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At HSIB we welcome feedback on our investigation 
reports. The best way to share your views and 
comments is to email us at enquiries@hsib.org.uk
When we receive your feedback, we will share 
it with the most appropriate person to provide 
a response and you can expect to be contacted 
within five working days. 

The decision to conduct a national investigation 
is based on specific criteria. More detail about these 
criteria can be found on our website www.hsib.org.uk

All information provided to HSIB is collated and 
may provide insight into other events and inform 
other investigations.

Thank you for taking the time to read this 
investigation report and we look forward to 
receiving your feedback and comments. 

PROVIDING FEEDBACK AND COMMENT  
ON HSIB REPORTS
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ABOUT HSIB 
The Healthcare Safety Investigation Branch (HSIB) 
began operating on 1 April 2017. HSIB offers an 
independent service for England, guiding and 
supporting NHS organisations on investigations and 
also conducting safety investigations.

HSIB aims to improve patient safety through 
effective and independent investigations that 
do not apportion blame or liability. This is 
delivered through:

• Learning for improvement – by using findings 
to deliver practical solutions, address causes 
and contributory factors and provide support to 
increase the capability within local NHS systems.

• Diffusing learning – through effective 
communications and engagement with the wider 
health and social care system.

HSIB’s investigations are conducted by a team of 
professional investigators from a range of safety 

critical backgrounds, including the NHS,  
transport and the military. 

HSIB also draws on additional expertise when 
required, including human factors advisors.

HSIB investigates up to 30 safety incidents 
each year to provide meaningful safety 
recommendations and share learning across the 
whole of the healthcare system for the benefits of 
everyone who is cared for by it and works in it.

HSIB investigations do not replace local 
investigations and are focused on looking at the 
wider opportunities to learn from exploring where 
harm may or has happened.

HSIB works with patients and their families and 
carers, healthcare staff, Trusts, hospitals and other 
healthcare providers across England.

Safety issues for potential investigations can be 
shared by individuals, groups or organisations. 
The decision to start an investigation could relate 
to a single event, a series of events or an issue 
discovered through current, ongoing investigations.

An HSIB investigation does not replace the local 
investigation of a patient safety incident. Instead, 
the aim is to identify national learning from 
these events to consider the wider systems and 
processes involved.

The following three criteria are used to determine 
whether the HSIB will commence an investigation:

OUTCOME IMPACT
Assessing the impact, or potential impact, on people 
is a crucial part of the process. It helps identify 
the most serious issues as these usually involve 
significant physical and emotional harm.

The impact on services and whether the safety issues 
have, for example, reduced the ability to deliver safe 
and reliable care, are also considered.  

HSIB also considers whether an incident has caused 
a loss of confidence in the healthcare system.

SYSTEMIC RISK
The systemic risk associated with the safety 
issues is reviewed. How common or widespread 
is the problem? Does it occur in different areas of 
healthcare and/or multiple sites? 

LEARNING POTENTIAL
HSIB will consider whether its investigation will 
bring added benefit to the safety issue in terms 
of meaningful, influential and effective safety 
recommendations.

INVESTIGATION APPROACH
HSIB investigations do not attribute blame or 
liability; their purpose is to provide lessons for 
future safety and identify wider opportunities for 
systemic learning.

HOW HSIB DECIDES WHAT TO INVESTIGATE
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Although funded by the Department of Health 
and Social Care hosted by NHS Improvement 
(NHSI), HSIB is operationally independent. We also 
independent from regulatory bodies like the Care 
Quality Commission (CQC).

A HSIB investigation is not intended to replace a 
local investigation carried out by the healthcare 
organisation in which the incident happened. The 
HSIB focus is on learning and identifying themes 
and patterns. Investigations may consider similar 
incidents in different locations, or incidents across 
different organisations.

The HSIB’s independent status ensures that its 
investigations are not conducted on behalf of the 
families, staff, organisations or regulators.
Safety Recommendations will be made to the 
organisation that the HSIB considers is best placed 
to address the identified risks both within and 
outside the NHS.

Following investigation, Safety Recommendations, 
Safety Observations or Safety Action taken may 
be identified.

Safety Recommendations will be directed to 
a specific individual or organisation for action. 
They will be based on information derived from 
the investigation or other sources such as safety 
studies, made with the intention of preventing 
future, similar events.

Safety Observations may be made for wider 
learning within the NHS or may be directed to a 
specific individual or organisation for consideration. 
They will be made when there is insufficient or 
incomplete information on which to make a definite 
recommendation for action but where findings are 
deemed to warrant attention.

Safety Actions are actions taken during the course 
of the investigation as a response to the issue 
under investigation. 

A NOTE OF ACKNOWLEDGMENT
The investigation is grateful to all who contributed 
their time and expertise to help us understand 
this complex subject. During the initial stages, the 
investigation followed the struggles Diane had 
with her mental health which, ultimately, led her to 
take her own life. At the request of her next of kin, 
we have used Diane’s name throughout the report. 
Diane’s suicide had a profound effect on her 
family and those who had cared for her. Their 
willingness to revisit emotionally painful events 
by sharing their story with the HSIB investigation 
team, in the hope that it might make a positive 
contribution to the safety of others in the future, 
is gratefully acknowledged.
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EXECUTIVE SUMMARY
The reference safety event
Diane, a 57-year-old woman with a history of 
mental health problems, was in the care of the 
community mental health service. As her mental 
state fluctuated, she experienced increasing levels 
of anxiety, self-harmed and expressed thoughts of 
suicide. Over a two-year period she had received 
treatment from her GP, the local crisis resolution 
and home treatment team, the ambulance service 
and the emergency department of the local district 
general hospital. 
 
Diane presented four times to the same emergency 
department following self-harm, receiving different 
levels of care on each occasion. Her physical health 
was generally well attended to by the emergency 
department staff. National guidelines recommend 
those who have self-harmed should receive a 
psychosocial assessment from a specialist mental 
health professional. The liaison mental health 
service team was located close to the hospital and 
was commissioned to operate between 08:00hrs 
and 23:00hrs; Diane was referred for assessment 
on the first two occasions but not thereafter. 
Consequently, the community mental health team 
was unaware of Diane’s crises when she attended 
the emergency department following self-harm on 
the last two occasions.  

Six weeks after she had presented to the 
emergency department for the third time she 
received a visit from her care co-ordinator. 

After this visit Diane reported she had taken an 
overdose and the next day presented to her GP who 
advised her to go to the emergency department. 
However, she did not go there and later that day her 
carer called 999. Diane arrived at the emergency 
department by ambulance at 20:19hrs. Following 
prolonged pressure on services, the emergency 
department was on ‘black status’ and experiencing 
its busiest day of the month.

After waiting for almost one hour, Diane was 
assessed, and her self-harm was recorded. The 
clinical notes remark that she wanted to go home. 
Her physical health was attended to; however, no 
referral was made to the liaison mental health team 
and Diane left the department sometime in the 
early hours of the morning. Later that morning she 
attended her GP practice for a repeat prescription 
but the GP was reluctant to prescribe, and deferred 
the decision until later that day.

In the early afternoon, Diane left a note on the 
railway station platform before lying in the path of an 
oncoming train. Following treatment at the scene, she 
was airlifted to a major trauma unit, where she died 
from her injuries. 

There is a strong link between self-harm and 
suicide. Diane’s case highlights the challenge to the 
healthcare system when treating people experiencing 
a mental health crisis. Emergency departments treat 
approximately 220,000 cases of self-harm a year.  The 
Five Year Forward View for Mental Health is attempting 
to address this situation by increasing the presence of 
liaison mental health services in acute hospitals. 

Following an initial investigation which reviewed 
Diane’s four presentations to the emergency 
department, HSIB progressed to a full investigation. 
As part of its investigation, the HSIB conducted 
a series of observational studies, interviews and 
discussions with subject matter experts to establish 
how risk to mental health is assessed and then 
managed nationally in the emergency department. 

Findings
• Diane did not come to direct harm during treatment 

in the emergency department. 
 
• Diane’s final two presentations at the emergency 

department represented missed opportunities to 
intervene and to take measures that may have 
helped to improve her mental state. 

• The provision of liaison mental health services was 
variable across England and there was no consensus 
on commissioning models. 

• Liaison mental health services had a positive 
influence on managing the care of patients in the 
emergency department and were most effective 
when services had a permanent integrated 
presence in the emergency department. 

• The benefits of liaison mental health services 
were difficult to quantify in financial terms 
for commissioners. However, they were broad 
and stemmed from the integration of mental 
health professionals in the general hospital 
and the consequent shift in attitudes towards 
understanding the complexities of mental health. 

• The process for triage and initial assessment 
completed by emergency department nurses was 
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effective at identifying physical health problems 
but lacked structure when assessing mental state.

• There was the potential for misunderstanding in 
the self-harm guidance around interpretation and 
use of the Australian mental health triage tool. 

• The national guidance issued to emergency 
department staff for the initial assessment of 
people who have self-harmed lacked coherence 
between documents and did not consistently 
describe a detailed process.

• In the absence of clear national guidance on 
the conduct of initial assessments, emergency 
departments continued to use locally developed, 
unvalidated tools of varying standards. 

HSIB MAKES THE FOLLOWING SAFETY 
RECOMMENDATIONS

1 Recommendation 2018/017: NHS England 
ensures there is a sustainable funding model 
to support 24/7 urgent and emergency mental 
health liaison services in acute general hospitals 
with emergency departments.

2 Recommendation 2018/018: The National 
Institute for Health and Care Excellence review 
and amend guidance for the management of self-
harm in the emergency department.

3 Recommendation 2018/019: The Royal College 
of Emergency Medicine, in conjunction with the 
Royal College of Psychiatrists, develops and 
disseminates national guidance for emergency 
department practitioners to standardise the initial 
assessment of a person presenting following a 
mental health emergency. 

4 Recommendation 2018/020: The Care Quality 
Commission reviews and updates its inspections 
criteria for emergency departments to ensure 
equal weight is given to the quality of care 
provided to people with urgent mental health 
problems as they do to people with urgent 
physical health. This would be consistent with its 
commitment to parity of esteem for mental health.

HSIB MAKES THE FOLLOWING SAFETY 
OBSERVATIONS

1  The data regarding mental health presentations 
is not sufficiently robust to allow for demand 
for mental health services to be adequately 
assessed and the impact of service provision to 
be measured.

2 Initial assessment of patients on arrival at an 
emergency department may benefit from 
inclusion of key factors from the Royal College 
of Emergency Medicine’s Best Practice Guideline 
The Patient Who Absconds dated 2018.

THE INVESTIGATION NOTES THE FOLLOWING 
SAFETY ACTION

The National Institute for Health and Care 
Excellence has changed the wording of clinical 
guideline CG16 as follows, to reflect the findings 
of this investigation: 

1.4.1.3 Consideration should be given to introducing 
the Australian Mental Health Triage Scale, 
as it is a comprehensive assessment scale 
that provides an effective process for rating 
clinical urgency so that patients are seen in a 
timely manner.  
 
Do not use the Australian Mental Health 
Triage Scale to predict future suicide or 
repetition of self-harm. 



8

More information about HSIB – including 
its team, investigations and history – is 
available at www.hsib.org.uk 

If you would like to request an investigation 
then please read our guidance before 
submitting a safety awareness form.

 @hsib_org is our Twitter handle. We use 
this feed to raise awareness of our work and 
to direct followers to our publications, news 
and events.

CONTACT US
If you would like a response to a query or 
concern please contact us via email using 
enquiries@hsib.org.uk

We monitor this inbox during normal office 
hours - Monday to Fridays (not bank holidays) 
from 0900hrs to 1700hrs. We aim to respond 
to enquiries within five working days.

To access this document in a different format 
– including braille, large-print or easy-read – 
please contact enquiries@hsib.org.uk

FURTHER  
INFORMATION 
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