
Reduce the Length of Triage Time for Community Mental Health & Substance 

Misuse Death Reviews in Edinburgh HSCP 
Niall Blackie, Quality Improvement Facilitator 

• Find the right people to be involved - it’s vital to have people who are invested in change 
• If you’re unable to get your project off the ground straight away, keep at it, you’ll get there eventually 
• Set yourself realistic targets from the start - don’t dream too big 
• There are often things outwith your control that will affect your project 

Lessons Learned and Message for Others 

90% of all mental health & substance misuse deaths 
reported on Datix for South West & North East 
clusters for Edinburgh HSCP to have initial review 
within 5 working days by two senior managers. 

Specific Aim 
There is not currently a reliable process in place for 
triaging mental health & substance misuse death 
cases from Datix in Edinburgh HSCP to appropriately 
determine the level of review required.  

Quality Issue / Initial Problem 

   Driver Diagram     Process Mapping     Pareto Charts     Run Charts 
Tools 

• Review meeting 
• Make triage checklist more user friendly 
• Use Datix correctly to capture data 

Tests of Change 
• Deaths that will not require a full review will be 

closed more quickly and cases that do will be 
assigned for review more quickly 

• MH & SM managers will need to meet on a 
regular basis to review cases; impact on workload 

Effects of Change 

Outcome 
• Review process started within 5 working days                
(baseline data shows average 83 working days) 
 

Process 
• Test effectiveness of MH & SM death checklist 
• Are two senior managers doing the reviews? 
 

Balancing 
• Impact on staff time to review on a weekly basis 

Measurement of Improvement 
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Edinburgh HSCP Community Mental Health & Substance Misuse Deaths
How Long Review Process Took to Begin for Cases in First 6 Months
After Move from REAS Back to HSCP (from October 2017)

Working Days to Start Review

Average Days to Start Review

Target (5 Working Days)

Fitting in to the Wider Plan 

To improve the review 
process for significant 

adverse events for Mental 
Health Services in 

Edinburgh (including REAS 
and Edinburgh Health & 
Social Care Partnership

Committed leadership to 
support adverse event 

management

Ownership & accountability for 
effective and timely management of 

SAE by SMT, including time & 
resource for reviewers

Put open SAEs on SMT agenda

SMTs to monitor actions arising from 
SAEs

Ensure dedicated admin resource
available to support review process

For REAS appointment of SAE co-
ordinator

Timely sign off by relevant 
management teams

Include in consultants job plans to 
review SAEs

Reliable and robust review 
processes in place

Reliable and early triage process for 
all SAEs

Ensure MH & SM Death Checklist 
used within 5 working days. Testing 

process with Edinburgh HSCP 
through NB quality academy project

Ensure robust commisioning process 
set up for assigning cases including 

scoping of the review

Build capacity and capability 
for management and review of 

SAEs

Ensure proceses in place that trained 
members of staff are utilised and 

supported for reviews

Set up buddying system so new/less 
experienced reviews are paired with 

experienced reviews

Provide additional training for MH
services

Where staff untrained QIST to offer 
SAE training

H&S and QIST adverse event review 
project in REAS for non MH deaths

Build systems for learning & 
improvement from SAEs

Develop methods to share learning 
Services to test ways to share 

learning such as safety briefs at 
handover, newsletters or M&Ms

Develop systems for management 
teams to monitor actions arising 

from SAEs

SMTs to develop systems such as a 
rolling action to to monistor progress 

of SAEs

Support for patients, families 
and staff following an SAE

Early engagementwithh patients and 
families following SAE

Use being open methodology to set 
up key contact should they have any 

questions

Use datix to record discussions with 

Ensure early and continuing support 
for staff members following an SAE

Trial a system such as a 'hot debrief' 
to go through events with staff 

involved

Clear signposting to support services 
for staff including Duty of Candour 

Aim
Primary 
Drivers

Secondary 
Drivers

Change 
Ideas

Key: In order to achieve this aim.. We need to ensure... Which requires... Ideas to ensure this happens

To ensure 90% of all mental 
health & substance misuse 
deaths for Edinburgh HSCP 

have an initial review 
within 5 working days

Committed leadership

Reliable and robust review 
process in place

Buy in from all Locality Managers as 
well as Clinical Director and 

management in Edinburgh HSCP for 
Mental Health

Ensure dedicated admin resource Make unified admin resource for all 4 

Discuss project at Quality 
Improvement Team attended by all 

key stakeholders

Process mapping of current and 
desired process

Meeting with CDand locality 
managers from test areas to see 

what is ideal

Testing of MH & SM death checklist

Staff Engagement

Project team with 2 locality 
managers, one nurse and one social 

worker, QI facilitator and CD

Regular feedback

Regular meetings and communication 
to provide support to process and 

gather feedback

Map out what works and what 
doesn't with form to make it user 

friendly

Staff survey for those involved in 
process to ensure staff remain 

engaged

Process Mapping - how it should be 
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Identifying the Pilot Cluster 


