate failure rather than
criminality. “We vigorously refute the suggestion that NHS
Ayrshire and Arran has been involved in any ‘cover up’
involving critical incident reviews; or that any member of staff
was involved in ‘criminal deception’ by intentionally
withholding or altering records,” he said.

Burns said changes had been introduced after the
commissioner’s report including an independent review of the
board’s process for dealing with important adverse events.
“We are very disappointed that (people may be misled) into
thinking that NHS Ayrshire and Arran in any way covered up
20 patient deaths. This is distressing for the families involved,
as well as the staff who work tirelessly to provide safe care, and
who participate wholly into all investigations into any adverse
event,” he said.
In Scotland, NHS Board chief executives are required to ensure
that “adequate procedures” exist for the effective reporting and
dissemination of information about adverse incidents.
Meanwhile, work is continuing through the Information Services
Division of NHS Scotland to develop a “more coherent national
programme for reporting on and learning from incidents in
Scottish hospitals.”
The National Patient Safety Agency in England introduced a
national framework in 2010 for reporting and learning from
serious incidents. This replaced individual Strategic Health
Authority and Primary Care Trust policies. The agency also
publishes reports of serious incidents on its website for NHS
organisations in England and Wales. (www.nrls.npsa.nhs.uk/
patient-safety-data/organisation-patient-safety-incident-reports/
directory/.)
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