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Planning & 

Management Policy 
- for DMH and FYPC / LDA services 

(Formally known as the Clinical Risk Assessment & Management Policy) 

This policy describes the process to be followed when assessing the potential for 

clinical risks of a patient. It presents principles underpinning harm, risk & safety and 

assessment predominantly in mental health services. The Policy must be used in 

conjunction with other relevant Trust policies, National Institute for Health & Care 

(NICE) guidelines, NHS England Frameworks, and giving consideration to the Mental 

Health Act (MHA) Code of Practice (1983). This policy is particularly applicable to staff 

working in Leicestershire Partnership (NHS) Trust (LPT)’s Directorate of Mental Health 

(DMH) & the Families, Young Persons & Children / Learning Disabilities & Autism 

(FYPC/LDA) services and who are expected to complete safety assessments as part 

of their roles.  
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Policy On A Page 

  

Aim and purpose 

The Safety Assessment, Planning and Management Policy standardises the process 

for undertaking and documenting Clinical Safety and Risk Assessments of patients 

whenever and wherever they access services within the Directorate of Mental 

Health (DMH) and Families, Young Persons & Children / Learning Disabilities & 

Autism (FYPC/LDA). It applies to all staff working clinically in those areas and 

particularly those staff who are expected to complete safety assessments as part of 

their role.  

Key Systems & Processes 

The policy outlines expectations for: 

• The undertaking of the collaborative planning, formulation, completion, and 

multi-disciplinary / multi-professional / multi-agency reviews of person-

centred and holistic Safety Assessments, formulation and management plans 

for patients in a timely manner 

• The clear, timely and accurate documentation of outcomes of safety 

assessments and management using the 5Ps Formulation Framework, as 

well as relevant and regular updates of Personal Safety Plans and Crisis & 

Contingency Plans  

• Evidence-based Risk Management by the timely and regular updates or 

review of Safety Assessments following incidents or a change in 

presentation.  

• The roles and responsibilities of all registered and non-registered staff 

working clinically and who are required to complete or review safety 

assessments as part of their role. 

• The timely and effective collaboration and communication with the patient 

(and their support network), as well as dissemination of outcomes of 

assessments, MDT / multi-professional / multi-agency meetings & decisions 

• Active and continuous family / carer involvement, engagement  and 

information-sharing – with patient consent. 

Expected Outcomes 

The policy seeks to ensure the continued delivery of safe, timely, collaborative, 

and person-centred care for patients (and their support network), safeguarding 

both patients and staff while maintaining continuity of care to high standards. 
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1.0 Introduction  

1.1. Patients receiving care under services should have access to holistic and person-

centred assessments, as well as care and treatment that support their personal 

recovery and overall wellbeing, with choice and freedom to live well in the community, 

taking into considerations their views and those of their family / carers. In particular, 

the use of empathetic and compassionate language is pertinent to ensure that the 

voice of the patient (and their family / carer, if appropriate) is heard and that they feel 

understood.  

1.2. In 2010, the Department of Health set out a vision to support patients to have greater 

involvement in their own care, under “No decision about me, without me”, 

recommending at least a two-way, meaningful conversation between patients and 

professionals involved in their care, about their treatment plans and outcomes, up until 

the point of discharge. Such meaningful conversations include patient-led, person-

centred / personalised and formulation-based approach to clinical safety assessments 

aimed at recognising and understanding the patient’s needs, circumstances, strengths 

and vulnerabilities with which to inform their care and treatment plans.  

1.3. Also, NHS England’s Comprehensive Model of Personalised Care (November 2018; 

updated February 2019) was developed to ensure a “…whole-population approach to 

supporting people of all ages and their carers to manage their physical and mental 

health and wellbeing, build community resilience, and make informed decisions and 

choices when their health changes” which applies the six personalised care 

components to mental health and emphasises the requirements for co-production, 

advance choice documents, and culturally competent care.  

1.4. More recently, the NHSE (2025)’s ‘Staying Safe from Suicide’ guidance recognises that 

the use of static risk stratification is often based on simplistic questions which is 

unacceptable, and recommend a replacement approach which prioritises safety 

assessment, formulation, management and planning in the context of relational, 

therapeutic engagement. As such, changes to the terminology used by Leicestershire 

Partnership NHS Trust (LPT) – subsequently referred to as the Trust – has been made 

in line with these national recommendations. 

1.5. In addition, the Royal College of Psychiatrists Quality Network for Learning Disability 

Services’ Standards for Acute Inpatient Learning Disability Services (2025) 

recommends that “Patients have a risk assessment and safety plan which is co-
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produced (where the patient is able to participate), involves carers, is updated regularly 

and shared where appropriate with relevant agencies…”. Similarly, the CAMHS Quality 

Network for Community CAMHS Service Standards (2025) stipulates the requirement 

for young people to have “…a comprehensive assessment which includes … risk, 

including risk of suicide…” and in particular, “…a risk assessment and management 

plan which is co-produced, updated regularly and shared where necessary with 

relevant agencies (with consideration of confidentiality and consent)… which considers 

risk to self, risk to others and risk from others…”. 

1.6. A safety assessment is therefore a structured, yet dynamic process used to identify 

and understand a patient’s potential to come to or cause harm; this information then 

supports collaborative discussion, formulation (using the 5P’s approach) and a safety 

management plan to mitigate the identified potential for harm for patients and/or others.   

1.7. Managing harm is an essential and unavoidable aspect of the work of health 

practitioners and a core component of healthcare. Harm in health includes a broad-

spectrum of potential harm, including harm to self / others, as well as from others, 

further influenced by interactions between one or more of cultural, psychological, social 

and systemic underlying factors and complexities. These (additional) complexities 

therefore need to be given due consideration by clinical staff when assessing and 

formulating safety management plans and support for patients (and their support 

network) to manage their potential for harm. It is therefore important that all clinical 

staff are familiar with the principles of good practice which underpin effective safety 

management for their specific area of practice. 

1.8. LPT’s Safety Assessment Planning & Management Policy has therefore been 

developed to replace the existing Clinical Risk Assessment & Management Policy to 

provide guidance to all clinical staff who undertake safety assessments and the 

formulation of safety management plans that ensure the safety and well-being of 

both patients and staff who access services within the Directorate of Mental Health 

(DMH) & the Families, Young Persons & Children / Learning Disabilities & Autism 

(FYPC/LDA).  

1.9. This Policy is relevant to all clinical areas within mental health and learning disabilities 

and management and associated services and makes reference to areas of physical 

health care that are key areas of potential harm, as it is recognised that people with 

physical health needs and long-term conditions need to be monitored for depression 

as per relevant NICE guidelines. This will also include safety assessment of any 
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substance for consideration on how this may impact on their mental health and 

wellbeing.  

1.10. In conjunction with this Policy, there is the expectation that clinical staff will consider 

other relevant policies of the Trust that have elements of safety assessment as part of 

the approach to patient safety, which include but are not limited to LPT Self-Harm 

Policy, Record keeping policy and Management of Violence and Aggression policy. 

1.11. Ultimately, the Trust is committed to ensuring the involvement of the patients’ family 

and carers in the safety assessment and management process in keeping with the 

Triangle of Care framework that recommends collaborative working and involvement 

of the patient, their family and carers, and other (healthcare) professionals to further 

promote safety, recovery and overall wellbeing with expected outcomes. This policy 

recognises that on occasion patients may not consent for us to share information with 

them; however, it acknowledges the importance of still receiving information from 

family and carers especially when it pertains to safety, giving considerations to the LPT 

Caring Confidentiality guidance.  

2.0. Aim of the Policy  

2.1. This policy will provide guidance to all clinical staff to support the completion of robust 

clinical safety assessments, 5P formulations and the formulation of agreed safety 

management plans, taking into consideration the additional contextual factors and the 

views of the patient (and their support network) at all times.  

2.2. The policy will highlight the requirements for collaborative practice via clearly defined 

roles and responsibilities of different disciplines that make up the multi-disciplinary 

team (MDT) membership to ensure the development of person-centred and 

individualised safety management plans that are balanced with care needs that 

promote recovery.  

2.3. The policy will ensure clinicians / care teams and patients (and support network) are 

supported to agree and formulate robust safety assessments that support their care 

and treatment and that these are documented and communicated with the patient, 

their support network and other relevant professionals / stakeholders in a timely 

manner. 
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3.0. Purpose of the Policy 

This Policy will: 

3.1. Provide guidance to clinical staff working in the Trust when conducting clinical safety 

assessments and the formulation of safety management and safety plans (where there 

is a potential risk of harm to self). This policy has used national guidance and best 

practice examples around the assessment and management of risk in mental health 

and Learning Disability (LD) settings. 

3.2. Equip all staff involved in direct clinical care with the following: 

• Ensure a thorough understanding of the integral principles to consider in 

relation to safety assessment 

• Clearly and easily identify the principals involved in clinical safety assessment, 

formulation and the requirements of their role in relation to these 

• Highlight the availability of guidance and tools with which to enable them to fulfil 

their responsibility in relation to this aspect of their work 

3.3. Provide guidance on when a safety assessment should be undertaken, when this 

should be reviewed and when a new safety assessment needs to be considered 

altogether. 

3.4. Promote a thorough, consistent and high standard of practice with regards to safety 

assessments and management plans that supports staff and the wider organisation to 

effectively identify and manage the potential for harm and ultimately improve the safety 

of patients, their support network, staff, as well as the wider members of the public 

3.5. Support a process for clinical safety management that is determined by the nature of 

the service, considering the fact that whilst the Trust acknowledges that specialist 

practitioners may use specific evidence-based tools for clinical risk assessments, a 

single assessment tool will not always be clinically relevant because the services the 

Trust provides are so diverse. 

3.6. Support staff to work in accordance with the processes and guidelines of good practice 

outlined in this policy, its appendices and associated documents that have elements of 

safety assessment and care planning as part of their approach to patient safety, 

including consideration of the relevant LPT Policies / Standard Operating Procedures 
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that have been ratified and have additional specific details relevant to their clinical 

areas for consideration. 

3.7. Demonstrate how the Trust will support the judgements made by its practitioners 

through shared corporate accountability even when things will occasionally go wrong, 

provided reasonably good practice has been adhered to within this policy and relevant 

resources and information have been considered as part of their clinical decision-

making.  

3.8. Assure patients that any identified potential for harm will be individually assessed and 

reviewed as often as is necessary to ensure that those risks are managed safely and 

effectively throughout their episode of care, regardless of the care setting(s) and 

progressively over time. 

3.9. Assure support networks that (with the patients’ consent and where indicated), their 

views will be heard and considered as part of the clinical safety assessment, 

formulation and management plans of their loved ones so they are aware of how they 

can support with maintaining safety and giving consideration to confidentiality and 

consent. 

3.10. Assure patients and their support network that staff working with the Trust are 

adequately trained, knowledgeable and can demonstrate high standards of 

competence in the assessment and management of a potential for harm, acquired via: 

• Up to date and relevant trainings provided by the Trust that are appropriate for 

the needs of clinical staff in different divisions. 

• Readily available access to advice and support from a multi-disciplinary 

network of registered professionals with whom care plans incorporating risk 

management guidance can be checked and improved. 

3.11. Consider equality and diversity issues for all individuals with protected characteristics, 

with particular emphasis on vulnerable equality groups especially from the Ethnic and 

Cultural Minority (ECM) communities, Lesbian, Gay, Bi-sexual and Transgender 

(LGBT+) communities, individuals with learning disabilities, neurodivergent and 

sensory needs, staff, visiting carers, and other professionals (including those external 

to the Trust). 
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4.0. Policy Requirements and Objectives 

4.1. Overarching principles of undertaking Safety Assessment 

4.1.1. The overarching principle of this policy is to ensure that patients’ potential for harm is 

assessed, reviewed and a person-centred formulation developed as often as deemed 

necessary and that their care needs are balanced against their risk needs to ensure 

timely, collaborative, inclusive, safe, effective, and progressive management. 

1.12. The Trust will therefore ensure that the undertaking of patients’ clinical safety 

assessment and management by its clinicians will be guided by the Personalisation of 

Care and Support Framework for Mental Health (NHSE, 2024)’s six components of:  

i. Shared decision making 
ii. Personalised care and support planning 
iii. Enabling choice 
iv. Social prescribing 
v. Supported self-management 
vi. Personal health budgets 

This will further enhance opportunities for a structured approach to support the 

delivery of more responsive, person-centred and holistic care that empowers 

individuals with greater choice and control over their health and wellbeing, whilst 

ensuring join-up of services working towards the common goal with the individual at 

the heart of this. 

4.1.2. This policy will also be guided by the following principles highlighted in NHSE 

England’s Staying Safe from Suicide (updated June 2025), the NICE Guidelines of 

Assessment Management and Preventing Recurrence of Self Harm (2022), 

Department of Health (2009) Best Practice in managing Risk: Principles and Evidence 

for Best Practice in the Assessment and Management of Risk to Self and Others in 

Mental Health Services’, and the National Institute for Health & Care Standards 

(NICE) Quality Standard 189 (Statement 4) of Involving family, carers or friends to 

ensure individualised risk management: 

• Person-centred: the patient remains at the heart of every discussion and 

decision making, taking into account their strengths, needs and preferences 

and that therapeutic relationships between the patient and clinicians should 

be formed and sustained to optimise compliance and engagement. 
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• Holistic: biopsychosocial, psychological and environmental factors and risks 

are considered, including current and historical physical health, familial 

history, trauma, substance use, social & domestic circumstances and factors. 

All factors that result in a potential for harm should be considered and 

assessed together, giving consideration to the patient’s vulnerability and 

retaliatory harm towards themselves due to their risks towards others. 

• Inclusive: recommended practices will be inclusive and adaptable, giving 

specific considerations to individuals from marginalised and high-risk groups. 

• Strengths-based: recognising and building on the patient’s strengths, 

protective factors, support network, and coping mechanisms. 

• Recovery-focused: provide hope, promote independence, and encourage 

meaningful engagement and participation. 

• Dynamic: awareness that the potential for harm  is not static but dynamic and 

subject to changes in response to changing presentation and risks due to 

diagnosis, symptoms, circumstances, environment and social stressors. 

Patients’ potential for harm should therefore be regularly reviewed and 

assessed in response to any changes to presentation, environment and 

circumstances. 

• Positive Risk Management: identified, collaboratively agreed and 

documented via Personal Safety Planning, Crisis & Contingency Planning, 

5Ps Formulation framework, particularly in the following circumstances: 

✓ Clearly defined and shared understanding of the potential for harm 

exposed to and  experienced by the patient 

✓ Available resources (staff, equipment and time) and relevant identified 

protective factors to ensure the potential for harm  can be effectively 

managed and repeatedly assessed 

✓ Assessment outcomes and agreed management interventions 

progressively enhance improvements to the patient’s overall health 

and wellbeing and quality of life over time. 

• Collaboration: the involvement of the patient, their support network (within the 

limits of confidentiality), as well as multi-professionals and multi-disciplinary 
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teams (MDTs) within their immediate and wider care teams to be inherent 

aspect of safety assessment and planning. Considerations should be given to 

how patients, professionals and teams will work together to ensure the robust 

clinical care, wider assessments, planning of care of needs, and safety 

management plans that ultimately enhance the delivery of dignified, timely and 

effective care. Working together will also ensure improved ownership and 

accountability from an MDT approach as well as sharing of risks (where 

possible). 

• Documentation & Communication (including referrals and handovers): 

access to relevant electronic patient record systems (SystmOne and WellSky) 

for accurate and timely recordkeeping, agreed frequency of information-

sharing and updates (with the patient, their support network and care teams), 

professional reviews and timely handovers, as well as expected standards of 

documentation required and when further escalation is indicated, all of which 

promote MDT working and multi-perspective approaches. 

• Evidence-based: use of structured tools and avoidance of undue reliance on 

checklists / tick boxes / stratification labels to support review discussions and 

informed decision-making as recommended by the NICE Quality Standard 

189 (Statement 4). 

• Least restrictive / Proportional responses: the patient’s rights, autonomy 

and choice, freedoms and dignity in the care and treatment they receive are 

acknowledged and considered, and any interventions agreed are justifiable 

and proportionate. Agreed decisions to always demonstrate a balance 

between the health and safety of patients and other individuals (including 

members of the public) with the patient’s quality of life and personal growth, 

acknowledging that absolute safety can never be guaranteed. 

• Trauma-informed: awareness of the impact of trauma on behaviours, 

perceptions and risks. 

• Equality & Diversity considerations: awareness and sensitivities to factors 

not limited to gender, race, cultures, disabilities and ensure relevant 

reasonable adjustments are in place, including communication tools, 

interpreting services, sensory equipment / environment and advocacy 

services (amongst others). 
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• Organisational governance and accountability: acknowledging and 

highlighting the Trust’s role in risk management alongside individual clinicians’ 

roles, as well as reporting of patient safety incidents in a timely manner via the 

appropriate channels (e.g., Ulyssess). 

4.1.3. This Policy is guided by the Triangle of Care framework that aims to improve safety, 

recovery and sustained overall wellbeing in mental health through the involvement 

of the patient, their carers, and professionals involved in their care, using six 

standards (NHSE):  

i. Carers and the essential role they play are identified at first contact or as 

soon as possible thereafter. 

ii. Staff are ‘carer aware’ and trained in carer engagement strategies. 

iii. Policy and practice protocols regarding confidentiality and sharing 

information are in place. 

iv. Defined post(s) responsible for carers are in place. 

v. A carer introduction to the service and staff is available, with a relevant range 

of information across the care pathway. 

vi. A range of carer support services is available.  

Similarly, this Policy is driven by the Care Act (2014) which highlights the rights of 

adults and carers to care and support, with focus on wellbeing and prevention 

through key principles, including carer’s rights to a carer’s assessment and support. 

4.1.4. This Policy is underpinned by the following relevant CQC Fundamentals Standards 

of Care (2025):  

CQC STANDARD PERFORMANCE INDICATORS 

Person-centred 
care 

The care and treatment of patients must be appropriate, meet their 
needs and reflect their preferences, including the involvement of their 
family / carers (where indicated) 

Safety Care and treatment must be provided in a safe way for service users 

Safeguarding 
from abuse 

Patients must be protected from abuse and improper treatment 

Consent Care and treatment must only be provided with the consent of the 
relevant person(s)  

Dignity and 
respect 

Patients must be treated with dignity and respect 

Good governance Systems or processes must be established and operated effectively to 
ensure compliance with these regulations and effective mechanisms in 
place to support timely escalations of concerns (e.g., via the use of the 
Ulyssess’ Electronic Incident Reporting Forms (eIRF) system). 
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4.2. Equality Statement 

Leicestershire Partnership NHS Trust (LPT) aims to design and implement policy 

documents that meet the diverse needs of our service, population, and workforce, ensuring 

that none are placed at a disadvantage over others. It takes into account the provisions of 

the Equality Act 2010 and advances equal opportunities for all.  

This document has been assessed to ensure that no one receives less favourable treatment 

on the protected characteristics of their age, disability, gender reassignment, marriage and 

civil partnership, pregnancy and maternity, race, religion or belief, sex (gender) or sexual 

orientation. 

In carrying out its functions, LPT must have due regard to the different needs of different 

protected equality groups in their area. This applies to all the activities for which LPT is 

responsible, including policy development, review, and implementation. 

If you would like a copy of this document in any other format, please contact: 

lpt.corporateaffairs@nhs.net  or lpt.policy@nhs.net . 

4.3. Due Regard 

The Trust’s commitment to equality means that this policy has been screened in relation to 

paying due regard to the general duty of the Equality Act ( 2010) to eliminate unlawful 

discrimination, harassment, and victimisation, as well as to advance equality of opportunity 

and foster good relations. 

Measures in place throughout this policy ensure they respect the dignity of patients and 

their support network, as well as staff is maintained during the application of this policy – 

please refer to the Trust’s Equality, Diversity and Human Rights Policy available on the 

intranet for further information.  

To mitigate any adverse impact on relevant protected characteristics, the following examples 

can be provided: 

• Due to the Equality Act (2010)’s Reasonable Adjustments statutory requirements’ 

mandate for NHS organisations to ensure services are accessible to people 

irrespective of their disabilities and long-term conditions, it is the responsibility of 

clinical staff working within the Trust to ensure that reasonable adjustments needs of 

patients and their support network are identified and clearly documented within 

patients’ electronic clinical records (SystmOne) in the relevant templates to ensure 

mailto:lpt.corporateaffairs@nhs.net
mailto:lpt.policy@nhs.net
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clear visibility via NHSE’s Reasonable Adjustment Digital Flag in electronic patient 

record systems. 

• Interpretation and translation services NHSE’s Accessible Information Standard - 

AIS DAPB1605 (updated June 2025) is a statutory requirement covering the 

communication needs posed by language barriers, as well as disability, impairment 

and sensory loss needs; the Trust’s AIS duties therefore include the requirement to 

identify, record, flag, share and meet the communication needs of patients and their 

support network through the provision of up- to- date, relevant a n d  accessible 

reference to accessible format, alternative languages etc. 

• Religion and belief are recognised in the policy as an essential criterion to 

ensure dignity, respect and cultural competency is assured. 

• Training and development of staff applying this policy will ensure equality 

diversity and human rights is mainstreamed as an essential learning and 

development requirement. 

• In addition to the examples highlighted above, equality monitoring of all 

relevant protected characteristics to whom the policy applies will be undertaken. 

Robust actions to reduce, mitigate and where possible remove any adverse impact 

will be agreed and effectively monitored. 

This policy will be continually reviewed to ensure any inequality of opportunity for 

patients, their support network, and staff is eliminated wherever possible. 

4.4. Policy Dissemination  

The Safety Assessment Planning & Management Policy will be disseminated into all clinical 

services within the Trust’s DMH & FYPC/LDA directorates.  

The Policy will also be posted on Trust’s Intranet and visible on the internet (in accordance 

with the Freedom of Information Act) and communication of their existence will be via 

management structures and the Heads of Nursing / Operational Leads / Clinical Leads / 

Matrons.  

All LPT Policies can be provided in large print or Braille formats, if requested, and an 

interpreting service is available to individuals of different nationalities who require them.  
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Please note: did you print this document yourself? Please be advised that the Trust 

discourages the retention of hard copies of policies and can only guarantee that the policy on 

the Trust website is the most up-to-date version. 

4.5. For further information, contact: 

Directorate of Mental Health: 

• Saskya Falope, Head of Nursing, AHPs & Quality 

• Dr Jo Scordellis, Consultant Clinical Psychologist & DMH Lead for Psychology and 
Psychological Therapies 

• Jon-Paul Vivers, Deputy Head of Nursing, Adult Inpatients, DMH 

• Simon Guild, Deputy Head of Nursing, Mental Health Services for Older Persons, 
DMH 

• Jacqui Newton, Deputy Head of Nursing, Adult Community, DMH 

• Zahra Makhany, Deputy Head of Nursing, Urgent & Emergency Care Pathway, DMH 

• Alpana Marwaha, Allied Health Professionals (AHP) Lead 

Directorate of Families, Young Persons, Children / Learning Disabilities & Autism (FYPC 
/ LDA) 

• Zayad Saumtally, Head of Nursing, AHPs & Quality 

• Dr Jeanette Bowlay-Williams, Consultant Clinical Psychologist / Directorate Lead for 
Psychology and Psychological Professions FYPCLDA 

• Melissa Parry, Deputy Head of Nursing 

• Victoria Apparcio, Allied Health Professionals (AHP) Lead 

5.0. Roles and Responsibilities  

The following roles and responsibilities (including duties of relevant individuals and groups 

within the Trust in relation to the implementation and adoption of the Policy’s requirements) 

have been identified for the following:  

5.1. Executive Management Board 

• The Trust Board has a legal responsibility for Trust policies and for ensuring that they 

are implemented effectively. 

• It is the responsibility of the Trust Board to ensure appropriate level of support, guidance, 

and / or training is in place to meet the need(s) of this policy and the statutory legislative 

requirements 
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5.2. Lead Executive Director 

• Ensure services within the directorate are supported to implement the policy within 

local areas. 

5.3. Heads of Nursing 

• Ensure that staff working within their services all understand and adhere to the Policy 

and associated local SOPs and guidance documents 

• Agreeing and approving associated local SOPs and guidance documents that support 

adoption and implementation of the Policy 

• Reviewing relevant Key Performance Indicators (KPIs) in relation to safety 

assessments and ensure compliance with national and local directives. 

5.4. Policy Team  

• Define clear and expected standards of the Policy that promote the Trust’s values  

• Provide advice and guidance on complex and / or sensitive topics in relation to the 

Policy 

• Support the Trust to meet its legal and regulatory obligations and requirements and 

which ensure the provision of safe care for patients and staff safety, as well as reduce 

risks by promoting safe working practices 

5.5. Policy Authors 

• Consultation with all relevant stakeholders (including people with lived experience and 

their support network and people external to the Trust) to ensure inclusion of pertinent 

considerations, expertise and factors. 

• Timely and regular reviews and revisions to the Policy in line with expected 

organisational documentation standards, goals, and stated overall strategic objectives 

and with the involvement of people with lived experience and their carers 

• Ensuring the circulation of the revised Policy to all relevant stakeholders and services 
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5.6. Operational leads (including Service Managers and Team 

Managers) 

• Timely dissemination of the Policy (as well as relevant documents / guidelines) to team 

leads of individual services / teams. 

• Escalate any concerns / incidents in relation to the escort duty to Heads of Nursing 

5.7. The Lead Consultant (or Responsible Clinician in the case of a 

patient subject to the MHA)  

• Provide a key clinical role in terms of risk formulation, positive risk taking and crisis 

and escalation management particularly during acute psychiatric emergencies and 

complex decisions involving involuntary detention. 

• Provide leadership and multidisciplinary team (MDT) oversight to support clinical 

governance processes and compliance with Trust policies, audits and CQC standards.   

• Provide supervision to resident and non-training grade doctors and other members of 

the MDT to ensure safe practice and proper documentation. 

• Support multiagency partnership working and care coordination with police, probation, 

social care and primary care. 

• Provide testimony and represent the Trust in legal proceedings, tribunals and courts 

by providing reports and engaging with learning from incidents. 

5.8. Clinical Staff 

5.8.1. Ward Sisters / Charge Nurses, Clinical Matrons, and Clinical Team Leads  

• Circulation of the Policy to staff groups / individual staff 

• Ensure the Policy is read, understood and implemented in their areas of 

responsibility.  

• Monitor adherence / compliance within their services via relevant clinical audits and 

compliance processes 

5.8.2. The Named Nurse / Care Coordinator / Key Worker 

The patient’s Named Nurse / Care Coordinator / Key Worker will ensure that: 

https://nelftconnect.nelft.nhs.uk/policies-and-documents?media_item=7779&media_type=10#file-viewer
https://nelftconnect.nelft.nhs.uk/policies-and-documents?media_item=7778&media_type=10#file-viewer
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• The patient’s safety assessment is regularly reviewed and that their SystmOne records 

are duly updated in accordance with the agreed frequency and / or when new risks are 

identified. It agreed that will be every 6 months as a minimum.  

• The facilitation of timely communication and information-sharing within the patient, 

their support network, care team(s), as well as with professionals / services (including 

those external to the Trust)  

5.8.3. Peer Support Workers / Lived Experience Practitioners / Experts-by-

Experience Workforce 

The NHSE Long Term Plan and the Personalisation of Care and Support Framework for 

Mental Health (2024) emphasise the role of the lived-experience workforce as core members 

of the multi-disciplinary team in safety formulation and personal safety planning. Drawing on 

their own experiences, the Lived Experience Workforce will therefore provide lived experience 

advice, guidance and support during Policy review and support with relevant co-designed and 

co-delivered trainings. 

5.8.4. All staff  

All staff will: 

• Comply with the principles, processes, and procedures as detailed in this policy and 

relevant local SOPs and guidance documents for the safe escort of patients. 

• Immediately escalate / report identified new and ongoing risk incidents.   

• Be update to date with relevant mandatory and / or role specific training(s) related to 

this policy as well as other relevant training in relation to safety planning and 

management of patients’ risks 

• Identify and discuss any further training needs they may have to their line manager 

and address these needs through their appraisal. 

5.8.5. Individual Staff 

Individual staff will: 

• Be aware of this policy and demonstrate compliance with its stated guidance, principles 

and processes 
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• Undertake relevant mandatory and / or role specific training related to this policy 

• Timely escalation and reporting of patient safety incidents and safeguarding via the 

Trust’s electronic incident reporting system (Ulyssess) 

• Accept responsibility for the professional standards of conduct set out by their 

professional body i.e., the General Medical Council (GMC), Nursing & Midwifery 

Council (NMC), and the Health Care Professionals Council (HCPC). 

• Work collaboratively with other professionals within their team and directorates, as well 

as across the Trust and other services / agencies external to the Trust, giving due 

consideration to information sharing, decision making and care planning in accordance 

with the Department of Health (2014)’s Information Sharing and Suicide Prevention 

Consensus Statement. 

• Work collaboratively with patients (and their support network where appropriate and 

with consent) throughout the clinical safety assessment process, using legislative 

guidance such as the Mental Health Act (1983) and Mental Capacity Act (2005) to 

support this as required. 

• Make thorough assessments of risk and clearly document reasoned judgements. 

• Record all clinical safety assessments and management plans within specific risk / 

safety assessment forms / templates of the patient’s electronic records (SystmOne). It 

should be highlighted that there may be some exceptions in some services, but these 

will be clearly agreed and articulated in individual services’ SOPs. 

• Review safety  assessments at appropriate intervals (and keeping with the agreed 

timeframes according to different and individual services’ SOPs) 

5.8.6. Students / trainees 

This includes medical and nursing students, trainee nurse associates, and AHPs students, 

amongst others. Where the patient provides consent, as part of the MDT, students within the 

multi-professional team, the following applies to the use of students / trainees undertaking the 

completion of Safety Assessments as part of their training: 

• Report to the RC / Consultants, Team Leads, Charge Nurse, Team Manager, and 

registered practitioners, as appropriate  
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• Support the registered practitioners with the collection and documentation of clinical 

safety assessments’ collateral information as part of the multi-professional team 

documentation, via mental and physical health observations, discussions and 

information directly reported to them by the patient and their family / carer (with consent 

and if appropriate).  

• Make themselves available for any teaching and learning opportunities within the 

clinical safety assessment planning, formulation and management on a 1:1 basis as 

well as within the MDT function.  

6.0. Process 

6.1. Assessing Clinical Harm & Safety 

6.1.1. Safety assessments, planning, formulation and management are integral to healthcare 

and the following structure highlighted below aims to provide clinicians with guidance 

and support, as well as further enhance their current practice during the assessment, 

planning and management of patients’ clinical risks and safety. 

6.1.2. Structured professional (or clinical) judgement is the recommended approach and the 

core technique for assessing and managing the current and historical risks and safety 

of patients, both to themselves and / or from / towards others. Structured professional 

judgment is designed to promote best practice in risk assessment by linking the 

judgement of evidence-based information of the risks to managed (e.g., violence / 

suicide) and good clinical practice.  

6.1.3. A clinical safety assessment should be collaborative and person-centred and will 

support clinicians to seek to understand and respond to patients’ potential for harm, 

mitigate potential risk and safeguard the patients’ wellbeing and that of others. It should 

also include a clear statement about the nature of the harmful outcome to be prevented 

(e.g., harm to self, harm to others, suicide, or substance use as a risk factor of self-

harm / overdose, etc.).   

6.1.4. Due regards should be given to the different and unique needs of the patients’ 

population group, including culture, religious, sexual orientation, disabilities and 

neurodiversity and clinical and risk assessments must be sensitive, responsive, 

inclusive and tailored to the patients’ lived experience, considering accessible 

communication tools such as pictures etc. 
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6.1.5. Clinical safety assessments should be dynamic in response to changes to the 

individual’s presentation, circumstances (personal, social, domestic etc.), as well as 

whenever information is received about any new and / or emerging risks. 

6.2. Clinical Harm & Safety Categories 

6.2.1. Current & historical factors in the following categories should be considered as part 

of patients’ harm identification: 

Harm to Self – suicidal ideation, suicidal plan / intent, recent or previous suicide 

attempts, self-harm 

Harm to Others – physical aggression / violence, verbal aggression, sexual offending, 

association of criminality, exploitation / coercion, neglect of others, disinhibition, arson, 

hate crime, and access to weapons. 

Harm from Others – all forms of abuse (emotional, physical, psychological, sexual, 

financial exploitation and domestic violence), violence, neglect, bullying & harassment, 

neglect. 

Contextual & Environmental Factors – unsafe / inadequate housing, financial 

vulnerability, social isolation, absconsion, wandering, driving, paid / unpaid carers, 

vulnerabilities associated with male mental health (e.g., changes to marital / 

relationship / social / economic status, age, etc.), neurodevelopmental disorders 

(including ADHD / ASD), intellectual difficulties / disabilities, and Serious Mental Illness 

(SMI) diagnoses. For children and adolescents in particular, the following should be 

considered: 

• Adverse Childhood Experiences (ACEs) e.g., abuse, neglect, household 

conflict, and parental mental ill health. 

• Caring responsibilities i.e., Young Carers. 

• Family & caregiving contexts e.g., parental mental illness, substance use, 

domestic conflict, bereavement, or parental incarceration 

• Education & social participation: i.e., difficulties in school e.g., exclusion, 

bullying, academic struggles, or not being in education. 

• Displacement, separation & care experience: children who are Looked After, 

adopted, unaccompanied asylum-seekers or refugees, and separated from 

caregivers due to death or imprisonment, etc. 
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• Gender / Minority stress & discrimination: Young people from minority 

groups, including LGBTQ+ youth, BAME groups, and young asylum 

seekers. 

Clinicians should ensure the Reasonable Adjustments template and Flag within the 

patient’s electronic records are duly completed where any intellectual and 

neurodevelopmental disabilities are disclosed or identified.  

Safeguarding Concerns – can include (but are not limited to) carer stress/burnout, 

neglect, hoarding, self-neglect, perpetrator or survivor/victim of domestic abuse (DASH 

required), sexual/financial exploitation/abuse (including cuckooing), familial abuse as 

a child (ACES), radicalised ideology (PREVENT), honour-based abuse, forced 

marriage, Female Genital Mutilation, discriminatory abuse including abuse linked to 

race, gender and sexuality, driving, and online safety. This abuse may be recent or 

non-recent and should be explored fully in order to plan appropriate safeguarding 

actions (see the LPT Safeguarding and Public Protection Policy). 

Physical Health – including falls, nutrition & hydration, polydipsia, pressure ulcers, 

substance use (including alcohol, prescribed / non-prescribed substances or 

medications), well-managed or poorly managed long standing physical health 

conditions and disorders, high dose antipsychotic treatment, poor or non-compliance 

with treatment of physical health issues. Clinicians to note that for any allergies 

identified, the ‘Sensitives and Allergies’ section of the patients’ electronic records must 

be updated and where Substance Use is identified, the ASSIST-Lite Template within 

the patient’s electronic records must be completed. 

Engagement with Mental Health Services – poor engagement, non and / or outright 

disengagement; consideration should be given to patients who may lack insight into 

their mental health conditions and the way in which they may impact upon safety and 

risks.  

6.2.2. It is pertinent that clinicians clearly identify and document patients’ current, historical 

and / or escalating potentially harmful behaviours, as well as known or new indicators 

/ triggers within relevant sections of their electronic records to ensure a chronology and 

timeline of the patients’ risks is clearly presented. 

6.2.3. The harm categories and risks associated with these highlighted above is not an 

exhaustive list and clinicians should ensure due consideration is given to new and 

emerging presentations and circumstances and their associated risks to the 
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individual’s overall health and wellbeing as part of Safety Assessments, Management 

and Safety Planning.  

6.2.4. While the electronic patient record template includes a range of potential risk 

categories to support structured assessment, these are intended as prompts to aid 

clinical thinking and should not be treated as a checklist to be completed in isolation. 

The presence or absence of ticked items does not constitute a comprehensive safety 

assessment. A safety assessment is only considered complete when it includes a clear, 

individualised 5P formulation that integrates identified risks, contextual factors, and 

professional judgement to inform risk management.  

6.3. 5PS Formulation &  Safety Management Plan 

6.3.1. Safety Assessment Formulation 

6.3.1.1. A formulation is an explanation of why a particular risk is present for a person and 

what is maintaining it. Rather than simply listing risk factors, the formulation links 

together the person’s history, current circumstances, strengths, vulnerabilities, and 

context to create a coherent understanding of how the risk has developed and why 

it persists. The purpose of the formulation is to guide safety planning by identifying 

the patterns, triggers, and maintaining processes that increase the potential for 

harm, as well as the protective factors that reduce it.  

6.3.1.2. The formulation is based on all factors and all other elements of the patients’ 

history, physical health and mental state and should consider that risks are dynamic 

by understanding the patients’ current safety concerns and the changeable factors 

that might increase or reduce the potential for harm. The formulation should 

therefore specify factors likely to increase the potential for harm and factors likely 

to mitigate risk, as well as signs indicative of increasing risk. formulation combines 

an understanding of the patients’ personality, history, physical health, mental state, 

environment, potential causes and protective factors as well as changes / 

destabilisation in any of these.  

6.3.1.3. According to NHSE’s Staying Safe from Suicide (June 2025), “…mental health 

professionals should undertake a risk formulation as part of every psychosocial 

assessment…” and the patients’ safety should be considered part of a holistic 

approach to their mental health care. The clinical risks and safety formulation 

should therefore be collaborative, personalised and person-centred and 
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demonstrate evidence of the consideration that risks are dynamic and should focus 

on: 

• The nature of the risk and potential for harm (likelihood & immediacy) 

• The contributory (and increasing) factors of the risk (including historic or 

static, dynamic, and contextual factors) 

• The management and mitigating factors of the risk (e.g., strategies and 

interventions, co-produced Safety Plans, monitoring and review, and 

support network involvement) 

6.3.1.4. According to Carter G, et al (2017)’s “Predicting suicidal behaviours using clinical 

instruments: systematic review and meta-analysis of positive predictive values for 

risk scales”, British Journal of Psychiatry, 210(6), the ‘low risk paradox’ (which 

reflects that most people in contact with mental health services and who have died 

by suicide have been assessed as being at low or no risk of suicide) demonstrates 

that suicide prediction tools, scales and stratification are ineffective in the 

personalised management of individual risks, as risks, risks contexts and 

experiences vary from one individual to another (NHSE’s Staying Safe from 

Suicide; June 2025). Therefore, the use of and global risk stratification tools / labels 

(e.g., ‘low, medium, high’) using static or historical factors must be entirely avoided 

as part of clinical harm and safety formulation and should not be used to predict 

future and / or patterns of self-harm or suicide, or to inform treatment or discharge 

decisions. Instead, the use of risk prediction methods which focus on a 

psychosocial approach is recommended by the National Institute for Health and 

Care Excellence (NICE) guidance (2022) of Self-harm: assessment, management 

and preventing recurrence (NG225). 

6.3.1.5. Clinicians should especially ensure assessment and documentation clearly and 

visibly reflect cumulative and escalating suicide risk, including behavioural 

indicators, psychosocial stressors, and discrepancies between reported 

reassurance and observed potential for harm behaviours, taking in consideration 

cultural, racialised and intersectional factors relevant to risk, disaggregated 

reporting of safety incidents and restrictive interventions by ethnicity as part of the 

formulation. Also, robust follow up plans should be an integral aspect of the 

management plan, especially when there are evident concerns, and the patient is 

refusing to engage with services / care / treatment plans 

6.3.2. 5Ps formulation  

https://www.nice.org.uk/guidance/ng225
https://www.nice.org.uk/guidance/ng225
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6.3.2.1. The 5Ps Formulation is a structured approach used to explain and understand the 

patients’ difficulties and ultimately guide care and treatment planning and support 

effective risk safety planning.  

6.3.2.2. Using the 5Ps Formulation supports clinicians to develop a holistic thought-process 

and approach, considering individual, relational, systemic, cultural, and 

environmental influences that ultimately enhances a positive shift from description 

to explanation of the ‘problem’. 

6.3.2.3. Formulation should also seek to consider the perspectives and needs of the 

patients’ support network (where indicated) and clinicians should aim to realise a 

shared understanding of the patients’ risks and safety with support network (where 

possible) as part of the risk formulation process. Also, clinicians should ensure the 

support network is supported to share pertinent information in relation to the 

patient’s risks and care with which to inform decision-making without consent, as 

well as without breaching patient confidentiality. 

6.3.2.4. The 5Ps Formulation ensures clinicians are especially prompted to consider the 

patients’ historical experiences, recent stressors, existing strengths and resources, 

and how these may change over time. 

6.3.2.5. The formulation will support clinicians to develop a therapeutic relationship based 

on compassion, empathy, and deeper understanding of the patients’ experiences 

that enhance opportunities for informed decision-making of treatment planning, 

safety management, safety planning and support strategies 

6.3.2.6. By identifying both vulnerabilities and protective factors, the use of the 5Ps 

Formulation will support clinicians / services to provide bespoke interventions, 

predict potential challenges, and promote recovery-focused approaches.  

6.3.2.7. The formulation will further enable services to respond and provide services that 

are more bespoke, practicable, and effectively aligned to the patients’ needs, 

context and expectations as well as enhance continuity across services, ensuring 

that care is coordinated and grounded in a shared understanding of the patient’s 

needs, strengths, and goals. 
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5Ps FORMULATION FRAMEWORK

 

PRESENTING 
FACTOR(S)

•This is the ‘problem’ and 
the specific risk or safety 
concern at the centre of 
the assessment

PREDISPOSING 
FACTOR(S)

•The factors that increase 
vulnerability to develop 
the risk behaviour(s) i.e., 
historical factors such 
as trauma, early 
attachment, life 
adversity, past 
relationships, long-
standing patterns of 
behaviour, social 
development and 
substance use, amongst 
others. These factors 
also provide an 
understanding of any 
existing long-tern 
vulnerabilities that 
increase risk

PRECIPITATING 
FACTOR(S)

•The factors / events that 
trigger the onset or 
exacerbate the risk 
behaviour(s) i.e., 
current / recent factors 
or events such as acute 
and symbolic life events, 
sudden adverse 
changes, past 
reminders, substance 
use, etc

PERPETUATING 
FACTOR(S)

•The factors that maintain 
the risk and prevent its 
resolution, including 
culture, beliefs and 
interpretations, 
relationships and coping 
strategies, neurodiversity 
/ learning disability, 
psychosocial stressors, 
self-care, substance use, 
etc. These factors can 
be dynamic, fluctuate 
and be influenced by 
interventions or changes 
in circumstances

PROTECTIVE 
FACTOR(S)

•The factors that prevent 
any deterioration or 
increase in the risk(s), 
such as personal values, 
strengths, resources, 
interventions in place, 
evidence of resilience, 
engagement, 
interpersonal qualities 
and social support. 
These factors support 
with the development of 
recovery-focused safety 
plans
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6.3.3. Safety Management Plan 

6.3.3.1. A Safety Management plan will be directly linked to the patients’ risk and protective 

factors identified in the formulation and will provide suggestions of treatment 

strategies aimed at repairing and restoring the patient’s psychological and / or 

physical functioning (where indicated).  

6.3.3.2. The Safety Management plan will clearly set out what clinicians will provide in terms 

of interventions to help to support and manage the patient and any associated 

risks.  

6.3.3.3. The Safety Management plan will also provide suggestions for strategies that 

ensure the provision of organisation, containment, and structure of the patients’ 

day-to-day life and effectively limit the potential and opportunities for harmful 

outcomes to be triggered e.g., mindfulness, relaxation and meditation, Decider 

Skills, talking to support network, celebrating small wins, positive affirmations, 

creative outlets (Art & Crafts), music, etc. 

6.3.3.4. The Safety Management plan will further suggest how risks can be monitored 

during periods of reviews (including identifying any early warning signs / 

behaviours associated with relapse) and mitigating action(s) identified and agreed 

collaboratively by the patient, their care team and their support network (where 

indicated).  

6.3.3.5. The Safety Management plan will help change the most important risk or protective 

factor(s) by identifying and providing recommendations of interventions that could 

be initiated to minimise the occurrence of harmful outcomes. 

6.3.3.6. The Safety Management plan should recommend what clinicians and services 

undertaking future reviews need to look out for as evidence of improved or 

insufficient risk and safety management. 

6.3.4. Personal Safety Plan 

6.3.4.1. A Personal Safety Plan is described as a tool to help someone navigate suicidal 

feelings and urges and can be used as a way to support communication between 

patients, their support network, and professionals (Samaritans, 2026). According 
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to NHSE’s Staying Safe from Suicide (updated June 2025), safety planning is an 

essential, evidence-based tool that supports people to stay safe from suicide and 

self-harm.  

6.3.4.2. Personal Safety Plans should also be guided by the Personalisation of Care and 

Support Framework for Mental Health (NHSE, 2024) using its six components of: 

i. Shared decision-making 

ii. Personalised care and support planning 

iii. Enabling choice 

iv. Social prescribing 

v. Supported self-management 

vi. Personal health budgets  

As good practice, these components must be an integral part of the patient’s initial 

safety assessment and holistic management and must not be substituted for 

comprehensive psychosocial assessments. 

6.3.4.3. Personal Safety Plans should be owned by the patient and should help to identify 

warning signs and coping strategies, manage crises and build support networks 

and should be based on a shared understanding developed during the assessment 

and formulation process. 

6.3.4.4. Personal Safety plans should be written down, reviewed and shared as appropriate 

with the patient’s support network, considering the Trust’s AIS requirements to 

identify, record, flag, share and meet the communication needs of patients and their 

support network to ensure they have access to the Safety Plan in accessible-format 

versions (easy read, translated, audio). The patient and their support network’s 

communication needs should also be identified, stated and met where they are part 

of any Safety Plan. The patient should be encouraged to confirm that the Safety 

Plans is in a format they understand before it is finalised, and an accessible-format 

provision should be recorded against the Safety Plans where indicated. 

6.3.4.5. There is an expectation that a Personal Safety Plan will be completed by the patient 

with support from clinicians and their support (and not on their behalf or in their 

absence) and discussed with the patient and their support network at the earliest 
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possible opportunity when there is an identified potential for current and / or 

historical harm relating to suicide or self-harm, identifying key steps and actions 

they will take when feeling unsafe, including emergency contacts, safe locations to 

go, coping strategies, as well as resources to support.  

6.3.4.6. Clinicians to also ensure Personal Safety Plans are collaboratively reviewed and 

updated regularly, especially where emerging, changing, or increasing risks and 

risk factors are observed, identified or reported by the patient and support network 

to reflect these changes. There should also be a clear summary of the potential 

individuals or resources and how and where to seek for additional support when 

as in a crisis, using any safety-netting information shared during clinical 

discussions / assessments.   

6.3.4.7. Clinicians should use the ‘My Safety Plan’ tool within SystmOne to document the 

most recent version of the patient’s safety plan. Use of the ‘My Safety Plan’ tool 

improves continuity of care, prevents repetition, and allows existing plans to be 

updated with the patient. Copies of the ‘My Safety Plan’ tool can be sent digitally 

using the Communication Annexe functionality of SystmOne to the patient and any 

other person involved in their care (where consent is obtained). The original copy 

of the safety plan should be retained by the patient.   

6.3.4.8. Following completion, the clinician should document within the patient’s Safety 

Assessment template within their electronic records that a Personal Safety Plan 

has been completed and that the patient (and their support network) is in 

possession of the original version. 

6.3.4.9. The Communication Annexe functionality of SystmOne also allows for a blank 

copy of ‘My Safety Plan’ to be sent to the patient at their request to allow for this to 

be completed with their support network alone. Once completed, this can be sent 

back digitally to SystmOne and uploaded to the patient’s electronic patient record. 

6.3.5. Crisis & Contingency Plan 

6.3.5.1. A Crisis and Contingency plan is an individualised plan which clearly outlines 

where, when and how an individual can seek help when experiencing a mental 

health crisis (or a deterioration in their mental health) and this will likely be referred 

to as part of the safety management plan.  
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6.3.5.2. It should be noted that within the Learning Disabilities Services, a Relapse Crisis 

& Contingency Plan can also be used for other factors i.e., management of physical 

health, equipment, change in function etc. 

6.3.5.3. According to NHSE’s Crisis and acute mental health services, as good practice, a 

Crisis and Contingency plan should include self-identified: 

• Person-centred plans that self-management strategies and personal / 

social support network to prevent or reduce the likelihood of (further) 

deterioration in mental state. 

• Relapse indicators and early warning signs that may indicate a crisis (or 

onset of a crisis) or relapse, taking into consideration the individuals’ 

history 

• Contingency plans that are person-centred which highlight the actions and 

interventions to be provided by relevant services in response to the 

individual’s crisis, such as relevant signposting information including 

contact numbers and times / locations the support is available for ease of 

reference for the individual and others involved in their care and treatment.  

6.3.5.4. A Crisis and Contingency plan should ensure the patient’s needs, values and 

preferences, remain at the centre of their care. 

6.3.5.5. A Crisis and Contingency plan should be reviewed and updated where indicated to 

meet the evolving circumstances, presentation, and risks of the patient. 

6.4. Safety Assessment Reviews  

6.4.1. Safety assessment reviews should be undertaken when new information that may 

affect the patients’ presentation and safety emerges or is become known e.g., changes 

in mental or physical health, changes in domestic or social circumstances, 

engagement with services, and new behaviours, amongst others. 

6.4.2. Safety assessment reviews should examine the effectiveness of safety management 

strategies and either recommend: 

• A continuation because the risk is being effectively reduced 

• An improvement to manage risk more effectively and / or confidently 
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6.4.3. Safety assessment reviews may also suggest additional or further actions that staff 

should consider and take into account to further mitigate risks. 

6.4.4. As best practice, decisions and ensuing plans of clinical risk and safety reviews should 

be undertaken collaboratively with the patient, their support network and (where 

possible), within an MDT (including specialist services and external organisations – 

health & social care agencies). 

6.4.5. Where decisions and plans are made in an MDT, consideration should be given to 

individual teams’ processes and service provisions and that common understanding 

and language is confirmed and established to ensure the best and person-centred 

decisions are agreed and team cohesion and safety is preserved.  

6.4.6. Any professional-led changes to the individual’s safety management plans should be 

clearly documented in the relevant templates of the patient’s electronic patient records 

and communicated in a timely manner to patients and support network (if applicable), 

as well as relevant stakeholders involved in their care and treatment. 

6.4.7. Any disagreements should be managed in accordance with the requirements 

highlighted in the LPT Management of Professional Disagreements SOP (see the LPT 

StaffNet). 

6.4.8. A safety assessment management plan must be created or updated following any risk 

incidents to reflect any change(s) in risk and safety needs. 

6.4.9. Safety assessment reviews will be completed at agreed frequency or interval, 

dependant on the directorate or service the patient is presenting to or receiving care 

from, as well as in accordance with the expectations of the service’s SOPs. It would 

be expected that patients within inpatient wards or under crisis teams will have their 

safety assessments updated at a higher frequency than other areas and this should 

be specified in service specific SOPs.   

6.4.10. However, as a minimum, Safety Assessments must be reviewed every 6 months (when 

open to a secondary mental health care team for care and treatment) and at the point 

of discharge/transfer from the service. It is expected that local SOPs will specify the 

time frames unique to individual services.  
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6.5. Safety Assessment  Reviews following a patient safety incident 

6.5.1. Following a patient safety incident (such as deterioration in physical health, abuse, 

violent incident, self-harm / injurious behaviours and / or suicide attempts, amongst 

others), the patient’s safety assessment must be reviewed, using relevant information 

gathered from the incident report and all reviews completed as part of learning from 

the incident. 

6.5.2. This safety assessment review should ensure the following factors are considered and 

explored: 

• A detailed reconstruction based on evidence from the incident from all persons 

involved directly involved in the incident (patients and staff alike) 

• Details of any trigger factors e.g., environment, substance use, personal and 

family / domestic events (adoption or divorce proceedings or outcomes, 

bereavement, finances etc.) 

• Details of situational factors e.g., domestic / living conditions / situation, family 

/ carer support etc. 

• The patient’s current feelings and attitudes to historical (similar) incidents 

• Observations of staff to the patient’s responses to changes and stressful 

situations  

6.5.3. The patient’s electronic Safety Assessment clinical records including the Risk Node, 

as well as the patient’s Personal Safety Plan and Crisis & Contingency Plans should 

be immediately amended and updated to reflect any new and / or changing harm and 

harm minimisation actions, such as reduced or safer prescribing, confiscation of 

substances, as well as care-planned checking and searching of patient and their 

property (amongst other measures) and in keeping with relevant LPT SOPs / Policies 

and national guidance like the NHSE’s Staying Safe from Suicide (June 2025)’s 

guidelines. 

6.5.4. All patient safety incidents must be reported electronically within 24 hours via the 

Ulyssess system and using the SBAR format to ensure clear documentation of the 

incident details, background / context,  as well as immediate and ensuing action(s). 

Consideration should be given to other reporting and escalation channels, including 

the Safeguarding team, children / adult social care, and the police (where indicated). 
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The eIRF Ulyssess reference number and incident details should be directly added to 

the patient’s electronic patient records using the SBAR incident template, including all 

reference numbers of other referrals / reports made to other relevant agencies / 

professionals. 

6.5.5. LPT’s Post-Incident Pathway for Staff Support Policy should be consulted to guide the 

provision of appropriate post-incident support to staff who have been involved in a 

patient safety incident in a timely and compassionate manner. 

6.6. Risk Management in Outpatients Services 

6.6.1. Medical staff should assess for and review the patient for their known risks and all risks 

should have an action to mitigate or resolve them.   

6.6.2. There should be clear documentation of the patient’s risks and management plans in 

line with local SOPs on the appropriate SystmOne templates.   

6.6.3. While safety plans are not necessary for all outpatients, medical staff can complete the 

safety planning template in collaboration with the patient if appropriate. 

6.7. Positive / Therapeutic Risk Taking (including Clinical Cabinets) & 

Shared Decision-making 

6.7.1. The Department of Health (2009)’s Best Practice in Managing Risk: Principles & 

Evidence for Best Practice in the Assessment and Management of Risk to Self and 

Others in Mental Health document describes Positive Risk Management as “…being 

aware that risk can never be completely eliminated…”, and recommends that 

management plans especially include decisions that carry some risk, rationale for 

which should be explicit in the decision-making process, should be discussed openly 

with patient and documented clearly within the patient’s electronic records. 

6.7.2. Similarly, one of the six components of NHSE Comprehensive Model for Personalised 

Care (NHSE, 2024) is shared decision-making to ensure that patients are supported 

to make decisions that are right for them collaboratively using the following: 

a) The patient’s knowledge of themselves and their preferences, personal 

circumstances, goals, values and beliefs 

b) Clinicians’ expertise on treatment options, evidence, risks and benefits  

c) The patient’s support network’s knowledge and collateral information of the patient 
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This will ensure well-informed and evidence-based decisions are collaboratively 

proposed and agreed with the patient, their support network and their care teams about 

their care and treatment. 

6.7.3. In addition, positive risk-taking is recognised as a core expectation under the 

'autonomy' and 'safety and humanity' domains of the NHSE Culture of Care Standards 

(2024), as it further enhances least restrictive practice and reduction of restrictive 

interventions. 

6.7.4. Clinicians / services should therefore evidence Positive Risk taking as part of Safety 

Assessments, Formulation & Management, considering NHSE Comprehensive Model 

for Personalised Care’s shared decision-making component via: 

• Open and honest discussions with patients to identify, assess, and weigh up 

risks vs. benefits of what could work and / or not work, as well as the 

implications of choosing one action over the another, and using. Advance 

Choice Statements as the vehicle for capturing patient preferences about risk-

taking decisions in advance of crisis. 

• Collaborative discussions and working with key stakeholders / 

professionals / organisations involved in the patient’s care where actions and 

action owners are clearly agreed, identified, and documented within the 

patient’s electronic records for awareness 

• Working with support network to ascertain their views as part of the 

development and formulation of safety management plans 

• Collaborative development of plans and actions support the positive 

potentials and priorities stated by the patient, and minimising the potential for 

harm to patient and / or others 

• Clear communication of the agreed decision(s), the decision rationale and all 

associated plans with the patient and their family / carer (and other individuals 

that might be affected).  

6.7.5. Consideration should be given to choice and risk to enhance supported decision-

making, ensuring patients are supported to live their lives, taking reasonable risks and 

weighing up the likelihood of any harm to themselves and without constituting harm to 

others. This will also ensure patients are well-supported to make informed choices of 
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how to manage identified risks, maintain their independence and well-being and live 

their lives in ways that best suit them (Department of Health (2009)’s Independence, 

Choice and Risk: a Guide to Best Practice in Supported Decision Making). 

6.7.6. Clinical Cabinets are integral to effective patient care, safety assessments and robust 

decision-making, using comprehensive care plans. Clinical Cabinets should be 

considered and requested / arranged by the patient’s main care team in these 

scenarios (amongst others) in a timely manner to ensure informed and supported 

decision making as part of robust safety formulation and risk management: 

• Patient presents to several services (not limited to mental health services) 

within a short period of time 

• Patient’s presentation and / or risks are identified as complex and with 

(ongoing) input required from a multi-disciplinary / multi-professional / multi-

organisation group 

• Patient’s support network consistently highlights significant and ongoing 

concerns  

6.7.7. There should be clear documentation of all discussions and decisions regarding 

positive risk taking and Clinical Cabinets using the Therapeutic Risk Tool template in 

the patient’s electronic records and relevant documents should be shared with the 

patient and their support network (if indicated). 

6.7.8. Clinicians should especially ensure all assessments and documentation clearly and 

visibly reflect cumulative and escalating suicide risk, including behavioural indicators, 

psychosocial stressors, as well as discrepancies between reported reassurance and 

observed potential for harm behaviours. 

6.8. Sexual Safety  

6.8.1. The Trust is committed to ensuring the safety and wellbeing of its patients and staff 

and has a Sexual Safety Charter which defines expected standards of behaviour and 

the management of sexual safety incidents whenever these might occur, with a 

commitment that any disclosures of sexually related patient and staff safety incidents 

would be taken seriously, addressed promptly, with support provided confidentially and 

compassionately in a trauma-informed manner. 

6.8.2. To ensure the sexual safety of patients and staff, the following elements should be 

considered as part of the patient’s safety assessment as a minimum: 
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• Gender and preference (this include consideration for the LGBTQIA+ 

communities) 

• Safeguarding history and / or risks to self and / or others of a sexual nature 

• Sexual disinhibition in relation to mental health issues – clinicians / services 

should be mindful that when unwell, patients could display and / be exposed / 

vulnerable to risks of a sexual nature 

6.8.3. Within inpatients services, patients’ Safety Assessment should ensure that their 

rights to their physical and psychological safety are considered and reflected, including 

the requirement for the provision of single gender ward environments (e.g., bedrooms, 

w/c facilities and communal spaces) in response to religious / cultural needs, historical 

abuse / trauma, and sexually disinhibited behaviours to and from individuals. 

6.8.4. Within community settings (e.g., at LPT bases and patient’s homes / care homes), 

risks of a sexual nature (historical and current alike) must be taken into consideration 

during the planning and delivery of care to ensure the safety of the patient and staff 

e.g., contacts at neutral locations, gender-specific keyworkers, lone worker protocol 

and devices, visitation in pairs, etc. 

6.8.5. Consideration should also be given to cultural differences and how patient’s views and 

wishes are documented and respected and that their dignity and privacy is always 

protected and maintained, including the undertaking of full environmental and risk 

assessments prior providing care, intervention and support in a mixed gender 

environment (including communal spaces). 

6.8.6. Where new information of a patient’s risks of sexual nature become known to clinicians 

/ services or patients disclose historical or current (including ongoing) incidents of 

sexual abuse / assaults, the patient’s Safety Assessment template should be updated 

immediately with plans for management clearly described.  

6.8.7. The Risk Assessment node should also be updated and where appropriate, all services 

/ organisations involved in the patient’s care (including those external to the trust) 

should also be notified through agreed official channels. In the event of imminent and 

immediate risks to life, emergency services should be contacted accordingly. 

6.9. Family / Carer Involvement 

6.9.1. The NICE Quality Standard 189 (Statement 4) of Involving family, carers or friends 

recommends that “Adults presenting with suicidal thoughts or plans discuss whether 
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they would like their family, carers or friends to be involved in their care and are made 

aware of the limits of confidentiality…”. Therefore, Patients should be encouraged to 

ensure advance statements / advance choice documents are in place to set out 

preferences for family involvement in advance of crisis. 

6.9.2. Family / carers are recognised as partners and 'experts by experience' with their own 

needs and expertise and their knowledge should be sought to inform formulation. 

Therefore, at the earliest opportunity and where the patient is consenting, clinicians 

should ensure the involvement of the individual’s support network as part of the safety 

assessment formulation and management process. This will ensure enhanced 

opportunities for well-rounded collateral and contextual information about the 

individual’s presenting circumstances and risks.  

6.9.3. All relevant information provided by the patient’s support network should be clearly 

documented in the relevant sections of the patient’s safety assessment plan and 

shared with the patient and their support network in a timely manner. 

6.9.4. Where the patient has not provided any consent for their support network involvement 

and with evidence of capacity to make this decision, this decision should be clearly 

documented in their safety assessment plan (and other relevant templates / sections 

in their electronic records) and revisited for discussion during the subsequent contacts.  

6.9.5. Where there are immediate concerns relating to patient safety and consent to speak 

to their support network has not been given by a patient or cannot be obtained, staff 

should be guided by the Department of Health and Social Care (2021)’s “Share: 

Consent, Confidentiality and Information Sharing in Mental Healthcare and Suicide 

Prevention” which state that clinicians should act in the patient’s best interests based 

on their clinical judgement whilst considering the legal and ethical justifications of 

sharing information in the absence of consent. Where in doubt, staff should speak to 

their line managers or the LPT Data Privacy team for further advice and guidance. 

6.9.6. For children and young people, practice should promote the appropriate and 

proactive involvement of parents, carers, or significant others as part of safe and 

effective care, particularly where there are concerns about self-harm or suicide risk. In 

line with NICE guidance on self-harm (NG225), safeguarding frameworks  and national 

best practice, practitioners should routinely explore with the child or young person 

whether, how, and when they would like family members or others to be involved in 

their care. The potential benefits of involving others in supporting safety and recovery 
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should be clearly explained in an age-appropriate manner. Decisions about 

involvement and information sharing must take into account the young person’s 

competence (including Gillick competence), their wishes, and those with parental 

responsibility. However, these must always be balanced with safeguarding 

responsibilities and the need to protect the child or young person from harm. Where 

appropriate, services should work in partnership with families and carers to support 

assessment, safety planning, and ongoing care, recognising their role as a key 

protective factor. Where involvement is not possible or appropriate, this should be 

clearly documented, including the rationale. Where there is a risk of significant harm, 

including suicide risk, confidentiality may be overridden, and information shared in 

accordance with safeguarding duties 

6.9.7. In addition, consideration should be given to signposting carers for their own health 

and wellbeing and support (e.g., for a Carer's assessment, Carer’s Passport, etc.) in 

keeping with the Care Act (2014) 

6.10. Other Professionals 

6.10.1. Professionals working external to the Trust, including statutory organisations tend to 

have roles to fulfil in the provision of care and support to patients (and their support 

network) during their journey through the mental health services. This list is not limited 

but will typically include GPs, District Nurses, Social Workers, Social Care, Housing 

and Enablement Teams, Approved Mental Health Professionals, Independent Mental 

Health Advocates, and representatives from supported living accommodations (where 

applicable). 

6.10.2. The roles of other professionals (especially external to the Trust) in relation to patients’ 

safety assessment planning and management will include (and is not limited to): 

• Liaising directly with the patient and their support network (as appropriate) to 

ensure their (additional) needs are duly identified and communicated to their 

main care teams 

• Participation in relevant MDT / multi-professional meetings and discussions 

• Timely information sharing to support informed decision making 

• Provision of expert advice, guidance and support, as well as advocacy 

6.10.3. Therefore, to further enhance structured professional judgement approach, the Trust 

clinicians must seek to ensure information (including historical ones) and contributions 

from other professionals or agencies (and not limited to NHS organisations) who are 
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involved in the patient’s journey is explored, considered and sought as part of safety 

assessments planning and management. 

6.10. Clinical Recordkeeping 

6.10.1. Clear and up-to-date relevant clinical recordkeeping is a mandatory requirement of a 

patient’s safety assessment, planning and management process, and this should be 

undertaken in accordance with the expectations of SOPs of individual services’ 

provision where the individual has presented to and is receiving care from. 

6.10.2. Within DMH and FYPC/LDA inpatients and community mental health services, 

there is a requirement for the completion of the patient’s Core Mental Health 

Assessment and the Safety Assessment for every newly admitted or accepted patient 

and that these assessments are duly documented in a timely manner using the Trust’s 

relevant assessment templates within the patient’s electronic records (SystmOne) to 

support with robust understanding and review of the patient’s presenting 

circumstances. 

6.10.3. Where the patient is already open to secondary care or the Crisis Resolution & Home 

Treatment Teams and presents to another mental health service with new or 

emerging risks, it is the responsibility of the service where they have presented to 

update the patient’s Safety Assessment template within their electronic patient 

records, as well as notify the patient’s main care team of the contact and agreed 

outcome(s) or onward action(s). 

6.10.4. Clinicians should especially ensure assessment and documentation clearly and 

visibly reflect cumulative and escalating suicide risk, including behavioural indicators, 

psychosocial stressors, and discrepancies between reported reassurance and 

observed potential for harmful behaviours. 

6.10.5. There are other templates / tools which consider the patients’ risks as part of the 

assessment e.g., Environmental Risk Assessment within SystmOne and HCR20 (a 

tool used to assess specifically risks of aggression). In these instances, due 

considerations should be given to identifying, assessing and documenting associated 

risks of aggression e.g., self-injurious behaviours and retaliation from others.  

6.10.6. It is pertinent to note that templates / tools designed for adults do not typically account 

for the rapid developmental changes that shape risks in adolescents and young 

persons under 18 years old. Clinicians should therefore ensure due consideration is 
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given to the views that developmental characteristics (such as emotional reactivity, 

impulsivity, and sensitivity to peer influence) are widespread in adolescence and 

therefore lack predictive precision. Similarly, contextual factors (e.g., school stress, 

online exposure, family conflict) could fluctuate over time and cannot be captured 

adequately by one-off scoring tools. 

7.0. Reasonable Adjustments Considerations 

7.1. Interpreting / translating 

7.1.1. Services / teams should access the Trust’s interpreting and translating service where 

a need for a language interpreter has been identified for the safety assessment 

planning meeting.  

7.1.2. The use of only professional interpreters is especially recommended to ensure the 

provision of accurate, independent and non-biased (collateral) information with which 

to support decision-making. The use of family members or staff members as interpreters 

should be avoided or considered only as a last resort, in an emergency, or as a 

temporary measure until a professional interpreter can be accessed. 

7.1.3. Further information on the Trust’s interpreting service (including the interpreter booking 

process, Language Codes, and Video interpretation services, etc.) can be found within 

the LPT Interpreting and Translation Policy as well as on the LPT Staffnet’s ‘An 

introduction to Interpretation and Translation Services’ page. 

7.2. Accessible Information Standards (AIS) 

7.2.1. NHS England’s Accessible Information Standard – AIS (updated June 2025) describes 

how providers and commissioners of NHS and publicly funded adult social care 

services make sure that patients, carers and parents with a disability, impairment or 

sensory loss can: 

a) Access and understand information about these services in formats they can 

read and understand, for example, in audio, braille, easy read or large print, etc. 

b) Receive the communication support they need to use these services including 

during appointments e.g., prescription of hearing aids, a British Sign Language 

interpreter, etc. 

7.2.2. As a statutory NHS requirement and to ultimately ensure that organisations meet their 

obligations under the Equality Act 2010 and other legislation, AIS recommends 6 

implementation steps to guide organisations: 
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a) Ask – if people have communication and information needs 

b) Record – record any communication and information needs disclosed or 

identified in a clear and standardised way in relevant electronic patient record 

systems or paper-based systems 

c) Flag – use alert systems to generate specific formats or to clearly indicate needs 

to others 

d) Share – include records as part of data sharing and treatment and (onward) 

referral processes 

e) Act – take steps to ensure people’s information and communications needs are 

met 

f) Review – undertake regular reviews of needs and ensure records are up to date 

(NHS England’s Accessible Information Standard – AIS; updated June 2025) 

7.2.3.  As relevant resources (including Safety Plans & Crisis & Contingency Plans) include 

the requirements of patients and their support network’s being able to read,  understand 

and act on these, in keeping with AIS, it is pertinent that the patient's communication 

needs (also recorded on SystmOne per AIS) should determine the format relevant 

documents are provided in, giving considerations to easy read, large print, braille, 

audio, BSL video, translated, plain English, etc. 

7.2.4. Services should also ensure the SystmOne Reasonable Adjustments template is duly 

completed as indicated to ensure the Reasonable Adjustments Flag is activated to alert 

any professional accessing the patient’s records to understand and act on their 

reasonable adjustment needs during any episode of care and treatment. 

8.0. Considerations for Children & Young Persons <18years 

(including Learning Disabilities / Autism) 

8.1. Childhood and particularly adolescence, is characterised by significant structural and 

functional brain development. Neuroimaging studies demonstrate that the prefrontal 

cortex, responsible for executive functioning, planning, and impulse control, continues 

to mature into early adulthood, while the limbic system, associated with emotional 

reactivity and reward processing, develops earlier and is highly active during 

adolescence (Casey & Jones, et al, 2010). This therefore contributes to children and 

adolescents’: 

• Reduced capacity for emotional regulation 

• Heightened emotional reactivity 
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• Increased impulsivity and sensation-seeking 

• Difficulty recognising the transient nature of distress 

It is therefore pertinent that clinicians note that these features could increase 

vulnerability to impulsive self-harm, reactive aggression, and risk-taking behaviours 

during periods of acute emotional arousal. 

8.2. Adolescence is a developmental stage marked by identity exploration, increasing 

independence, and experimentation with behaviours and social roles and these 

normative processes may involve boundary-testing and prioritisation of peer approval 

over adult guidance. Adolescents therefore demonstrate heightened sensitivity to 

social evaluation and reward, making them particularly vulnerable to peer influence 

(Hartley & Somerville, 2015; Casey et al., 2005) and implications for risk include: 

• Increased likelihood of engaging in harmful or risky behaviours when modelled 

or reinforced by peers 

• Vulnerability to coercion, exploitation, or gang involvement 

• Amplified distress in response to peer rejection, conflict, or humiliation 

Peer-related dynamics must therefore be routinely explored in safety assessments 

8.3. Quite specifically, children and adolescents with neurodevelopmental disorders, 

including Autism Spectrum Disorder (ASD), Attention-Deficit / Hyperactivity Disorder 

(ADHD), and Intellectual Disability (ID) may present with distinct developmental 

profiles that could influence the assessment and management of clinical risk, as these 

conditions could affect cognition, communication, emotional regulation, and social 

understanding, and therefore require tailored consideration within risk formulation. 

8.4. Therefore, in addition to the risks factors and risks categories described in Section 6.2. 

above for consideration as part of safety assessments, all clinical safety assessments 

for children and adolescents must also reflect developmental factors that might 

contribute to age-specific vulnerabilities, including neurodevelopmental immaturity, 

heightened emotional reactivity, peer and online influences, and contextual adversity. 

8.5. All safety assessments for children and adolescents must therefore: 

• Incorporate developmental formulation, including neurodevelopmental stage 

and emotional regulation capacity. 

• Explore peer and online influences as core components of risk. 

• Assess contextual and environmental stressors, including Adverse Childhood 

Experiences (ACEs) and minority stress. 
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• Recognise the heightened potential for impulsive, reactive, or 

contagion-related behaviours. 

• Involve caregivers, schools, and safeguarding partners where appropriate. 

• Ensure risk management plans are developmentally informed and 

proportionate 

8.6. Risk & Safety Assessments for children and adolescents should also not rely on or 

attempt to predict future behaviours, but should instead focus on understanding the 

meaning, function, and context of the young person’s distress, with the adoption of a 

formulation-based, dynamic approach that ensures: 

• Developing a shared understanding of the young person’s difficulties, 

strengths, and needs. 

• Identifying the factors that increase or reduce risk in the present moment. 

• Recognising how developmental stage, neurodevelopmental profile, and 

environmental context shape vulnerability. 

• Creating a collaborative, personalised safety plan that can be adapted as 

circumstances change. 

• Working with families, schools, and safeguarding partners to address 

modifiable risks and strengthen protective factors 

9.0. Confidentiality, Consent & Capacity 

9.1. Confidentiality 

9.1.1. A duty of confidence arises when a patient discloses information to a clinician in 

circumstances where it is reasonable to expect that the information will be held in 

confidence as per the NHS Code of Practice for Confidentiality (2003). Patients 

have the right to object to information they have disclosed being shared with any 

other persons and staff have a legal obligation to respect this decision. Clinicians 

have a legal obligation and professional duty to protect confidential information 

(personal and sensitive) about individuals as per DHSE (2021) Information 

Sharing and Suicide Prevention Consensus Statement. 

9.1.2. Under common law, staff are permitted to disclose personal information in order 

to prevent and support detection, investigation and punishment of serious crime 

and/or to prevent abuse or serious harm to others (public protection), or where 

there is a significant and/or imminent risk of serious harm or death to the individual 

and/or children. 



 
 

Status Final             Uploaded 23 July 2026     Safety Assessment Planning & Management Policy Page 45 of 

59 

9.1.3. In line with good practice, practitioners should routinely confirm with patients 

whether and how they wish their support network to be involve in their care 

(including information sharing in relation to risk). The duty of confidentiality is not 

a justification for not listening to the views of the patient’s support network, who 

may offer valuable insight into the patient’s state of mind or other predisposing 

conditions which can aid care and treatment (DHSE 2021).  

9.1.4. When a significant risk to safety is imminent and not sharing information appears 

likely to result in death or serious injury, then the relevant information can and 

should be shared. Practitioners should use their clinical and professional 

judgement, especially when there is a clear risk to life (DHSE 2021).  

9.1.5. Children and young people have the same fundamental rights to privacy and 

confidentiality as adults. These rights must, however, be considered alongside 

legal frameworks relating to competence, parental responsibility, safeguarding 

duties, and information governance. The assessment of a child or young person’s 

ability to make decisions about their information should be based on Gillick 

competence. Where a child is assessed as competent, they are entitled to make 

decisions about the use and disclosure of their personal information, including 

whether it can be shared with parents or others. Parents or individuals with 

parental responsibility do not have an automatic right to access a child’s 

confidential information. Access should be determined on a case-by-case basis, 

taking into account: 

• The child’s age, maturity, and understanding 

• Whether the child is Gillick competent and has given or refused consent 

• The child’s best interests 

• Any safeguarding concerns 

9.1.6. Where a child is not considered competent, those with parental responsibility may 

be involved in decision-making and information sharing, provided this is in the 

child’s best interests. However, information should not be disclosed if doing so 

may place the child at risk of harm. Confidentiality may be lawfully breached 

without consent where there is a clear safeguarding concern or risk of significant 

harm, in line with statutory safeguarding duties and relevant local procedures. In 

such cases, only the minimum necessary information should be shared with 

appropriate agencies. 
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9.1.7. Requests for access to a child’s health records (including Subject Access 

Requests) must be managed in accordance with the Trust’s Information 

Governance policies and the UK General Data Protection Regulation (UK GDPR) 

and Data Protection Act 2018. However, prior sharing any medical records 

requested on behalf of a child by a parent or other third party, clinicians / services 

should consider whether the child’s consent is required for formal requests for 

records under the Data Protection Act (1998). Staff should document all decisions 

regarding consent, competence, and information sharing clearly, including the 

rationale for any disclosure or refusal 

9.2. Consent 

9.2.1. According to the Trust’s Consent to Treatment or Examination Policy (2025), 

clinical staff must ensure that consent has been sought and obtained before any 

care, intervention or treatment described in this Policy is delivered and this should 

be clearly documented within the patients’ SystmOne records accordingly.  

9.2.2. Consent must be voluntary and informed, and there must be no reasons to doubt 

the capacity of the individual consenting to make the decision. Consent can be 

given orally and / or in writing. A patient could also give non-verbal consent as long 

as they understand the treatment or care about to take place. 

9.2.3. The Department of Health & Social Care’s Information sharing and suicide 

prevention: consensus statement (2021) provides guidance and advice to 

clinicians on principles to consider as part of their decision making in relation to 

patients’ information sharing, particularly where there are risks to neglect, harm 

and suicide. 

9.2.4. There should also be strong advocacy for working closely with the patient’s 

support network, including information gathering and listening to concerns as part 

of risk(s) identification, assessment, discussions and management. 

9.2.5. Whilst some patients do not wish to share information about themselves or their 

care, it is recommended that practitioners discuss with patients at the earliest 

opportunity to confirm how they wish their information should be shared, and with 

whom, including what should happen if there is serious concern over suicide risk. 

9.2.6. Practitioners are expected to use their professional judgment to determine 

whether or not to share a patient’s information (particularly patients with risks of 
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suicide) about their risks of suicide in their best interests and in accordance with 

Section 4 of the Mental Capacity Act (2005). 

9.2.7. For the purpose of data collection law, where consent cannot be given or 

reasonably expected to be obtained from a patient considered to be at risk of harm 

or neglect, or obtaining consent would prejudice the provision of protection from 

neglect or harm, disclosure without consent may also be made where there is a 

legal power to share, and it is necessary for reasons of substantial public interest 

due to the far-reaching impact that a suicide might have on others. 

9.2.8. Practitioners must always document the patient’s decision about their information 

sharing preferences on each occasion they do so within their electronic patient 

records (SystmOne), with the justification and rationale for this decision clearly 

stated. 

9.2.9. Even where the patient specifically requests that particular information is not to be 

shared, clinicians should ensure the views of the patient’s support network are 

ascertained and considered and where possible, general information and 

signposting advice for additional support should be provided  e.g., how to access 

services in a crisis 

9.2.10. For children and young people <18 years, clinicians should only disclose 

information to an appropriate person or authority if this is necessary to protect the 

child or young person from risk of death or serious harm and a decision can be 

made to share such information with the young person’s support network (if 

indicated). For further guidance and information about sharing in respect of 

children and young people for safeguarding purposes, the Department for 

Education’s Statutory guidance on Working together to safeguard children (June 

2025) should be consulted. 

9.3. Capacity 

9.3.1. Adults & Older Adults 

9.3.1.1. The Mental Capacity Act (MCA), Deprivation of Liberty Safeguards (DoLS), and the 

Mental Health Act (MHA) 1983 assessments provide guidance and legal powers to 

support the care and treatment of individuals aged 18yrs+ when acutely unwell and 

are unable to consent to and / or comply with treatments. 
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9.3.1.2. In the event of an emergency and / or where the patient is incapacitated or unable 

to provide consent, relevant policies and procedures around capacity (including the 

LPT Consent to Treatment or Examination Policy, 2025) should be consulted and 

reverted to in an MDT, to ensure that the patient is provided with the most 

appropriate care and treatment in a timely manner. 

9.3.1.3. Any discussions and decisions, as well as rationale for decision-making agreed in 

relation to the individual’s capacity (including any formal capacity assessments) 

should be clearly documented in relevant templates of the patient’s electronic 

records on SystmOne. 

9.3.1.4. An individual with an impairment of or a disturbance in the functioning of the mind 

or brain is thought to lack the mental capacity to give informed consent if they cannot 

do one of the following: 

• Understand information about the decision 

• Remember that information 

• Use the information to make the decision 

• Communicate the decision 

9.3.1.5. Clinicians should ensure that adults who temporarily lack mental capacity to consent 

to information sharing are asked if they want their family, carers or friends to be 

involved in their care as soon as they are able to give consent - NICE Quality 

Standard 189 (Statement 4). 

9.3.2. Children & Adolescents under 16 years of age 

9.3.2.1. From the age of 16, the Mental Capacity Act 2005 applies, and young peoples  are 

presumed in law to have capacity to make their own decision unless it is established 

otherwise. As such 16- to 17-year-old should generally be treated in line with adult 

principles of consent and capacity. A young person aged 16 or 17 who has capacity 

can give or refuse consent to their own treatment, including admission to hospital. 

Those with parental responsibility cannot override a valid consent or refusal given 

by a capacitated young person, nor can they consent on behalf of them in such 

circumstances. Where a 16–17-year-old lacks capacity, decisions must be made in 

accordance with the Mental Capacity Act, including the requirement to act in the 

young person’s best interests. As good practice and in line with the Department of 

Health guidance, young people should be encouraged to involve their families in 

decisions about their care, unless it would not be in the child’s interests to do so. 
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9.3.2.2. For children and young people under the age of 16, the Mental Capacity Act 2005 

does not apply. Instead, their ability to make decisions about their care should be 

assessed using the principle of Gillick competence, which considers whether the 

child has sufficient maturity and understanding to fully comprehend the nature, 

purpose, risks, and consequences of the proposed decision. 

9.3.2.3. Where a child is assessed as not Gillick competent, they are not able to provide 

legally valid consent to or refusal of treatment. In these circumstances, decisions 

should be made by a person with parental responsibility, in accordance with the 

Children Act 1989, and in the child’s best interests. Parental responsibility, as 

defined in the Children’s Act 1989, refers to “… all the rights, duties, powers, 

responsibilities and authority which by law a parent of a child has in relation to the 

child and his property…”. When making decisions, it is good practice to involve the 

child as far as possible, considering their wishes and feelings, as well as involving 

those close to the child where appropriate 

9.3.2.4. Where it is established that a child under 16 is competent and is refusing a specific 

assessment or treatment which is in their best interests, and the parents support 

the recommendation for treatment, clinicians and services should ensure they 

demonstrate all attempts both the child’s and parents’ position, including the 

consideration for alternative treatments or if a compromise is not possible. However, 

the decision to consent to treatment will ultimately be that of the competent child’s 

and parents cannot override a competent child’s refusal to accept treatment. 

10.0. Escalation 

10.1. Incidents:  

10.1.1. Any incidents related to patient care and safety must be reported immediately 

through the Trust’s electronic incidents reporting channel i.e., eIRFs on Ulysses, 

and using the SBAR format. 

10.1.2. Considerations should also be given to the immediate notification to other relevant 

services like the Trust’s Safeguarding team, and relevant statutory organisation(s) 

e.g., the Police, Children / Adult Social Services, etc. where appropriate. 
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10.2. Concerns 

10.2.1. Concerns raised informally by the patient and their support network about their care 

and treatment whilst under the service must be immediately escalated and possibly 

discussed within the MDT meeting to ensure timely and collaborative resolution. 

10.2.2. Services should follow their local reporting processes; however, significant concerns 

(especially in relation to risks and safeguarding) must be immediately reported via 

eIRFs on Ulysses and the Trust’s Safeguarding and Children / Adult Social Services 

notified, where appropriate. In the first instance, all efforts must be made to amicably 

resolve any patient (and their support network) concerns, disagreements, or 

differences of opinion in relation to the patient’s care and treatment via the MDT 

Meeting and with support from the services’ local complaints processes and 

escalation channels. In hours, patients and their support network can also be 

signposted to the services’ management as part of the complaint’s resolution 

process. 

10.2.3. Out-of-hours and in an emergency, the support of the inpatient Clinical Duty 

Manager (CDM), Urgent & Emergency Care (UEC) pathway Duty Team Leads, and 

the DMH or FYPC/LDA On-Call Manager should be considered, with ensuing 

actions reported back for awareness and discussion in the next MDT Meeting 

10.3. Complaints 

10.3.1. Following the exhaustion of all attempts to locally resolve concerns or complaints, 

and as a final resort, patients (and their support network) should be signposted to 

the Trust’s PALS services if they remain dissatisfied with their care and treatment 

and would like to formally raise any concern(s) or make any complaints.  

11.0.  Safeguarding  

11.1. Staff should always have the patient’s well-being and safety in mind. All staff have a 

duty to raise safeguarding concerns when they are concerned that a vulnerable person 

is experiencing or is at risk of experiencing abuse or neglect.  

11.2. Safeguarding enquiries should be undertaken as part of safety assessment planning 

discussions (as well as other pertinent assessments) and any safeguarding concerns 

should be addressed in a timely manner in conjunction with social care services.  



 
 

Status Final             Uploaded 23 July 2026     Safety Assessment Planning & Management Policy Page 51 of 

59 

11.3. In particular, considerations should be given to the needs of older adults in the interest 

of safeguarding, and appropriate action should be taken to assess and act upon the 

needs of any children and young people or dependents. 

11.4. When Safeguarding concerns are identified, they must be acted upon without delay. 

Actions include, but are not limited to, referrals to adult and/or Children’s Social Care, 

police, domestic abuse services, housing, and drug and alcohol services. Advice can 

be sought from the Trust Safeguarding team via the duty email box or telephone line 

during office hours, Monday-Friday. Outside of those hours, the Police and Adult & 

Children’s Social care are available in emergency situations. Staff should also 

complete an eIRF at the earliest opportunity.  

11.5. Considerations should be given to the invitation of the Trust’s Safeguarding team to 

MDT meetings (where appropriate and possible) to ensure the Safeguarding team 

have access to relevant firsthand information in the first instance, and with which to 

support their investigations / enquiries. Staff should refer to the Trust’s Safeguarding 

and Public Protection Policy & Procedures for further guidance and information. 
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Appendix One: Definitions  

Abbreviations and meanings that apply to this policy 

ABBREVIATION MEANING 

ACEs Adverse Childhood Experiences 

ADHD Attention Deficit Hyperactivity Disorder 

AIS Accessible Information Standards 

ASD Autism Spectrum Disorder 

CMHT Community Mental Health Teams 

DHSC Department of Health & Social Care 

DMH Directorate of Mental Health 

DoLS Deprivation of Liberty Safeguards 

FYPC / LDA Families, Young Persons, Children / Learning Disabilities & Autism 

LPT Leicestershire Partnership (NHS) Trust 

MCA Mental Capacity Act 

MDT Multi-Disciplinary Team 

MHA Mental Health Act 

NHSE National Health Service, England 

NICE National Institute for Excellence 

SOP Standard Operating Procedure 

UEC (Mental Health) Urgent & Emergency Care 
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Terminologies and meanings that apply to this Policy 

TERMINOLOGY 
MEANING 

5Ps Formulation Model 
A model which ensures clinicians are further supported to explore and analyse 
a patient’s Presenting, Predisposing, Precipitating, Perpetuating, and 
Protective factors in keeping with expected standards of recordkeeping of 
potential for harm and to ultimately ensure person-centred and individualised 
care planning and robust treatment and interventions decisions 

Clinical Formulation 
A process of analysis of the relevant factors relating to the potential for harm 
in a patient, in order to create a safety management plan. The model being 
proposed is based upon the 5Ps formulation. The account is usually presented 
in a paragraph or so of text, in which the practitioner working with the patient 
and / or colleagues in a multi-disciplinary team provides an account or 
explanation for the potential of harm presented by the patient. This account 
will explain how and why the most relevant risk and protective factors interact 
with one another to create elevated potential for harm.  

Contingency / Crisis 
Plan A document designed for what the service will do to support the patient if there 

are indicators of Relapse 

Named Nurse / Care 
Coordinator / Key 
Worker 

A registered clinician who oversees the care of a patient during a particular 
care episode, ensuring regular contacts with the patient, facilitating reviews 
(including MDT discussions), advocating for the patient and that new and / or 
up-to-date assessments and plans of care are completed and provided to the 
patient (and their family / carer, with consent) in a timely manner. 

Personal Safety Plan A document designed for clinicians and patients to work together to devise 
coping person-centred and highly individualised strategies, problem solving 
and provide details of where to go and who to contact when in distress. It is 
held by the patient and can be paper-based or as the Staying Alive App which 
the Trust promotes 

Positive Risk 
Management 

Positive risk-management means being aware that potential for harm can 
never be completely eliminated; therefore, safety management plans inevitably 
have to include decisions that carry some potential for harm. This should be 
explicit in the decision-making process and should be discussed openly with 
the service user 

Safety Assessment The gathering of information through processes of communication, 
investigation, observation and persistence; and analysis of the potential 
outcomes of identified behaviours. Identifying a potential for harm  relating to a 
patient, and the circumstances in which they may occur. This process requires 
linking the context of historical information to current circumstances, to 
anticipate possible future change 

Safety Management 
Plan A plan that defines responses to potential (adverse) outcomes that arise. 

Safety management should be based on a plan to reduce the potential of harm 
occurring and increase the potential for a positive outcome. This creates an 
action plan for interventions focusing on the potential for harm i.e., what to do 
when a potential for harm is identified 

Ulyssess An incident reporting and risk management system used by the Trust to 
improve patient safety and clinical governance 
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Appendix Two: Governance  

Version control and summary of changes 

Version number Date Description of key change 
1 May 2026 Policy draft created 

Responsibilities 

Responsibility Title 

Executive Lead  Medical Director, Leicestershire Partnership NHS Trust 
Group Chief Nurse/Executive Director of Nursing, Allied Health 
Professionals (AHPs) and Quality, Leicestershire Partnership NHS Trust 

Policy Authors Head of Nursing, AHPs & Quality, Directorate of Mental Health (DMH) & 
Directorate of Families, Young Persons & Children / Learning Disabilities & 
Autism 
Patient Safety Incidents Response Lead, Directorate of Mental Health  
Matron, Directorate of Mental Health’s Urgent & Emergency Care Mental 
Health Services 

Advisors  LPT Deputy Medical Director for Quality & Safety 

Policy Expert Group Clinical Effectiveness Group 

Assurance 

Governance Level  Name 

Level 1 Assurance Oversight  Quality & Safety Committee 

Level 2 Delivery Group for policy approval 
and compliance monitoring 

Quality Forum  

Compliance Measures  

Standards and performance indicators (linked to the relevant Care Quality Commission’s 

target / standards): 

TARGET/STANDARDS KEY PERFORMANCE INDICATOR 
CCG requirements as above A to F are Quality Schedule Indicators 

Compliance with relevant and associated 
NICE guidance 

 

Monitoring Compliance and Effectiveness 

The directorates will regularly review incidents and / or complaints including Patient Safety 

Incidents relating to completion and documentation of safety assessments and involvement 

of their support network and other professionals. These incidents will be discussed at local 

incident review meetings and escalated to the trust wide incident learning review meeting for 

further review. Lessons learnt will be shared across the directorate and wider organisation, 

with recommendation(s) for any relevant policy change(s) proposed and implemented as 

required.  
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Appendix Three: Policy Stakeholder & Consultation  

Key individuals involved in developing the document and circulated to the following individuals 

for comments and consultation of this version: 

Name Designation 

Saskya Falope Head of Nursing, Allied Health Professionals & Quality DMH, LPT 

Zayad Saumtally Head of Nursing, Allied Health Professionals & Quality, FYPC/LDA 

Olajumoke Fatuga DMH Patient Safety Incidents Response Lead, LPT 

Kelly Fenton Lead Psychologist, Adult Rehab Services 

Samantha Hamer Associate Medical Director, LPT 

Jon Paul Vivers Deputy Head of Nursing (DMH AFPICU Inpatients Services) 

Jacqui Newton Deputy Head of Nursing (Neighbourhood Mental Health Teams) 

Simon Guild Deputy Head of Nursing (MHSOP services) 

Zahra Makhany Deputy Head of Nursing (Urgent & Emergency Care Pathway) 

Charlotte Bentley Matron, Urgent & Emergency Care Pathway 

Deanna Rylance Matron, Male Pathway, AFPICU inpatient services 

Hazel Panton Matron, Mixed Pathway, AFPICU inpatient services 

Dadrian Clarke Matron, Female Pathway, AFPICU inpatient services 

Rachael Shaw Matron, MHSOP inpatients services 

Sam Marandi Matron, (Stewart House & Community  Enhance Rehabilitation Team, 

services 

Sara Le Butt Matron, (The Willows) Rehab Pathway inpatient services 

Yolande Evans Clinical Duty Manager, Bradgate Mental Health Unit 

Rebecca Reynolds Clinical Duty Manager, Bradgate Mental Health Unit 

Saul Duri Clinical Duty Manager, Bradgate Mental Health Unit 

Steve Walls Clinical Duty Manager, Bradgate Mental Health Unit 

Tom Price Clinical Duty Manager, Bradgate Mental Health Unit 

Tracey Adair Clinical Duty Manager, Bradgate Mental Health Unit 

Jenny Roberts Clinical Lead, Speech and language therapy LD/A 
Preparing for Adulthood Lead, FYPC LDA  

Mark Farmer Chair, The People’s Council; Chair, Spectrum; Lead Advisor to the 

Culture of Care Programme, LPT Emily Jarvis Quality Matron Learning disability and autism community services  

 
Viki Elliot Matron, Children & Adolescents Mental Health Services  

Melissa Parry Deputy Head of Nursing, FYPC/LDA 

Gemma Clarke Quality Lead, LDA 

Dr Jeanette Bowlay-

Williams 

Consultant Clinical Psychologist / Directorate Lead for Psychology and 

Psychological Professions FYPCLDA 

Lisa Popple Lead Practitioner for Safeguarding Adults, LPT 

Natalie Asser Head of Safeguarding, LPT 
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Appendix Four: Training Requirements  

Training is recognised as a critical control measure in minimising risks associated with 

healthcare delivery. Ensuring that staff possess the appropriate knowledge and skills 

significantly reduces the potential for errors, omissions, and unsafe practice. 

Managers 

• Assess the training needs of staff to ensure they are equipped to meet the expectations 

set out within this policy. 

• Facilitate staff access to all relevant training required for safe and effective compliance 

with this policy. 

• Ensure all categories of its staff (medical, nursing, and administration alike) who are 

stakeholders in the delivery of inpatients care and treatment and who will be inputting 

data into patient electronic records on SystmOne complete mandatory and 

role‑essential training in line with Trust policy. 

• Where gaps in available training are identified, collaborate with the policy author or 

subject matter expert to develop and agree a training or development plan. 

All Staff 

• Maintain compliance with all mandatory and role‑essential training as required by Trust 

policy. 

• Identify any personal learning needs necessary for the safe and effective 

implementation of this policy, and work with your manager to agree an appropriate 

training plan to meet these needs. 

Relevant training currently available to equip staff to deliver the requirements of this 

policy: 

Training topic title Source of 
training e.g. 
ulearn, CPD 

Role essential Clinical Risk and Assessment Management training for New 
Starters 

uLearn 

Role essential Clinical Risk and Assessment Management training Update uLearn 

Skills Training on Risk Management (STORM) CPD 
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Appendix Five: References  

References  and associated documents 

The LPT Safety Assessment Planning & Management Policy has been developed and should be used 

in conjunction with (and not limited to) the following relevant documents: 

 

LPT POLICIES / STANDARD OPERATING PROCEDURES 

• Adult Nutrition and Hydration Policy for Community Use and In-Service user 

• Care Coordination Policy 

• Consent to Treatment Policy and Restrictive Practices Policy 

• Delivering Single Sex Accommodation Policy 

• MDH MDT Guidance 

• Domestic Abuse Policy 

• Electronic Health Records (including record keeping and management) 

• Escorting Patient Policy 

• Equality, Diversity and Human Rights Policy  

• Fitness to Drive Policy 

• Fitness to Drive Policy 

• Health and Safety Policy 

• Incident Reporting Policy 

• Infection Prevention & Control Assurance Framework Policy 

• Interpreting & Translating Policy 

• Management of Service Users who have Dual Diagnosis (coexisting problems related to 
substance/ alcohol use) Policy 

• Management of Violence & Aggression, Warning Letters and Withholding treatment 

• Mental Capacity Act 

• Mental Health Act Section 17 Procedural Document 

• Patient Flow SOP 

• Patient Property Policy 

• Physical assessment and examination of service users admitted to Mental Health Unit 
and Community Hospitals 

• Pressure Ulcer Prevention and Management Policy 

• Prevent Policy 

• PREVENT Policy 

• Prevention and Management of Slips, Trips & Falls Policy 

• Prevention of Venous Thromboembolism (VTE) Policy for In Service user Adult Service 
users 

• Responding to Domestic Violence/Abuse Experienced by Clients Policy 

• Resuscitation and Management of Deteriorating Service user Policy 

• Safe Administration of Insulin to Adult Service users in a Hospital and Community Setting 
Policy 

• Safe Bed Management for Adults Policy 

• Safeguarding and Public Protection Policy 

• Safeguarding and Public Protection Policy 

• Self-Harm Policy 

• Smoke Free Policy 

• Smoke Free Policy 

• Supportive Observation & engagement of Mental Health Learning Disability and Autism 
Inpatients Policy 
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• The Management of Non-Attendance / Did Not Attend (DNA) Policy 

• The Management of Non-Attendance/Did Not Attend (DNA) Policy 

• Transgender and Non-Binary Service User Policy 

• Transporting Patient Policy 

• Violence and Prevention Reduction Policy 

 

NATIONAL INSTITUTE FOR HEALTH & CARE EXCELLENCE 

• NICE Guidance of Self-harm: assessment, management and preventing recurrence (NG225) 

• The National Institute for Health & Care Standards (NICE) Quality Standard 189 (Statement 4) 
of Involving family, carers or friends  

 

NHS ENGLAND 

• NHS England’s Accessible Information Standard - AIS DAPB1605 (updated June 2025) 

• NHS England’s Comprehensive Model of Personalised Care (November 2018; updated 
February 2019 

• NHS England’s Culture of Care Standards for mental Health Inpatients Services (2024) 

• NHS England’s Personalisation of Care and Support Framework for Mental Health (2024) 

• NHS England’s Staying Safe from Suicide: Best Practice Guidance for Safety Assessment, 
Formulation and Management (2025) 

 

STATUTORY / REGULATORY ORGANISATIONS 

• Department of Health & Social Care’s Suicide Prevention in England: 5-year Cross-Sector 
Strategy (2023-2028) 

• Department of Health & Social Care’s Information sharing and suicide prevention: consensus 
statement (2021) 

• Department of Health & Social Care’s SHARE: consent, confidentiality and information sharing 
in mental healthcare and suicide prevention (2021) 

• Mental Health Act 1983: Code of Practice 

• Royal College of Psychiatrists (2016); Assessment & management of risk to others 

• STORM training’s key elements of Positive Practice for individualised risk management 
 

ACADEMIC REFERENCES 

• Carter G, et al (June 2017) Predicting suicidal behaviours using clinical instruments: systematic 
review and meta-analysis of positive predictive values for risk scales. Br J 
Psychiatry;210(6):387-395 
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