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7.Review 

Take a minute to think about 

the learning from this case. 

 

Is there anything you/your service 

need to do differently? 

 

What checks/balances do you have 

in place to ensure that safeguarding is  

always personal? 

 

How do you ensure you always provide full 

information to other agencies? 

 

Do you know how to escalate any concerns?  

 

Talk to your colleagues about this briefing, 

discuss in your team meeting.  Ensure that you  

embed the learning in your practice.    

 

 

 

 

 

 

5. Discharge Planning 

 

D’s mental health needs 

were not considered fully as  

part of discharge planning.  

 

Discharge planning should be informed by all  

involved services to ensure that people have 

access to the support they need in the community,  

and remain safe.   

 

This process should highlight where any planned 

assessments have not taken place. All involved should 

consider whether it is safe for a discharge to take place in 

this circumstance. Where the decision is made to proceed 

with discharge any outstanding assessments should be  

clearly documented to ensure a full risk assessment is 

made.  Professionals must ensure that discharge plans 

consider all needs; where there are both physical and 

mental health needs both should be fully considered.  

  

 

 

1. Adult D Learning Review 

Hillingdon Safeguarding Partnership undertook a 

Learning Review for Adult D who sadly died  

by suicide. D had been in hospital in the weeks 

leading up to their death.  During this time 

 their family had shared concerns with 

hospital staff about a fixation with  

harming themself. It was thought 

this could be due to a physical 

health condition. D was 

discharged prior to a  

mental health  

assessment.   

 

 

2. Making Safeguarding 

Personal 

 

Where a person uses English as 
a second language, access to  

an interpreter is essential. Adult D 
 was not provided with this, in  
consequence this compromised the 
ability to undertake comprehensive 
psychiatric and risk assessments. 

 
Using an interpreter ensures that needs 

can be fully understood, and that support 
can be put in place, specific to the 
individual, and prior to discharge. 

 
Agencies must have systems in place that 
ensure people have access to interpreters 

where needed, this is particularly important 
in assessment of mental health.  

 

6. Community Based Support Services  

 

Where a discharge notification is received 

that does not contain full information this 

should be followed up with the  

hospital team.   Responsibility for 

effective communication lies with 

all practitioners in all services 

 

3.  Communication & Information Sharing 

 
D’s hospital discharge notification focussed on  

their physical health and did not detail the 
concern for mental health. 

 
Practitioners should ensure that full and 

accurate information is shared  
with other agencies. 

 
Inpatient services must provide  

full discharge details to  
community based teams 

in a timely manner. 
 

 

4. Assessments 
 
D did not have 
a full psychiatric 
assessment whilst they 
were in the hospital, despite  
this being identified as a need. 
 
Practitioners should: 
 

• Use escalation processes where 
      required, both internally and externally 

• Ensure concerns raised by family are  
appropriately weighted and considered 

 
Services should: 
 

• Consider alternative pathways to ensure that 
indivduals have a formal mental health 
assessment where this need has been 
identiifed 
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