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1. Introduction 

 
The Clinical Care Policy and its related procedures are essential reading for all employees that 
come into contact with patients in a clinical capacity.  Paper copies of the policy and procedures 
should be made available to staff in clinical areas as required. 

 
The policy applies to all employees of Lincolnshire Partnership NHS Foundation Trust (LPFT), 
including non-executive directors, governors, volunteers, individuals on secondment and trainees or 
those on placement. Contracted third parties and staff of partner organisations who provide services 
on behalf of LPFT to patients are also expected to adhere to this policy. 

 
In interpreting the policy and implementing the procedures, employees are expected to consider the 
following overarching principles: 
 

¶ Patients are equal partners in their care and must be encouraged to participate as fully as 
possible in the assessment of their needs and the planning and review of their care, including 
discharge arrangements. 

¶ All efforts should be made to involve and communicate with the patient. Consideration should 
always be given to whether a translator, signer, speech and language therapist or specialist 
team is required.  The use of technical terms should be avoided where possible; where there 
is no way to express an idea except to use technical language, make sure the terms used are 
explained. 

¶ Communication, environmental and other factors must be considered and adjusted as far as 
reasonable to improve accessibility for patients with Learning Disability and Autistic Spectrum 
needs.  

¶ Consider and respect as far as possible the wishes of the patient, and be sensitive to cultural 
and religious differences by offering a personalised service. 

¶ Be sensitive to the patientôs wishes and confidentiality requirements; engage with family 
members and carers as care partners. 

¶ Provide care and treatment in the least restrictive way possible, enabling patients to maintain 
the maximum possible level of independence, choice and control. 

¶ Consider your own safety as well as the safety of the patient. 

¶ Ensure you have a reasonable and justified rationale for your actions and that this is 
documented. 

¶ Involve patients and their carers in their own care as active partners with health and social 
care professionals. 

¶ Provide patients and carers with clear and easily understandable information about their care 
and treatment that helps them to make informed decisions and choices. 

¶ Encourage patients and their carers to provide feedback and comment on their experience.  

¶ Provide prompt and accessible support for patients and their families who need information or 
want to raise issues or complaints. 

¶ Involve patients and their families to improve services where things have not gone well, 
involving them in decisions about what needs to change. 

¶ Increase participation in decision-making and planning, including policy and service 
development through consultation and participation on key strategic and operational groups 
across the Trust. 
 

All of the documents throughout this policy are standard templates or forms which employees are 
expected to utilise. Most are available on the Trust intranet site, SHARON. However, some will be 
available from alternative sources.  
 
If employees are unsure of their responsibilities at any time they should discuss this with their line 
manager.  
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If employees are unsure of their legal responsibilities or the legal implications of their action, they 
should discuss this with their line manager; the teamôs senior manager should then contact 
Corporate and Legal Services. Most advice can be provided direct from Corporate and Legal 
Services, but on occasions Corporate and Legal Services may instruct external solicitors. In the first 
instance all requests for advice or assistance should be made by telephone/email providing 
background information to the situation, the specific question being asked, the risks and urgency of 
the request.  

 
Under no circumstances should external legal advice be sourced other than by Corporate and Legal 
Services. 

 
If you wish to make a suggestion regarding amendment to this policy, or the procedures please 
contact the Head of Quality and Safety. 
 

 This policy, the procedures and the associated documentation have been approved by the Quality 
Committee. It will be reviewed by the Committee 3 yearly or sooner if required. Corporate and Legal 
Services will maintain a version of old policies for a minimum of 10 years. 
 

2. Legislation, Guidance and Policy Documents Considered 
 
All professionals must adhere to the relevant legislation and Codes of Practice; this policy is not a 
substitute for legislation and Codes of Practice.  
 
Staff should ensure they receive regular training which will inform them of any changes.  The list 
below is not intended to provide a complete list of the legislation governing the practice of NHS 
employees.  
 

A positive and proactive workforce.  

 
A guide to workforce development for Commissioners and employers seeking to minimise the use of 
restrictive practices in social care and health ï Department of Health, Skills for Health 2014 
Department of Health, Positive and Proactive Care ï Reducing the needs for restrictive 
interventions April 2014 
Mental Capacity Act 2005 
Mental Health Act 2007 (amended) 
Human Rights Act 1998 
NHS & Community Care Act 1990 
Community Care (Delayed Discharges etc) Act 2003 
Carers (Equal Opportunities) Act 2004 
HSC1998/143 Safety, Privacy and Dignity in Mental Health Units Good Practice Dignity in Care 
NICE Clinical Guidelines ï specific guidance is referenced in individual policy sections 
Mental Health Act Code of Practice (2015) 
NHS Plan 
New Deal for Carers 2008  
Models of Care (DOH 2002) 
Police and Criminal Evidence Act 
Effective Care Coordination in Mental Health Services; Modernising the Care Programme Approach; 
a Policy Bookletô (DoH 1999) 
óRefocusing the Care Programme Approach ï Policy and Positive Practice Guidanceô (DoH 2008). 
Reference guide to consent for examination or treatment (second edition) (DoH 2009) 
Mental Capacity Act Code of Practice 
Deprivation of Liberty Safeguards Code of Practice 
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3. Definitions and Abbreviations 
 
Abscond - A patient unlawfully gains liberty during escorted leave of absence outside of the 
perimeter of the originating unit/hospital by breaking away from the custody/supervision of staff.  
 
Advance Decision to Refuse Treatment (ADRT) - At a time when a patient has the capacity to 
make the decision they may decide that if they lack capacity at some point in the future they do not 
want to receive certain forms or methods of treatment.  Advance Decisions can only be made by 
people 18 or over.  If an advance decision relates to life sustaining treatment (such as resuscitation) 
it must be in writing and witnessed ï ideally by a carer or relative or if this is not appropriate an 
advocate or independent third party - but not by a member of Trust staff unless there are special 
circumstances. Advance Decisions cannot be made to refuse 'basic care', defined by the British 
Medical Association (BMA) as procedures essential to keep the individual comfortable e.g. warmth, 
shelter, personal hygiene, pain relief and the management of distressing symptoms. 
 
Appropriate Adult - an individual over the age of 18 who is not a police officer or employed by the 
police, and accompanies a child or a mentally disordered or mentally vulnerable person, when they 
are questioned by the police.  
 
Attempted Escape - a failed or prevented attempt by a patient to breach the secure perimeter that 
in the nature of the incident demonstrated intent to escape.  
 
Care Programme Approach - the approach used in secondary mental health care to assess, plan, 
review and coordinate the range of treatment and support needs for people in contact with 
secondary mental health services who have complex characteristics. 
 
Carer - spends a significant proportion of their life providing (unpaid)* support to family or potentially 
friends. This could be caring for a relative, partner or friend who is ill, frail, disabled or has mental 
health or substance misuse problems.  (*Carers in receipt of Carers Allowance are seen as unpaid 
carers).  
 
Clinical risk - potential for the occurrence of harm with respect to self-harm or attempted suicide, 
violence, serious neglect of self or dependents, abuse and exploitation of or by others (including 
sexual abuse, emotional and child abuse) 
 
Consent - an individualôs agreement for something to be done to them. Individuals may indicate 
consent non-verbally (for example by presenting their arm for their blood pressure to be checked), 
verbally or in writing. For the consent to be valid the individual must: 
 

¶ Have the mental capacity to make the decision whether to consent or refuse. 

¶ Have been provided with all of the relevant and sufficient information.  

¶ Not be under duress or excessive pressure. 
 

Acquiescence where the individual does not know what the intervention entails is not consent. 
 
Court Appointed Deputy - In certain situations where an individual does not have an LPA but a 
series of decisions needs to be made the Court of Protection may appoint a deputy who then takes 
on the same functions as an attorney either for a specified period or indefinitely. 
 
Delayed Transfer of Care - When an inpatient is medically fit for discharge but their discharge is 
delayed because the services required on discharge are not in place by the planned discharge date. 
 
Dignity - ñbeing worthy of respect, being of equal value and worth irrespective if differences of age, 
race, culture, gender, sexual orientation and social backgroundò. 
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Discharge - Discharge from hospital (i.e. from an LPFT inpatient area into the community), 
Discharge from a section of the Mental Health Act or Discharge from LPFT services back to the 
service userôs GP or another care provider. 
 
Dual Diagnosis - Used in this context to describe the combination of severe mental illness (mainly 
psychotic disorders) and a concurrent Substance Misuse problem.  However, this definition does not 
define the complexities of this condition.  The term co-morbidity may also sometimes be referred to 
in documents. 
 
Escape - A detained patient escapes from a unit/hospital if he or she unlawfully gains liberty by 
breaching the secure perimeter that is the outside wall, fence, reception or declared boundary of 
that unit.  
 
Failure to Return - A patient fails to return from authorised unescorted leave. 
 
Fall - When a person loses their balance (for any reason) causing them to hit the ground or other 
object at a lower level. 
 
Fast Track ï An arrangement supported by a completed crisis and contingency plan, between the 
recovery team and a service user that following discharge from the service, the service user is able 
to self-refer directly back to the team. 
 
Independent Mental Capacity Advocate (IMCA) ï A specialist advocate who can represent the 
patient and their best interests if they have no family/friends to speak on their behalf. 
 
Lasting Power of Attorney (LPA) - A Lasting Power of Attorney (LPA) is a formal legal document 
which confers on the attorney (or donee as it sometimes called) the authority to make decisions on 
the patientôs behalf. There are two types of LPA: Personal Welfare and Property & Affairs. The 
decisions that can be made by the attorney will depend on the type of attorney they are and what is 
written in the LPA.  To be valid an LPA must be formally written down, signed and registered with a 
body known as the Office of the Public Guardian.  An LPA can also be verified through this body ï 
and should be verified if a paper copy cannot be presented to staff. 
 
Mental Capacity - A person's ability to make a particular decision at a particular time. 
 
Missing Person ï A detained patient, who has escaped, absconded or failed to return as well as an 
informal inpatient whose whereabouts are unknown or who has failed to return to the unit at an 
agreed time.  In terms of non-detained or community patients someone whose whereabouts are 
unknown whilst under the care of the trust services. 
 
Observation - óregarding the service user attentivelyô (SNMAC, 1999) whilst minimising the extent 
the service user feels they are under surveillance.  Observation is a skilled clinical task involving 
assessment of the service userôs mental state and development of rapport and therapeutic 
relationship with the service user being observed through engagement activities. 
 
Palliative Care ï The active, total care of patients whose disease no longer responds to curative 
treatment and for whom the goal must be the best quality of life for them and their families. 
 
Privacy - ñfreedom from intrusion and embarrassment.ò  
 
Safety - ñthe condition of being protected against physical, social, spiritual, financial, political, 
emotional, occupational, psychological, educational or other types or consequences of failure, 
damage, error, accidents, harm or any other event.ò 
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Seclusion - The supervised confinement of a patient in a room, which may be locked to protect 
others from significant harm. Its sole aim is to contain severely disturbed behaviour, which is likely 
to cause harm to others. 
 
Slip - When the foot slides from underneath the person.  The balance is regained and the person 
does not hit the ground. 
 
Time Out - A behaviour modification technique, which denies a patient the opportunities to 
participate in an activity or to obtain positive, reinforces immediately following an incident of 
unacceptable behaviour.  Time out should never include the use of a locked room. It should always 
form part of a behavioural programme. 
 
Transfer ï Transfer from one LPFT inpatient ward or community team to another. 
 
Trip - Involves a stumble when an object obstructs the pathway. The balance is restored and the 
person does not hit the ground. 
 
Acronyms: 
 
AWOL  Absent Without Leave 
CPA   Care Programme Approach 
CQC   Care Quality Commission 
CRHT  Crisis Resolution and Home Treatment Team 
ECHR  European Convention on Human Rights 
ECT   Electro-convulsive Therapy 
HRA   Human Rights Act 1998 
ICP   Integrated Care Pathway 
LDCP  Learning Disabilities Community Partnership 
MANCAS Manchester Care Assessment Schedule 
MHA    Mental Health Act 1983 (as amended by the Mental Health Act 2007) 
MRSA  Methicillin Resistant Staphylococcus Aureus 
NHSLA National Health Service Litigations Authority 
PALS  Patient Advice and Liaison Service 
SOAD  Second Opinion Approved Doctor 
 



Page 8 of 553 

 

4. Duties 
 
Individual/ Group Duties and responsibilities 

Board of Directors Ensuring that the Trust has policies and procedures in place to enable 
employees to meet the standards aimed at by the Trust. 
To receive reports and approve action plans from reporting committees. 

Chief Executive As the Trustôs Accounting Officer, has ultimate responsibility for ensuring that 
there are systems, management structures and procedures in place to ensure 
that employees adherence to legislation, guidance and policy. 

Director of Nursing, 
AHPs and Quality  

Trust-wide lead for Privacy and Dignity agenda. 
Ensure the Board is fully briefed on areas of responsibility and Executive 
Committee decisions. 

Medical Director Ensure all Medical Staff are aware of their responsibilities and are compliant 
with this policy and its procedures. 
Ensure the Board is fully briefed on areas of responsibility and Executive 
Committee decisions. 

Divisional 
Managers/Clinical 
Directors/Lead 
Specialists. 

Ensure: 
- All employees are familiar with this policy; 
- All employees have the tools, resources and skills to deliver the standards 

detailed in this policy and to undertake the tasks requested of them. 
- Supervision is available to all employees; 
- Relevant legislation, Codes of Practice and guidance are available to all 

employees; 
- Provide reports to the Director of Operations/Medical Director as required. 

All Employees Practice within the legislative framework. 
Comply with relevant professional Codes of Practice. 
Follow the procedures described in this policy and aim to achieve the target 
standards.  
Ensure there is lawful authority for any care or treatment delivered. 
Attend supervision and highlight any training or development needs. 
Undertake all mandatory training as identified in the training policy and any 
training essential for their particular role or duties. 
Record all decision-making and action taken in accordance with this policy 
and the Information and Records Management Policy. 
Provide reports to Divisional Managers/Clinical Directors on the performance 
against standards for their team. 

Training Department Ensure appropriate training is available and promoted to give employees the 
knowledge and skills to comply with this policy. This will include training on: 
Privacy and Dignity; Managing Challenging, Violent or Aggressive behaviour; 
consent to treatment; observation, Safeguarding, Mental Capacity Act, 
Assessment and Care Planning, Records Management, Undertaking Carerôs 
Assessments, clinical risk assessment and management; Slips, Trips and 
Falls.  Maintain a database recording attendance at training of each member 
of staff. 
Provide reports on the uptake of training as required to senior committees 
and team. 

Corporate and Legal 
Services  

Provide legal advice to Divisional Managers/ Service Managers regarding the 
lawful authority for proposed action. 
Make applications to the Local Authority where LPFT in-patients are thought 
to be being deprived of their liberty. 
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5. Training 
 

The organisation will provide sufficient and appropriate training for each of the main employee 
groups as outlined within the HR and Workforce Policies. 

 
6. Safeguarding 
  

 It is essential that all employees are able to identify, recognise, and know how to act upon 
identifying signs of abuse or where abuse is disclosed. This includesphysical, sexual, financial, 
institutional, psychological, emotional and domestic abuse and neglect, including the risk of being 
radicalised.  All employees are required to undertake training and to be familiar with the Trustôs 
safeguarding policies and procedures.  

 
Employees should refer to the separate Safeguarding Policy 11 for further information. 

 
7. Advocacy 
 
All Trust patients should be made aware of their rights to access advocacy. Advocacy is about 
taking action to support people to say what they want, secure their rights, pursue their interests and 
obtain services they need. The Care Act (2014), Mental Health Act 1983: code of practice (2015) 
and Mental Capacity Act (2005) enshrine the right to independent advocacy in law. 
 
The advocacy charter 2018 identifies that ñadvocacy providers and advocates work in partnership 
with the people they support and take their side, promoting social inclusion, equality and social 
justice.ò 
 
Trust staff should understand the importance, purpose and roles of advocates and be able to refer 
or signpost patients to the appropriate advocacy services. The right to access free and confidential 
advocacy is an essential choice & right for people with mental health related issues, a learning 
disability, those who are detained under the Mental Health Act, lack mental capacity, are children or 
require safeguarding.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

http://www.lpft.nhs.uk/assets/files/Accessing%20our%20information/Policies%20and%20Procedures/sept-18-policy-11-latest-version_.pdf
https://advonet.org.uk/wp-content/uploads/2018/09/Advocacy-Charter-A3-1-page-001-724x1024.jpg
http://www.lpft.nhs.uk/help-and-support/your-rights/advocacy?searched=advocacy&advsearch=oneword&highlight=ajaxSearch_highlight+ajaxSearch_highlight1
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Section A: Care and Treatment 
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8. Admission to Hospital/Keeping an individual in hospital 
 
8.1 Policy Statement 
 
Care in a residential or hospital setting should be provided at the lowest level of security and 
restriction based on an individualised assessment of need, risk and capacity.  Alternatives to 
residential or hospital care such as home treatment and crisis intervention should be considered as 
a less restrictive alternative to hospital admission where possible.  
 
8.2 Consent to Admission to Hospital/Keeping Someone in Hospital 
 
If the individual has the capacity to decide whether to come into hospital or remain in hospital then 
informed consent should be sought in all cases. This means that the individual is given information 
about the environment, routine and purpose of the inpatient setting / admission.. 
 
If the individual does not consent then consideration should be given to assessment and admission 
under the Mental Health Act (MHA) see MHA Policy 6a. 
 
If the individual does not have capacity to consent to hospital admission then the MHA should be 
considered or the Mental Capacity Act (MCA) utilised as per Policy 6b.  

 
Any restrictions should have an accompanying care plan.  Examples of restrictions include: 

 

¶ Ability to leave the ward (should remain on ward for first 24 hours minimum). 

¶ Contact with others 

¶ Movements within ward 

¶ Privacy 

¶ Discharge 

¶ Day to day activities 

¶ Personal care 
 
If an individual lacks the capacity to consent to admission and the admission is completed using the 
best interest framework then this should be recorded as per policy 6b and an urgent authorisation 
for a Deprivation of Liberty should be submitted to the Supervisory Body as per the MCA Policy 6b.  
 
Advocacy should be considered and advised to the patients / carers as appropriate upon admission 
and discharge.  
 
8.3 Consent to Admission for Under 16s'  
(Also refer to Chapter 18 (18.3) of the clinical care policy) 
 
Section 131A of the Mental Health Act (1983) requires hospital managers to ensure that patients 
age 18 or under are admitted to an environment suitable for their age (subject to their need). This 
duty applies to both detained and informal patients. It is not an absolute prohibition on the admission 
of such patients. 
 
If the young person is deemed competent (Gillick Competency or Fraser Guidelines) and consents 
to admission it can proceed.  Parents and guardians should be kept informed (see section 13 of 
Clinical Care Policy). Where the young person objects to information being shared with a parent or 
guardian who has parental responsibility then further advice should be sought from the Trustôs 
safeguarding or legal team.  
 
If the young person is deemed competent and does not consent parental authority CANNOT be 
relied on.  Alternative lawful authority must be sought consideration should be given to the MHA or a 
court order. 
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If the child/young person is not competent then parental responsibility should be established and at 
least one person with Parental Responsibility should consent to the admission.   
 
In cases of a dispute, priority should be given to the óparentô with whom the young person lives or to 
the court involved. Advice should always be sought from the Trustôs legal team where there is 
dispute or a lack of clarity. 
 
8.4 Consent to Admission for 16 & 17 year olds 
 

 For 16 ï 17 years olds the process for admission is the same as for adults. 
 

8.5 Admission to Inpatient Care for Children and Young People Aged 16ï17 years 
 

Initial referral for admission to in patient care for a young person aged 16 to17 years should be 
referred to Ash Villa for discussion and assessment.  
 
In the following circumstances, admission to Adult Acute In patient Unit may be considered; 

 
1. Young person expresses a definite preference for adult unit. 
2. The risk assessment indicates needs more likely to be met in adult care (i.e.: where individual 

presents unacceptable risk of harm to other vulnerable young people within Ash Villa).  
3. There are no vacant beds available in Ash Villa  (in this event young person will be placed on 

Ash Villa waiting list for transfer to next immediately available bed and CAHMS liaison point 
will be agreed with Adult inpatient unit).  

Please refer to Protocol for Admission of 16 ï 17 year olds Appendix 8.1 

 
8.6 Consent to Care and Treatment 
 
The principles outlined above also apply to consent to treatment. 
 
All care and treatment should be discussed with the service user and valid, informed consent 
obtained or alternative legal authority provided which is comprehensively documented. 
 
Verification of Identity: 
 
It is Lincolnshire Partnership NHS Foundation Trusts (LPFT) policy that all patients are offered the 
opportunity of being photographed as a means of verifying identification before receiving treatment. 
See (appendices 7.2 ï Information for staff, 7.3 ï Patient Consent to be photographed and 7.4 ï 
information to be given to the patient). This process should be understood and read alongside the 
Medicines Management and Medical Devices Policy, Information Management and Security Policy 
and Records Lifecycle Management and Information Governance Policy. 
 
Staff may ask the service user to verify identity prior to treatment and may also ask other staff 
members.  It is a matter for professional judgement as to what information is required to verify 
identity. 
 
The member of staff should be assured about the identity of the service user before any care and 
treatment commences.  It should be recorded in the notes that identity has been verified. 
 
If a service user has been misidentified, then this should be reported using the Trust incident 
reporting system and an entry made in the clinical record. 
 
8.7 Admission Procedure 

 
At all points of admission/transfer, both internal and external, the lead professional/care coordinator 
must provide a detailed verbal handover supported by a written document (clinical letter, report or 

http://www.lpft.nhs.uk/assets/files/Accessing%20our%20information/Policies%20and%20Procedures/8b-Information-Security-Policy-reviewed-Dec-2015-revised-V7.pdf
http://www.lpft.nhs.uk/assets/files/Accessing%20our%20information/Policies%20and%20Procedures/Final-Approved-version-records-lifecycle-management-and-info-gov-policy-version-(5).pdf
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clinical note entry) to the receiving team which provides the clinical rationale and objectives for the 
admission. 
  
Confirm the identity of the patient being admitted. 
If the patient is admitted under the MHA complete the necessary paperwork (see MHA Policy) 
 
Determine from the patient who they want informing of their admission. 
 
Commence appropriate ICP (Integrated Care Pathway) and Falls Screening Tool and relevant 
document to be completed. 
 
Admitting nurse should ascertain if there are any dependent children and who is responsible for 
looking after the children whilst the patient is in hospital. 
  
Patient and relatives must be informed that the Trust cannot be held responsible for personal 
belongings or valuables unless handed in for safe keeping and the procedure within Section 24 
should be followed. 
 
Information should be provided to the patient and appropriate family/carers about visiting times, 
mealtimes, school hours etc. 
 
Admitting nurse should obtain information regarding all individuals who may wish to visit, including 
children. 
 
The patient should remain on the ward for the first 24 hours until a full risk assessment has been 
undertaken and an appropriate observation level established. 
 
Discharge Planning should begin as soon as possible. 
 
In developing the Care Plan all patients will have a section stating whether they have the capacity to 
decide about coming and going from the ward, what the risks are should they leave the ward alone 
and escorted and what restrictions are being placed on their ability to come and go in order to 
mitigate these risks. 
 
8.8 Visitors to LPFT Premises 
 
LPFT considers the safety and dignity of all visitors to its premises as extremely important. The link 
below provides guidance and procedures regarding the management of all visitors to Trust premises 
and includes process for managing visits by children: 
 
Please refer to visitors process within safeguarding policy 11 
 
 
 
 
 
 
 
                                                                                                       

                 
 
 

 
 
 
 

http://www.lpft.nhs.uk/assets/files/Accessing%20our%20information/Policies%20and%20Procedures/sept-18-policy-11-latest-version_.pdf
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Appendix 8.1 
 

Protocol for Admission of 16 or 17 year olds to an Adult Acute Inpatient Unit 
 
Purpose of Protocol 
  
This protocol has been developed to facilitate a consistent approach across the Trust in relation to 
the care pathway for children aged 16 and 17 years entering mental health inpatient services.  
 
The protocol is underpinned by the National Service Framework for Young People (DoH, 2004, 
p119) Standard 4 Growing Up into Adulthood and Pushed into the Shadows (2007) which identified 
that ñé..mental health trusts should ensure that adult wards are not used for the care and treatment 
of under 16s and wherever possible, adult wards should be avoided for 16 and 17 year olds unless 
they are of sufficient maturity and express a strong preference for an adult environmentò page 11. 
The Trust will not admit children under the age of 16 to adult units. 
 
Reasons for Admission of a 16 or 17 year old to an Adult Acute Inpatient Unit 
 
In the following circumstances, admission to Adult Acute In patient Unit may be considered: 
 
1. If the young person expresses a definite preference for adult unit and is formerly assessed to 

have the capacity to make the decision concerning where they should be treated (see Mental 
Capacity Act including DOLS Policy 6b) 
 

2. Where the risk assessment indicates that their needs are more likely to be met within an adult 
care setting   

 
3. There are no vacant beds within Ash Villa, or out of area placements available and clinical 

presentation indicates that the young person would be more at risk of remaining in the 
community, than an interim admission to an adult inpatient ward.  

*In this event an out of area bed will continue to be sought, or the young person will be given the 
next available bed at Ash Villa, depending which is first available.  Child and Adolescent Mental 
Health Team (CAMHS) liaison point will be agreed with the adult unit. 

 
Admission Process 
 

¶ In all cases of where a child is admitted to an Adult Acute Inpatient Unit the following checklist 
(page 2 and 3) must be completed for inclusion in patientôs care record via uploading to 
clinical system under document centre inpatient / planning for care folder. 

¶ Where the reason for admission is 2 above- consider the risks that may be posed to the adults 
at risk on the unit 

¶ Where the reason for admission is 3 above- ensure that the lead CAMHS team / unit are 
actively working with NHS England Tier 4 Co-ordinators to identify a bed (In hours locality 
community teams ï Out of hours Ash Villa) 

 
Associated Policies 

 

¶ Policy 1     Clinical Care; Including risk management & Care Programme Approach sections      

¶ Policy 11   Safeguarding Policy 

¶ Policy 4     Safety, Health, Environment and Fire Policy 
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Checklist and Process for Admission of a 16 and 17 year old to an Adult Acute 
Inpatient Unit 

(Adapted from Pushed into the Shadows, 2007) 
 

Action 

 

Name and title of 

professional identified 

(record action taken in 

clinical records) 

Date 

completed  

1) Discussion and plan for admission with 
CAMHS Psychiatrist or Locality Team Co-
ordinator. CAMHS identify Care Co-
ordinator for CPA. 

  

2) Reason for admission: (highlight reason 
below) 
 

2.1) The young person expresses a definite 
preference for adult unit and is formerly 
assessed to have the capacity to make 
the decision concerning where they 
should be treated (see Mental Capacity 
Act including DOLS Policy 6b) 

2.2) The risk assessment indicates that their 
needs are more likely to be met within 
an adult care setting   

2.3) There are no vacant beds within Ash 
Villa, or out of area placements available 
and clinical presentation indicates that 
the young person would be more at risk 
of remaining in the community, than an 
interim admission to an adult inpatient 
ward. Liaise with Ash Villa for support 
with process and referral form. 

 

 

 

 

 

 

 

 

 

 

 

Identify lead team for 

identifying a bed at the 

earliest availability & 

record here; 

 

 

 

 

 

 

 

 

 

 

 

Referral for 

T4 CAMHS 

bed to be 

completed by 

adult ward. 

3) Referring to section 14 of the Clinical Care 
Policy - upon admission consider 
observation levels pay careful consideration 
to the child that has not chosen an adult 
ward and consider the risk from and to other 
patients on the ward and the ward 
environment at the current time. 

  

4) Complete an incident report in the Datix 
system under ñCategory ï admission and 
discharge 
Sub-category - ñ16 or 17 year old admitted 

to an adult wardò  

Is this potential safeguarding? ï Yesò 

Notification to CQC will be made as a result 

of the incident report 

  

5) CPA Care Co-ordinator identified within 
CAMHS and in-reach visit within the next 
working day 

  

6) Email the Trustôs Safeguarding and Mental 
Capacity  Team 
 safeguardingadvice@lpft.nhs.uk subject; 
urgent child admitted to adult ward and 

  

mailto:safeguardingadvice@lpft.nhs.uk
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identify the acute unit. Include additional 
risks and advice given in risk assessment 
and 72 hour admission care plan 

7) Joint assessment with Inpatient Unit and 
CAMHS Care Co-ordinator to care plan 
(post 72 hours) and ensure age appropriate 
activities 

  

8) Give priority to making segregated areas 
and single sex use bedrooms and washing 
facilities available 

  

9) Identify who has parental responsibility (PR) 
for the child and inform all of those with PR 
of admission, record on clinical system 
under associated person. Discuss with 
Safeguarding Team if there is a perceived 
risk to doing this. 

  

10) Consider National Youth Advocacy Service 
(NYAS) 08088081001 or 0151 649 8700 

  

11) Age appropriate information provided to 
young person regarding medication, CPA 
process, inpatient admission 

  

12) Liaison with other agencies identified in 
care: (highlight below) 

¶ Childrenôs Social Care 

¶ Education (school, colleges) 

¶ Voluntary Sector 

¶ Housing 

¶ Otheréééééééé. 

¶ Otheréééééééé. 

  

13) Liaise and ongoing advice should be sought 
re; care and treatment from CAMHS locality 
team and Consultant Psychiatrist 

  

 

Upload form to clinical system inpatient / planning for care folder once completed.
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                                 Appendix 8.2 
 
Procedure for Photographing Service Users  
 
Taking and using a personôs photograph could be perceived as an invasion of privacy and so should 
only be undertaken with the personôs informed consent (see consent form in Appendix 7.4).  
 
In the case of persons who are capable of giving informed consent, explicit informed consent is 
necessary before the photograph is taken and refusal of consent must be respected. It is important 
that the person consenting is clear as to what the photo will be used for and may fully or partly 
consent to use of such i.e. Consent may be given to use a photograph to reduce medication errors 
but not for use by the Police, or may be given for both purposes.  
 
It must be made clear to the patient that, while the Trust regards this procedure as potentially 
beneficial in the delivery of high quality care, it is not a prerequisite to receiving care. Failure to 
explain this may render any consent given invalid and lay the Trust open to challenge on the issue 
of failure to respect human rights.  
 
If, for whatever reason, photograph identification cannot be used, verification of the patient can still 
be obtained by asking the patient for their name and date of birth.  

 
Procedure for Photographing Service Users  
 
1. Individual patients must always have the reason for taking their photograph explained to them. 

They have the right to refuse. They also have the right to have their photograph returned to 
them at a later date should they change their mind after originally giving permission. 

2. Only one printed photograph must be in existence at any one time. The photograph must be 
taken and printed immediately.  

3. The Patientôs name must be written on the back of the photograph then signed and dated by a 
member of staff.  

4. The photograph MUST then be placed in the prescription chart folder. 
5. The photograph must be returned to the patient upon discharge by the nurse involved in the 

discharge process, or will be destroyed in their presence if preferred. 
6. Any patient who significantly changes their appearance whilst an inpatient (e.g. removal of 

beard) MUST be asked to consent to a new photograph taken and the old photograph 
destroyed or returned to them.  

7. The photograph must not be used for any other uses except for those areas that have been 
agreed during consent/ best interests. The photograph will stay on the patientôs record and it is 
considered to be the patientôs property. Any additional usage can only be given with the 
patientôs full consent. 

8. All patients must be given written information explaining the reasons for the photograph and 
reassuring them that the decision as to the disposal of the photograph upon discharge will be 
theirs. (See Appendix 7.5 for details.)  

9. Where patients are assessed as lacking capacity a óBest Interestô decision will be made by 
either a doctor or senior nurse. This must be in accordance with the Mental Capacity Act 2005 
and again fully documented in patientsô notes.  
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Appendix 8.3 
 

          
       

CONSENT FORM FOR PHOTOGRAPHIC ID  

Photographing of patients consent or decision form  

Patient Nameéééééééééééééééééé  

Date of Birthéééééééééééééééééé.  

Ward / Unitééééééééééééééééééé  

Part 1 - Patient has the capacity to consent  

The policy on the photographing of patients has been explained to me by:  

Staff memberôs nameééééééééééééééééééé  

Positionéééééééééééééééééé Wardéééééééé..  

Consent to your photograph being used for identification purposes  

I agree/do not agree* to my photograph being taken and used to verify my identification (*delete 

as appropriate)  

Signed (patient)ééééééééééééééééééééé  

Dateéé..ééééééééééééééééé.éééééé.  

Witnessed by (staff) ééééééééééééééééééé  

Staff Signature ééééééééééééééééééééééééé.  

Consent to your photograph being used by the Police.  

I agree/do not agree* to my photograph being taken and used to assist the Police in locating 

and supporting me if I am at serious risk of harm (*delete as appropriate).  

Signed (patient)ééééééééééééééééééééé.  

Dateééééééééééééééééééééééééé...  

Witnessed by (staff)éééééééééééééééééééééé  

Staff Signatureééééééééééééééééééééééééé.  

Part 2 ï Best interest decision  

An assessment of capacity has been made. Based on a lack of capacity to make this decision a 

óbest interestô decision has been made to take/not take* a photograph and the decision 

recorded in the notes (*delete as appropriate).  

Signed (doctor or senior nurse)éééééééééééééé.  

Nameééééééééééé            Dateééééééééééé 
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Appendix 8.4 
 

 
 

 
INFORMATION FOR PATIENTS  
 
It is Lincolnshire Partnership NHS Foundation Trusts (LPFT) policy that all patients are offered the 
opportunity of being photographed as a means of verifying identification before receiving treatment.  
 
There are two reasons for this:-  
 

1. LPFT recognises the sensitivity of this issue but this process enables us to run a safe and 
effective service and to assist the Police in every possible way at times when vulnerable 
patients are missing.  

2. While we recommend that all patients have their photograph taken you have the right to 
refuse and your refusal will not affect your care in any way. You can also agree to have your 
photograph taken for the use of reducing medication errors, but refuse to have it released to 
the Police.  

 
PROCESS: 
 

1. Only one printed photograph will be in existence at any one time. 
2. The photograph will be taken and printed immediately. 
3. If during your stay your image changes significantly e.g. change of hair colour, staff may 

request a replacement image be taken; all processes will be followed if this occurs. 
4. You are able to withdraw your consent at any time. 
5. Upon discharge from the service the photograph will be returned to you or destroyed in your 

presence.  
6. We appreciate your co-operation with this policy and reassure you that the photograph will 

only be used for the reasons above and not for any other purpose.  
7. Should you be unhappy about the need to have your photograph taken, or wish to refuse, 

please talk to your Primary Nurse who will explain the reasons to you in more depth.  
 
  
Thank you for your co-operation. 
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9. Privacy, Dignity and Eliminating Mixed Sex Accommodation Policy 
 
9.1 Introduction  
 
Every patient has the right to receive high quality care that is safe, effective and respects their 
privacy and dignity.  Responsibility for these rights lies with all workers at all levels within the Trust 
(Lincolnshire Partnership NHS Foundation Trust).  The term worker includes Trust employees, 
volunteers, agency and bank staff, students and other agencies employees, where the individual 
concerned is undertaking duties on behalf of the Trust.  
 
The Trust is committed to providing high quality care to service users (patients) at all times.  The 
aim of this policy is to provide staff with guidance on the standards of care which enable the utmost 
privacy, dignity and respect to service users (patients) and their carers. This includes in respect of 
eliminating mixed sex accommodation* (*defined within this policy) and inclusive of the protected 
characteristics of age, disability, gender, marriage and civil partnership, pregnancy and maternity, 
race, religion and belief, sex and sexual orientation (Equality Act 2010). 
 
The NHS Operating Framework 2011/12 details the requirement for all providers of NHS funded 
care to confirm compliance with the national definition óto eliminate mixed sex accommodation 
except where it is in the overall best interests of the patient or reflects their patient choiceô. 
 
In November 2006 the Department of Health launched a óDignity in Careô campaign with an aim to 
put dignity and respect at the heart of care services, which extended into Mental health Services in 
2007; and is now applicable in all health and social care settings.  This campaign, led by the 
National Dignity Council, identified a 10 point Dignity Challenge to organisations which remains fully 
applicable today as follows: 
 
1. A zero tolerance to all forms of abuse 
2. Supporting people with the same respect you would want for yourself or a member of your 

family 
3. Treat each person as an individual by offering a personalised service 
4. Enable people to maintain the maximum possible level of independence, choice and control 
5. Listen and support people to express their needs and wants 
6. Respect peopleôs right to privacy 
7. Ensure people feel able to complain without fear of retribution 
8. Engage with family members and carers as care partners 
9. Assist people to maintain confidence and a positive self-esteem 
10. Act to alleviate peopleôs loneliness and isolation. 

 
Being with other patients of the same gender is an important component of privacy and dignity.  It is 
a requirement that the Trust provides wards where possible that are single sex.  Where there are 
mixed sex wards, there must be single sex bedrooms, dormitories; and washing and toilet facilities 
to ensure patients (service users) dignity. 
 
9.2 Purpose and scope of this policy 

 
9.2.1 To provide clear information to workers, enabling them to provide care and treatment that 

respects and maintains patients (service users) rights to privacy and dignity.   
9.2.2 To provide a definition of same sex accommodation requirements within in-patient settings 

and detail of workersô responsibilities in complying with these at all times. 
9.2.3 To provide details of the procedure for workersô in reporting breaches to compliance in 

relation to eliminating mixed sex accommodation.  
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9.3 Duties 
 
This policy applies to all workers undertaking duties on behalf of the Trust, inclusive of Trust 
employees, volunteers, agency and bank staff, students and other agencies employees, where the 
individual concerned is undertaking duties on behalf of the Trust.  
 
9.4 Privacy and Dignity 

 
9.4.1 Privacy refers to freedom from intrusion and relates to all information and   practice that is 

personal or sensitive in nature to an individual. 
9.4.2 Dignity refers to how people feel, think and behave in relation to the worth or value of 

themselves and others.  To treat someone with dignity is to treat them as being of worth, in a 
way that is respectful of them as a valued individual.  In care situations, dignity may be 
promoted or diminished by the physical environment, the organisational culture, by the 
attitudes and behaviour of the care team and others; and by the way in which activities are 
carried out.  Dignity applies equally to those service users (patients) who have capacity and 
to those who lack capacity. 

9.4.3 Maintaining a service userôs (patientôs) privacy, dignity and respect is central to the delivery 
of effective health and social care, working in partnership with service users (patients) and 
where appropriate their carers / families.   

9.4.4 Since July 2016 all organisations that provide NHS care or adult social care are legally 
required to follow the Accessible Information Standard.  Meeting the standard requires 
workers across the Trust to ensure people who have a disability, impairment or sensory loss 
are provided with information that they can easily read or understand with support, so they 
can communicate effectively with health and social care services. 

9.4.5 The following are examples of how to maintain a service userôs (patientôs) privacy and 
dignity: 
 

¶ Always ask a service user (patient) which name or title they prefer to be addressed by; and 
ensure all staff respect the service userôs (patientôs) expressed wishes. 

¶ Ensure the Accessible Information Standard is consistently applied so all patients (service 
users) and carers where appropriate, are able to effectively access Trust (LPFT) services. 

¶ Ask a patient (service user) if they wish their carer to leave for specific conversations or 
procedures which may compromise their privacy or dignity. 

¶ Maintain a patientôs privacy when asking or assisting them to dress or undress. 

¶ Close curtains or screens in areas where patientsô are expected to undress. 

¶ Close observation windows in bedroom doors unless they are being used for observation at 
that time. 

¶ Obtain informed consent before undertaking examinations or treatments. 

¶ Ensure privacy and confirm the boundaries of confidentiality when discussing any confidential 
and sensitive issues such as diagnosis, symptomatology, sexual orientation and gender 
identity. 

¶ Respect privacy and dignity at all times, such as during the delivery of personal care, when 
undertaking all observational duties, when entering treatment rooms, single sex rooms or 
bedroom areas, toilets and bathrooms. 

¶ Always knock or make your entry clear through announcing entry and waiting for a reply 
before entering* (* except where there is a clinical or care rationale not to do so, which 
includes during night periods when service users (patients) are sleeping). 

¶ Donôt discuss worker or patient personal information with co-workers whilst carrying out care 
or within hearing distance of service users (patients), carers and visitors. 

¶ Ensure a service userôs (patient) choice is adhered to in respect of the gender of the staff 
member carrying out intimate care, such as assisting with washing or undressing.   

¶ Ensure reasonable adjustments are made to support a service user (patient) to function at 
their highest level possible.  This may include ensuring a service user (patient) receives timely 
assessments, such as by a Physiotherapist or Occupational Therapist, and that related 
prescribed care and / or equipment is provided in a timely manner.  
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9.5 Definition of same sex accommodation requirements within in-patient settings 

(Department of Health, 2009)   
 

¶ Same Sex Wards ï A ward (or unit) with all facilities, including dedicated toilet and washing 
facilities, occupied solely by men or women, boys or girls. 

¶ Mixed Sex Wards ï A ward (or unit) with single bedrooms and same sex toilet and washing 
facilities (preferably en-suite) or 

¶ Mixed Sex Wards ï A ward (or unit) with bed bays (multi bedrooms) occupied exclusively by 
either men or women, with access to same sex toilet and washing facilities. 

¶ Women Only Lounges ï In consideration of the fact that due to their illness, the capacity of 
patients (service users) within the Mental Health in-patient services can be impaired, which 
increases their level of vulnerability; it is essential that within these areas female only lounges 
are provided. 

¶ Spaces where men and women can socialise and take part in therapeutic activities 
together ï must be provided on mixed sex wards. 

¶ Best Practice - Where capacity allows it is desirable, though not mandatory, to provide a 
male only area.  Where this is not possible, consideration should be given to how to support 
male patients to access male-only therapeutic activities whilst in-patients on mixed sex wards. 

 
9.6 Maintaining same sex accommodation requirements within in- patient    settings 

 
9.6.1  In mixed-sex wards, it is good practice to create separate parts of the ward for men and 

women and designated areas or zones, for the bedrooms and toilet / washing facilities for 
each sex.  There may be times, albeit not ideal, when a corridor of a ward may be mixed.  If 
this occurs, bedrooms, toilet and bathing facilities should be designated to achieve as much 
gender separation as possible and care supported by appropriate staffing.  In such cases 
men and women, or boys and girls, should not have to pass through or past the bedrooms or 
bed bays of the opposite sex to access their own bedrooms or toilet / washing facilities.  
Service users (patients) should not be required to pass through mixed communal areas 
adjacent to their bedrooms or bed bays to access their washing facilities.  The exception is 
toilet facilities used while in day areas only where service users are fully dressed. Where the 
physical constraints of the estate prevent the full compliance with single sex accommodation 
guidance mitigations will be put in place which will be fully described in standard operating 
procedures and will be approved by the Divisional Management Team 

 
9.6.2  Some toilets and bathrooms contain specialist facilities which are fixed (for example hoists) 

to make them accessible for disabled service users (patients). Such facilities may be 
designated unisex as long as they are for use by one person at a time, are lockable from the 
inside (with external override), a risk assessment has been conducted and where necessary, 
the service user (patient) is escorted by a member of staff.  The ideal remains to have 
segregated accessible facilities where this is possible. 

 
9.6.3  On mixed sex wards it is essential that patients (service users) and their families and friends 

are given a clear explanation of how the bedrooms and other facilities are organised to 
ensure privacy and dignity. 

 
9.6.4  In the event of an infection control outbreak, the individual ward / unit will support the on-

going provision of same sex accommodation requirements. 
 

9.7 Procedure for staff reporting breaches to compliance in relation to eliminating mixed 
sex accommodation 

 
Same sex accommodation requirement breach  
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A breach is defined as occurring at the point a service user (patient) is admitted to a mixed sex 
accommodation outside the terms of this policy, or if there is no provision of a women only lounge in 
a mental health ward* (*see section 8.5 above for definition).  Mixing is only justified (and therefore 
not a breach) if it is evidenced as being in the overall best interest of the service user (patient), or 
reflects their personal choice. 

 
A breach occurs at the point a service user (patient) is admitted to a mixed sex 
accommodation outside the terms of this policy including the following: 

 

¶ Placing a service user (patient) in mixed-sex accommodation for the convenience of staff, or 
from a desire to group patients within a clinical speciality. 

¶ Placing a patient in mixed-sex accommodation because of a shortage of staff or other ward 
issues. 

¶ Placing a patient in mixed-sex accommodation because of restriction imposed by old or 
difficult estate. 

¶ Placing a patient in mixed-sex accommodation because of a shortage of beds. 

¶ Placing a patient in mixed-sex accommodation because of a fluctuation in activity or seasonal 
pressures. 

 
Acceptable justification (NOT a breach) 

 
In the event of a life threatening emergency either on admission or due to sudden deterioration in a 
patientôs condition as follows: 

¶ Where a critically ill service user (patient) requires one-to-one nursing. 

¶ Where a nurse must be physically present in the room/bay at all times. 
 

In exceptional circumstances, such as a major incident (examples being a natural disaster, fire or 
flooding) mixing may be acceptable as an emergency response to extreme operational 
emergencies.  Such decisions will be made in accordance with the Trustôs Major Incident Plan and / 
or the relevant service Business Continuity Plans only.  

  
9.8 Trans Patients (Service Users) in relation to eliminating mixed sex    accommodation 

 
9.8.1 Trans person/people/man/woman are inclusive terms adopted in the late 1990s by the UK 

government.  Transgender people (that is, individuals who have proposed, commenced or 
completed reassignment of gender) have legal protection against discrimination.  Good 
practice requires that clinical responses be patient-centred, respectful and flexible towards 
all transgender patients (service users) who live continuously in the gender role that is 
opposite to their assigned gender at birth.  

9.8.2 Transgender people do not have to have undergone any surgery to change their gender, or 
propose to, in order to be protected from discrimination.  

9.8.3 Those patients (service users) whose gender identity differs to that of their assigned gender 
at birth should be treated as the gender they present as i.e. the way they dress, and the 
name and pronouns that they currently use.  This presentation may not always accord with 
the physical sex appearance of the chest or genitalia.  

9.8.4 Transgender patients (service users) must have sleeping accommodation, toilet and bathing 
facilities aligned to the gender with which they identity. This does not depend upon the 
patient (service user) having a gender recognition certificate (GRC) or legal name change.  

9.8.5 The views of a trans patient (service user) should take precedence over those of family 
members where these are not the same.  
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9.9 Responsibilities, accountabilities and duties 
 

9.9.1 Board of Directors 
The Board of Directors are responsible for the Trust having policies and procedures in place which 
meet national and local requirements and / or legislation in order to provide a service which is based 
on best practice.  The lead Director responsible for this policy is the Director of Nursing and Quality. 
 
9.9.2 Divisional Managers, Quality Assurance Leads and Team Leaders for in-patient 

services 
Divisional Managers, Quality Assurance Leads and Team Leaders for in-patient services are 
responsible for: 

¶ Monitoring compliance with this policy 

¶ Ensuring timely reporting of any non-compliance of this policy through the DATIX  incident  
reporting system. 

¶ Investigating any reported non-compliance with this policy 

¶ Implementing any actions required following audits, incidents or patient / carer / worker 
feedback relating to Privacy, dignity and mixed sex accommodation.  This may include 
individual worker development where there is evidence of failure in respect of related practice. 

 
9.9.3  In-patient Ward / Unit Managers and their Deputies 
In-patient Ward / Unit Managers and their Deputies are responsible for: 

¶ Ensuring workers are aware of this policy, its content, where to access it; and their individual 
related responsibilities. 

¶ Ensuring timely reporting of any non-compliance of this policy through the DATIX incident 
reporting system. 

¶ Ensuring timely recording in the service user (patient) record of the date, time and reason for 
the breach occurring. 

¶ Ensuring service user/s (patient/s) and their carers (where appropriate) receive an apology 
and an explanation of the reason for the breach. 

¶ Ensuring patient safety is maintained during the period of the breach. 

¶ Ensuring risk assessment/s, care plan/s and observation level/s are closely monitored and 
reviewed during the period of the breach. 

¶ Ensuring timely escalation within service management structure where support or resource is 
required to ensure patient safety during the period of the breach. 

¶ Investigating any reported non-compliance with this policy, including taking corrective action to 
prevent any recurrence. 

 
9.9.4 All workers  
All workers are responsible for: 

¶ Actively promoting the service userôs (patientôs) privacy and dignity at all times. 

¶ Ensuring that all service users (patients) are cared for with privacy, dignity, and in single sex 
accommodation (as defined within Section 8.5 of this policy). 

¶ Ensuring they are aware of their role to support privacy and dignity including when carrying 
out practice such as observational work. 

¶ Timely reporting of any breaches of this policy, including those reported to them by service 
users (patients), carers or other workers through the DATIX incident reporting system. 

 
Associated Documentation 
 
1. NHS 13-14 Standard Contract 
2. PL/CNO/2010/3, Professional Letter, Department of Health 
3. DSSA Principles, September 2009, Department of Health, Gateway Reference: 12610 
4. DSSA in Mental Health and Learning Disabilities, December 2009, Department of Health, 

Gateway Reference: 12940 
5. Assessment of Same Sex Accommodation.  Brief Guide for Inspection Teams (CQC 2015).  
6. Accessible Information Standard Specification (NHSE 2015). 
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 10.   Assessment and Care Planning (including CPA) 
 
Introduction 
 
The assessment and care planning process is a way to identify the needs of the service user and to 
agree and arrange their plan of care and treatment.  It is based on the principle that service users 
are equal partners in their care and are able to fully participate in the assessment process, actively 
collaborate in the development of their plans or statement of care, and contribute to the review of 
their care.  
 
The procedures apply to all service users who receive care or treatment from LPFT, and the staff 
who are providing care or treatment for them. 
 
Core Requirements  
 
The core components of the assessment & care planning process are; 
 
Systematic arrangements for assessing health & social care needs; upon referral to the 
services of LPFT, everyone should receive an assessment of their mental health, appropriate to 
their level of need, to determine their requirement for clinical care and treatment. 
 
Formation of a care plan; all service users accepted by secondary mental health services should 
have a single plan or statement of care or treatment which is current, and relevant to their situation 
and setting. 
 
Appointment of a key worker to monitor & coordinate care; when accepted, all service users 
will have a lead professional identified who has clinical responsibility for co-ordinating care. 
 
Regular review; services users will have a planned review to determine the effectiveness & 
outcome of the service userôs care or treatment to meet their individually assessed needs 
 
The service response to meeting these core components as recommended by the DoH (2008) is 
shown below; 
 

For those supported by the CPA process For those classified as óreceiving care but 
not on CPAô 

Care is coordinated by a CPA Care 
Coordinator 

Care is coordinated by a ólead professionalô  

A comprehensive multi-disciplinary 
assessment covering the full range of needs 
& risks (including risk, health & social care 
needs) 

A full assessment of the need for clinical care 
(including risk, health & social care needs) 

Comprehensive written plan that 
incorporates the care plan, crisis & 
contingency (staying well) plan & details of a 
formal review  

Plan of care set out in a simple care plan or  
letter that is sent out following every review 

On-going formal multi-disciplinary  review  at 
least every 6 months 

Reviewed & updated at least every 6 
months 
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Principles 
 
óA good care plan is one which service users have a sense of ownership. It is interactive, person-
centred and accessible in an understandable form. It provides recovery-focused individually relevant 
information, addresses current and future needs and sets out objectives that are achievable, time-
bounded and regularly reviewed. All decisions are justifiable and health professionals are 
accountable for any identified support that is not receivedô  (EQUIP SUCAG 2015) 
 
Teams must be clear on the nature of care planning processes they use ï for both service users 
supported by the CPA process if applicable, and those óreceiving care but not on CPAô.  The 
processes should be proportionate to the level of complexity and degree of care coordination 
required and must be in a format that allows it to easily be shared with the service user/carer 
 
The care plan should be created collaboratively with the service user as far as possible- 
evidencing the degree to which the service user has participated in its creation, or the challenges to 
this, and how staff will endeavour to overcome these challenges. Staff should not confuse the 
process of care planning, which is the process of engagement, involvement and negotiation with the 
service user on decisions about their care, with the outcome of the process, which may be the 
production of a ócare planô itself. The completion of a care plan is not just a clinical or administrative 
ótaskô to be completed and documented. 
 
The assessment & care planning process should be personalised- reflecting the service userôs own 
goals, aspirations and perspectives. 
 
The care plan should be easily accessible- both in terms of the language and content as well as 
being easy to locate within the electronic patient record 
 
All documentation and records, including paper and electronic records, including those that are part 
of the assessment & care planning process must be made in accordance with the Records Lifecycle 
Management and Information Governance Policy. 
 
Throughout the assessment and care planning stages, all staff must have regard for safeguarding.  
Safeguarding is about protecting children, young people and vulnerable adults from abuse or 
neglect.  All assessments should consider if the service user will be at risk as a vulnerable person, 
or put children, young people and other vulnerable adults at risk. 
 
Staff must be mindful of the impact of mental health conditions on the wider family and support 
network, not just identified carers and next of kin, ensuring that information is shared as appropriate 
and wider family members are given the opportunity to seek advice, information and express any 
concerns they may have. 
Although it is recognised that the sharing of information may sometimes be difficult, it is crucial to 
the ongoing wellbeing of both the service users and their carers.  
Staff must acknowledge that the carer is frequently the person who knows the service user best, 
often having regular contact over many years throughout many changes in mental health well-
being, social networks and professional support.  
 
The carer is often the person who has to offer support during out-of-hours crises, which can be 
stressful. By involving the carer in the development of the care plan and crisis plan where 
appropriate, or ensuring they have a copy of it, the carer can feel supported in assisting the service 
user to follow it. 
 
Some service users will have entitlement to Section 117 after-care. The elements of the care plan 
which are provided under this entitlement must be clearly and separately articulated (see Mental 
Health Act Policy 6a)  
 

http://www.lpft.nhs.uk/assets/files/Accessing%20our%20information/Policies%20and%20Procedures/mhapolicyv4(1).pdf
http://www.lpft.nhs.uk/assets/files/Accessing%20our%20information/Policies%20and%20Procedures/mhapolicyv4(1).pdf
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Help and guidance on assessment and care planning processes can be obtained from the Team 
Coordinator - Assessment & Care Planning. 
 
Confidentiality and Communication 
 
The service user must be provided with details of how we use their information, in line with the 
Records, Lifecycle, Management and Information Governance Policy In addition to the need to 
protect confidentiality, it is equally important that we share information appropriately, with carers and 
other agencies, with the consent of the service user in most cases.  
  
Application of the Care Programme Approach - CPA 
 
Whilst the expression Care Programme Approach was first introduced in mental health services in 
1991, since the publication of Refocusing the Care Programme Approach (DoH 2008) the term Care 
Programme Approach is now specifically used to describe the approach used in secondary mental 
health care to assess, plan, review and coordinate the range of treatment and support needs for 
people in contact with secondary mental health services who have complex characteristics as 
defined below. 
 
CPA care and support must be discussed and agreed with the service user and the practitioners 
involved in the care.  Where there is disagreement within the Multi-Disciplinary Team about the level 
of support from CPA, advice should be sought from relevant clinical leads or managers within the 
service, such as the Team Leader, Divisional Manager, Quality Lead or Clinical Director. Where 
there is a disagreement that cannot be resolved, the service user can appeal against the decision.   
 
Characteristics to consider when deciding if support of CPA is needed  
 
Determining whether CPA applies is a matter for professional judgement based upon the service 
userôs presentation and/or level of service provision, where a level of complexity indicates that a 
more coordinated approach would be beneficial. For further guidance and to see a list of 
characteristics to support a clinical decision on using the classification of CPA see Appendix 9.1 
Where staff are making a clinical judgement whether the support of CPA is needed, the clinical 
supervision process should be used to as a forum to discuss these decisions. 
 
All clinical decisions, including the clinical rationale regarding, and changes to or continuation of the 
CPA level agreed, must be fully documented in the clinical records.  
 
Whilst it is recognised that historically the practice and application of CPA has been focused on 
adults of working age, the principles can equally be applied to other secondary mental health 
services provided by LPFT.  
 
Inpatients 
 
Ordinarily, individuals admitted to the Trustôs inpatient beds will receive care and treatment through 
the CPA process. This includes anyone detained under the Mental Health Act. There will be 
exceptions to this, for example, a service user who is briefly admitted suffering from a drug induced 
psychosis would not require a classification of CPA. The CPA classification may be reviewed during 
the inpatient stay or as part of discharge planning by the multi-disciplinary team and should take 
account of the service userôs presentation, the characteristics contained within the national CPA 
guidance as reflected in Appendix 9.1, as well as a service userôs current clinical risk formulation.  
 
If a service user who is admitted to an inpatient area already has an identified CPA Care 
Coordinator or lead professional, they must remain in the active role as CPA Care Coordinator and 
remain in contact with the service user and named nurse to ensure continuity of care particularly in 
relation to discharge planning.  
 

http://www.lpft.nhs.uk/assets/files/Accessing%20our%20information/Policies%20and%20Procedures/records-lifecycle-management-and-info-gov-policy-v6.pdf
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If a service user who is admitted to an inpatient bed has not previously been supported by LPFT, 
the named nurse will act as the CPA Care Coordinator (but will record themselves as the Named 
Nurse in the service userôs health record) until a decision is made whether or not further care is 
required on discharge.  
 
If a service user has been assessed as requiring a CPA Care Coordinator or lead professional to 
provide support following discharge, a referral to the appropriate community team must be facilitated 
and a care co-ordinator must be identified and in place at the earliest point possible prior to 
discharge.  
 
Timescales & Transfers from/to CPA 
 
The frequency of review for service users receiving support from the CPA process should be 
determined by clinical need, but take place at least 6 monthly. Review must include the review and 
updating of assessments in order to update the plan of care accordingly. 
 
For service users who are receiving care and treatment from the Trust outside of the CPA process, 
service users must either be reviewed at every appointment or undertaken through a formal planned 
review at least 6 monthly. 
  
Updated assessments should inform any updates of the care plan, statement of care or treatment. 
 
Services should be careful that the robust support that the CPA process offers, is not withdrawn 
prematurely because a service user is stable when it may be a high intensity of support that is 
maintaining the personôs well-being (DoH 2008) 
 
The additional support of CPA should not be withdrawn without: 
 

¶ An appropriate review or handover which involves all the relevant people 

¶ An exchange of appropriate information with all relevant people, including carers 

¶ Plans for ongoing support and follow-up, including plans for future review 

¶ A clear understanding about the action to be taken in the event of relapse to minimise the 
negative impact on the personôs well-being e.g. a completed crisis & contingency plan  

¶ A formal review of any elements of the care plan provided through an entitlement to after-care 
provided under Section 117 Mental Health Act 1983 

 
Transfers of responsibility 
 
In the event of any transfers of responsibility to another healthcare professional, either within or 
outside of the Trust, the lead professional is responsible for ensuring that transfer of care is agreed 
and all relevant information is transferred in a timely manner (in accordance with the Recordôs 
Management & Information Life Cycle Strategy and Discharge/Transfer Policy (chapter 12 of the 
Clinical Care Policy). 
 
If a service user is transferred to an Out Of Area Placement via the OATS panel or the East 
Midlands Specialised Commissioning Group, or is placed in residential or nursing home care which 
is being funded by LPFT, the role of lead professional must be retained by the LPFT professional 
concerned.  
 
Where possible, transfer to another service should not occur during an acute phase of illness; 
transfer should wait until the acute phase is over. 
 
Any service forwarding service user related information to another care provider must ensure receipt 
of arrival is recorded through the completion of the Transfer of Care to Another Provider Form 
(appendix 12.6 of the Clinical Care Policy). 
 

http://www.lpft.nhs.uk/assets/files/Accessing%20our%20information/Policies%20and%20Procedures/records-lifecycle-management-and-info-gov-policy-v6.pdf
http://www.lpft.nhs.uk/assets/files/Accessing%20our%20information/Policies%20and%20Procedures/records-lifecycle-management-and-info-gov-policy-v6.pdf
http://www.lpft.nhs.uk/assets/files/Accessing%20our%20information/Policies%20and%20Procedures/clinical-care-policy-v2.9(1).pdf
http://www.lpft.nhs.uk/assets/files/Accessing%20our%20information/Policies%20and%20Procedures/clinical-care-policy-v2.9(1).pdf


Page 29 of 553 

 

All services must ensure that when a service user is transferred or discharged from individuals, 
teams or areas, this is clearly documented to evidence transfer of responsibility. 
 
Divisional responsibility 
 
Assessment & care planning requirements will differ depending on the client group, level of 
complexity and nature of the service or team providing the care and treatment.  Each LPFT Division 
must have in place a written protocol that sets out; 

¶ The relevance and application of the CPA characteristics as a process for identifying the most 
complex service users within the services delivered by the division 

¶ The nature and responsibility of different care roles within the assessment & care planning 
process, including lead professional, Care Coordinator, named nurse and any additional roles 
such as assistant practitioners. 

¶ The agreed clinical pathway for care and treatment within each team, reflecting the 
assessment process, including risk, health & social care as appropriate & supporting 
documentation/recording processes and agreed processes/timescales for reviewing these 

¶ The agreed nature and format of creating and communicating the service users care plan, 
whether classified as óCPAô or óReceiving Care but not on CPAô  

¶ The frequency and nature of reviews within the service, and how they will be recorded in line 
with local and national requirements 

¶ Any agreed transitional protocols that support transitions between LPFT services that have 
been agreed 

¶ Any service specific protocols and guidance around responding to missed appointments 
where a service user has ófailed to attendô or óDNAôdô.  

¶ Local divisional arrangements for monitoring the consistency and quality of assessment & 
care planning processes 
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Appendix 10.1 
 

 
 
 
Characteristics to consider when deciding if support of CPA is needed 
 
This is not intended to be a CPA eligibility tick list, but a list of characteristics relating to both the 

person and their wider circumstances that can be considered when determining support from 
CPA;   

ü Severe mental disorder (including personality disorder) with a high degree of clinical 
complexity 

ü Current or potential risk(s), including: 

¶ Suicide, self-harm, harm to others (including history of offending) 

¶ Relapse history requiring urgent response 

¶ Self-neglect / non concordance with treatment plan 

¶ Vulnerable person related to mental illness e.g. 
o Exploitation 
o Financial difficulties 
o Dis-inhibition 
o Safeguarding issues e.g. financial, sexual, physical, emotional 
o Cognitive impairment 
o Adult/Child protection issues 
o Challenging behaviour 

ü Current or significant history of severe distress/instability or disengagement 
ü Have mental health problems co-existing with other problems such as substance misuse or 

learning disability 
ü Require more frequent and intensive interventions, such as medication management 
ü Multiple service provision from different agencies, including: housing, physical care, 

employment, criminal justice, voluntary agencies 
ü Currently detained under Mental Health Act (including Supervised Community Treatment) 
ü Recently detained under Mental Health Act (receiving support from CPA for at least 6 

months, then subject to review recommendations) 
ü Receiving additional support from a crisis team/home treatment team as an alternative to 

inpatient care 
ü Significant reliance on carer(s)  

 

Additional factors that may compound the complexity ï Individuals who may be 
experiencing disadvantage or difficulty as a result of mental illness with: 

 

¶ Parenting/significant caring responsibilities  

¶ Physical health problems/disability 

¶ Unsettled accommodation/housing issues (such as any Supporting People activity) 

¶ Employment issues when mentally ill 

¶ Significant impairment of function due to mental illness 

¶ Ethnicity (e.g. immigration status; race/cultural issues; language difficulties; religious 
practices; sexuality or gender issues). 
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11. Clinical Risk Assessment and Management 
 
11.1 Purpose and Rationale 
 
Principles (Assumptions) 
 
This policy is based on the following three core assumptions: 
 
a. Service users should expect that the clinical risks presented by them will be assessed and 

reviewed as often as deemed necessary in order that the risks identified can be managed 
effectively, safely and progressively over time; 

b. Service users should expect staff in Lincolnshire Partnership NHS Foundation Trust (LPFT) to 
demonstrate a good if not high level of competence in the assessment and management of 
clinical risk and that competence in this area will be promoted by 

 
(i) Trust sponsored training courses that are freely available and appropriate for the needs of 

clinical staff in the different divisions; 
(ii) An easily accessible network of qualified support and advice with which care plans 

incorporating risk management guidance can be checked and improved. 
 
c. Positive risk management of service users will be promoted but only when  
 
(i) There is a shared and good understanding of the risks posed by the service user; 
(ii) When risk can be effectively and repeatedly assessed and there are the resources to manage 

the risk and protective factors identified as relevant to the case at hand; 
(iii) Where the outcome of assessment and management activity will be an improvement in the 

service userôs quality of life and mental health over time. 
 
11.1.1 Risk is an unavoidable component of the life of any individual and it is neither possible nor 

desirable to remove all risk from the experience of service users.  However, members of the 
public have a right to be protected from any significant harm that may be posed by a service 
user of LPFT, where those rights are legitimately subject to 

 
a. The limitations of available information; 
b. The capacity of Trust staff to anticipate often complex clinical risk. 
 
11.1.2 Decisions involving clinical risk always involve balancing the health and safety of service 

users and others with service usersô quality of life, their personal growth and their right to 
exercise choice and autonomy in the care they receive.  It is acknowledged that achieving 
this balance is often a complex task where absolute safety can never be guaranteed. 

 

11.1.3 Structured professional (or clinical) judgement is the approach recommended as the core 
technique for assessing and managing the risks posed by service users to themselves or to 
others. Structured professional judgement is a method designed to promote best practice in 
risk assessment by the linking of judgement to an evidence-base, both of the risks to be 
managed (e.g. risk of violence) and good clinical practice. Structured professional judgement 
is to be contrasted with risk prediction or actuarial risk assessment in which judgments (e.g. 
low, moderate, high) of likelihood of re-offending are made. While the latter approach can be 
useful, it does not encapsulate all of what practitioners are interested in when they are trying 
to prevent a harmful outcome from occurring in an individual service user. The structured 
professional judgement approach lends itself to multidisciplinary team work, leading to the 
formulation of risk potential, and transparent risk management planning linked to the risk 
factors and protective factors identified in a single individual.  Actuarial risk assessment 
cannot be used in a satisfactory or transparent way to achieve this same outcome (Hart et al, 
2007). (Practical guidance can be found at appendix 1). 
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11.1.4 Service users and carers should receive all the support they wish and require in order to 
contribute to risk assessments and risk management planning, as well as to make careful 
and acceptable judgements about the potential benefits as well as the potential hazards of 
any situation they encounter or with which they are attempting to manage. 

 
11.1.5 Information and encouragement should be given to service users and carers in order to 

maximise their freedom of choice, and to encourage independence (having regard to their 
capability in law, their age and level of understanding). Adults who lack capacity in law 
should be protected from significant harm. 

 
11.1.6 Service users and carers should be able to access clinical information regarding risk, held in 

their name, and they should be informed in advance on what basis this information may be 
shared with others. Decisions that follow from assessments of clinical risk should be shared 
with those affected or their representatives. 

 
11.1.7 All clinical risk assessments should be sensitive to the race, religion, culture, gender, sexual 

orientation, disability, and communication needs of service users. 
 
11.1.8  Interventions following from assessments of clinical risk should be the least restrictive 

possible in the circumstances. 
 
11.2 Rationale 
 
11.2.1 The purpose of this policy is to ensure a thorough and consistently high standard of practice 

in respect of clinical risk assessment in order that the range of relevant clinical risks can be 
identified and then managed effectively and safely. This policy proposes the following 
framework: 

 

¶ The policy sets out the principles underlying clinical risk assessment in LPFT; 

¶ The policy proposes a system for managing clinical risk assessment tools within the Trust and; 

¶ The policy outlines the systems for ensuring that appropriate and high quality training and 
post-training support is provided to staff to support the practice of clinical risk assessment 
across all divisions. 

 
11.2.2 This policy is substantially underpinned by 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, available from www.nimhe.csip.org.uk/risktools. This is a set of 
guidance published by the Department of Health in June 2007 and updated in December 
2008, which is intended to provide direction in a key area of clinical practice. 

 
11.2.3 This policy has also been informed by Rethinking Risk to Others in Mental Health Services:  

Final Report of Scoping Group, which was published by the Royal College of Psychiatrists in 
June 2008 and is available from www.rcpsych.ac.uk/files/pdfversion/CR150.pdf. While this 
report focuses on risk of harm to others, it reiterates the principles of best practice and the 
use of tools. 

 
11.3 Scope 
 
11.3.1 This policy and procedure applies to all practitioners in LPFT, regardless of qualifications 

and experience, who are required to assess and manage clinical risks as a part of their 
duties, whether on Trust premises or not. 

 
11.4 Duties 
 
11.4.1 The Director of Nursing and Quality is responsible for ensuring that practice in clinical risk 

assessment and management in LPFT is at an acceptable standard and is informed by 

http://www.nimhe.csip.org.uk/risktools
http://www.rcpsych.ac.uk/files/pdfversion/CR150.pdf
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current research and thinking on the subject.  This requirement will ensure that revisions to 
this policy will be appropriate and well informed. 

 
11.4.2 Service Managers are responsible for ensuring that their staff are aware of this policy and 

are able to access the appropriate training in order to comply with this policy. The Service 
Managers will also need to ensure that processes are in place to monitor compliance with 
this policy. 

 
11.4.3 Team Coordinators and Ward Managers will ensure that all practitioners utilising clinical 

risk assessment tools use  
 
a. Only tools described in the Trustôs Portfolio and (b) the clinical risk assessment and 

formulation framework. Further, service managers will ensure that all practitioners are trained 
and familiar with the tools they use. 

b. The clinical risk assessment and formulation framework.  Further, service managers will 
ensure that all practitioners are trained and familiar with the tools they use. 

c. The Clinical Risk ï Managerial Supervision Support Tool (appendix 4) in each supervision 
session to ensure robust use of the framework and support ongoing professional 
development. 

 
11.4.4 All Practitioners in LPFT must ensure that their practice in respect of clinical risk 

assessment and management adheres to the principles described in this policy. Further, 
they must ensure that their training in the use of the tools recommended is no more than 
three years old. 

 
11.5 Process 
 
11.5.1 Clinical risk assessment, formulation and management are integral to mental health care.  

The format described below is intended to support and enhance current practice when 
assessing and managing clinical risks within LPFT. 

 
11.5.2 A clinical risk assessment should make reference to the following five elements: 
 

¶ A clear statement about the nature of the harmful outcome to be prevented (e.g. harm to 
others, harm to self, and suicide). 

¶ A brief summary of the risk and related protective factors that are relevant to the harmful 
outcome to be prevented (e.g. mental illness, personality disorder, substance misuse, social 
support).  Tools such as the Waterlow, Falls Assessment or a more technically demanding 
tool like the HCR-20, can be used to help practitioners identify what the most important risk 
and protective factors are in each case. 

¶ A risk formulation, which is an account usually presented in a paragraph or so of text, in which 
the practitioner working with the client and/or colleagues in a multi-disciplinary team provides 
an account or explanation for the risks presented by the service user.  This account will 
explain how and why the most relevant risk and protective factors interact with one another to 
create elevated risk. 

¶ Risk factors can be categorised using the following fformulation focused (5Pôs): 
 

-   Problem: The specific risk that is being considered. 

-   Predisposing Factors: The factors that increase vulnerability to develop the risk 
behaviour(s). 

-   Precipitating Factors: The factors that trigger the onset or exacerbation of the risk 
behaviour(s). 

-   Perpetuating Factors: The factors that maintain the risk and prevent its resolution. 

-   Protective Factors:  The factors that prevent any deterioration in the risk. This can 
include any interventions in place.  (See Clinical Risk Guide: A New Way of Thinking and 
Pocket Pôs ï supplied to all staff as part of training) 
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3rd Tier - specialist  

tools e.g. HCR-20 + 2nd tier 

2nd Tier   5P s risk formulation                 

for each identified risk domain. 

 

1st Tier  no/limited risk identified 

 complete CRF up to identified risk domains 
No need to formulate if no risks identified.  

Evolving formulation, complexity and 

increasing specialist needs. 

 

¶ A risk management plan will be linked directly to the risk and protective factors used in the risk 
formulation. The plan will provide suggestions of treatment strategies designed to repair or 
restore psychological (and/or physical) functioning. It will provide suggestions for supervision 
strategies, designed to contain or organise or structure the service userôs day-to-day life thus 
reducing the potential for harmful outcomes to be triggered. The plan will also make some 
suggestions for how risk can be monitored during the periods between reviews, by identifying 
early warning signs of a relapse to violence or self-injury or suicide and suggestion what might 
be done to prevent them from resulting in a harmful outcome. 

¶ It is expected that the risk management plan will help change the most important risk or 
protective factors, reducing the potential for harmful outcomes to happen.  Reviews examine 
the effectiveness of risk management strategies and recommend either their continuation 
because risk is being effectively managed or their improvement in order to manage risk more 
effectively or confidently.  A risk management plan should recommend what those conducting 
future reviews need to look out for as evidence of improved or insufficient risk management. 

 
The LPFT Clinical Risk Assessment and Formulation Framework may be presented in two different 
ways dependent upon the complexity of service user needs, these will be via either the full 
framework for complex cases managed within teams (Appendix 2) or the risk summary statement 
for less complex cases managed most frequently by individual clinicians (Appendix 3). They are 
regarded as clinical risk assessments due to containing all of the above five elements. 
 

Risk assessments within LPFT are understood through a tiered model (figure 1.) 
 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Each of these three tiers of risk assessment should be regarded as ideally a multidisciplinary 
undertaking ï the views of many (e.g., a care team) are more desirable than the views of one. 
However, one member of the clinical team may take responsibility for collating and communicating 
the findings of the assessments made. 
 
The involvement of a service user in a clinical risk assessment should be sought. Their collaboration 
in the identification of most relevant risk and protective factors, the risk formulation and the risk 
management plan is highly desirable. The reason for any non-involvement should be sought and 
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recorded. Risk assessments may proceed without the involvement of the service user where risks to 
self or others require urgent management. The service user should be informed of this. 
 
Provision should be made for service users who have limited cognitive ability or limited language or 
communication skills. For example, the risk assessor may work more closely with fellow 
practitioners and family members or carers to gather information and develop the formulation. If the 
service userôs first language is not English or if the service user has hearing problems, an interpreter 
should be used to ensure communication is possible. 
 
Attempts must also be made to engage service users who are acutely mentally unwell. However, if 
risk of harm to the self or others is regarded as imminent and unacceptably high or potentially 
unmanageable, the risk assessment should proceed urgently. The absence ï and indeed, the 
presence ï of involvement should be recorded in all communications made following the 
assessment (e.g., a report). Efforts should be made to engage these service users in a collaborative 
risk assessment on the next occasion one is required and it is safe for all parties to do so. 

 

Risk Assessment Process 

1. Information collation (i.e. sources of information): 

¶ Interview with service user (see 3 below); 

¶ Interview with carers or relatives; 

¶ GP or primary health care team feedback; 

¶ Medical notes; 

¶ Other agencies e.g. probation, MAPPA or MoJ (Ministry of Justice); 

¶ Past institutional services e.g. education or employment reports; 

¶ Criminal justice information e.g. PNC (Police National Computer) or witness 
statements or court transcripts; 

¶ Past professional reports e.g. psychological, educational or psychiatric reports. 

2. Risk Identification this is created through an individualised risk assessment and formulation 
process. There must be a separate risk events form (see Appendix 2) regularly updated, 
which includes the following: 

¶ What happened? 

¶ What were the circumstances? 

¶ What were the consequences? 

¶ How does the incident relate to mental health/disorder? 

¶ Actions taken in response to the risk event 

¶ Recency of risk behaviours (how recent?) 

¶ Severity (outcome?) 

¶ Frequency (how often?) 

¶ Pattern of risk incidents (risk indicators/risk paralleling behaviours) 

3.  Risk assessment interview: 

¶ Identification of risk factors relevant to each domain- risk to self, risk to others, risk, 
from others, risk otherwise unspecified. (perpetuating and predisposing factors) 

¶ History ï triggers/precipitating factors increasing risk, protective factors/interventions 
reducing risk (service user interview, reports and relative interview plus óotherô 
collateral history 

¶ Current thoughts and mental state 

¶ Current social circumstances and care plans/needs assessment 

¶ Should evaluate past incidences of risk behaviours:  motivation for the behaviours, 
nature of the harm, consequences, circumstances of the incident, victim details 
(where relevant), risk factors present at the time and what happened after/outcome? 

¶ Any protective factors should be noted. 

¶ Attention should be focused on current symptoms, level of impulsivity, current 
thoughts of self-injury or violence, current access to means or victims.  Exploration 
of coping strategies is important in this process. 
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¶ Any exposure to environmental or social destabilising stressor(s) needs to be 
considered, including likely future stressors in planning a transition. Any unmet 
needs should be considered as potential risk interventions. 

 

11.6 Frequency of risk assessments and reviews 
 
Risk assessment and formulation must occur, but it is not limited to: 
 

¶ Upon referral 

¶ When care is reviewed e.g. Ward Round/Outpatients/CPA 

¶ Following any changes in circumstances or risk factors, e.g. serious incidents  

¶ Known high risk times, e.g. post discharge or significant anniversaries 

¶ When a transition occurs between services (e.g. transfer between teams or professionals such 
as admission and/or discharge from hospital). 

¶ To support clinical decisions about leave or discharge. 

¶ Even if there is no change, risk assessment should be updated at least every six months. 
 

Tier one and Tier two risk assessments will form the majority of the risk assessments undertaken 
with Tier Three assessments being relied upon for more complex or challenging cases, that is, 
those where there are competing problems or single problems that are severe in presentation or 
consequences. Tier Three assessments will be utilised less frequently due to the specialist nature of 
the assessment tools. A tier three risk assessment should be considered when the service userôs 
clinical presentation is complex (e.g. extensive psychiatric comorbidity), risks exist in a number of 
areas or have the potential to result in incidents that are severe in their consequences for the 
service user (e.g. the client is a serious suicide risk) or others (e.g. the client is at risk of violence, 
sexual violence, intimate partner violence, stalking or harassment).  
 
11.7 Purpose and use of LPFTôs Organisational Portfolio or Clinical Risk  Assessment 

Tools 
 
All clinical risk assessment tools used in Lincolnshire Partnership NHS Foundation Trust must have 
a basis in evidence. The Best Practice in Managing Risk guidance referred to earlier contains a 
section on risk tools and a summary of the evidence base upon which they have been generated. 

 
11.8 Development and Approval of New Clinical Risk Assessment Tools 
 
As part of all normal service developments there may be times when existing clinical risk 
assessment tools will no longer be appropriate for the circumstances of a particular patient group.  
Accordingly when a new or revised clinical risk assessment tool is identified it will be the 
responsibility of service managers to ensure they are approved reflecting the corporate procedure 
(Appendix 5) for approving or reviewing clinical risk assessment tools.  
 
Where a service has identified a need for an alternate or additional clinical risk assessment tool or 
process, in addition to those listed in the Trustôs portfolio of approved risk assessment tools, the 
service manager will nominate a lead practitioner to take this work forward, review the literature, 
collect appropriate evidence and submit this to the Patient Safety and Experience Committee for 
evaluation.  Services should ensure that training requirements are identified and can be met for any 
new clinical risk assessment tools seeking approval. 
 
Once satisfactory appraisal of the clinical risk assessment tool is complete it will be forwarded to the 
Patient Safety and Experience Committee for approval. Where a new clinical assessment tool is not 
approved the appropriate service will be provided with a summary of the reasons for non-approval 
and recommendations made to re-submit as appropriate.  
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Approved clinical risk assessment tools will be forwarded to the Quality Committee for ratification.  
Following this, the Quality and Safety Team Leader will be notified and add the new or revised 
clinical assessment tool to the Trustôs Clinical Risk Assessment Portfolio, specifying the service in 
which the tool has been approved for use  before the new assessment is added to the electronic 
clinical system and this policy.  
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Appendix 11.1 

Management of Risk Additional Guidance 
 
Formulation of risk gives the health professional the opportunity to consider the factors contributing 
to risk and for the development of a management plan. Factors to be considered in the 
management of clinical risk include: 
 
Mental State 
 

¶ Behaviour: Dangerous or threatening, verbal and non-verbal threats, deliberate self-injury, 
aggression. 

¶ Affect: Arousal, anger and hostility, irritability, suspiciousness and fear, low or elevated 
mood. 

¶ Cognition: Thought or fantasies of deliberate self-injury or harm to others, persecutory 
thoughts and delusions of external control, confusion, preoccupation, obsession and 
jealousy, loss on self-control mechanisms, cultural beliefs. 

¶ Perceptions: Command hallucinations (especially linked to delusional beliefs) 
misidentification. 

 
Environment and Current Factors 
 

¶ Immediate Stressors: Hospital admission, the potential to abscond. Substance abuse, 
intoxication or withdrawal. Relationship difficulties, the presence or absence of social 
support. The presence or absence of treatment and non-compliance with treatment, 
persecution or threats from others, arrest or pending criminal charges, loss including death 
of a friend or fellow service user, cultural transition or financial pressures. 

¶ Access: To weapons, medicines and victims.  Important to give consideration to whether the 
individual has access to motor vehicles and what risks this may pose to themselves or 
others. 

¶ Situation: Home, homeless, hospital or prison. 

¶ Individualôs attitude: Level of co-operation, refusal to co-operate (including an expressed fear 
of compulsory treatment). 

 
Historical Information 
 

¶ Illness and incidents 
 
- Patterns of illness and psychiatric history. 

- Previous history of absconding from hospital. 
- History of incidents and previous behaviour is the strongest indicator of future 

behaviour 
- Consideration should be given not only to previous convictions but also to incidents 

where no conviction has been secured and incidents where no action has been taken 
by the police.  In some the victim, if a carer or relative, may not report the incident. 

- Previous treatments and outcomes. 
- Features of past crisis and patterns of previous recovery response. 
- Personal history. 

 

¶ Personality 
 

- Usual coping strategies. 
  

¶ Background 
 

- Relevant demographic details, age and sex, culture, sexual orientation, dynamics 
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- Culture 
- History of violence, deliberate self-injury and other behaviour 

 

¶ Current Circumstances 
 

- Current sources of stress and living circumstances 
- Precipitating events and context 
- Compare current context, stressors and circumstances to the same in previous 

presentations/episodes 
 

¶ Risk Factors 
 

- Identify relevant current risk factors 
- Prioritise risk factors 

  

¶ Risk Statement 
 

- Nature and seriousness of a predicted event (how likely is it and how severe will it 
be?). 

- Probability of adverse event 
- Circumstances and precipitants (what circumstances will make the event more likely, 

and more serious if it does happen?) 
- Imminence of risk 
- Means and access 
- Moderating factors (what circumstances will help reduce the likelihood of this event 

and make the impact less severe if it does happen?) 
- Over what length of time is this assessment valid from? 
- When is the next assessment due and by whom? 

 
When a clinical risk is identified the management plan will address the immediate risks, ongoing 
management and future preventative actions, taking into account the context of care, the 
opportunity, means and motivation of the service user.  Contingency plans are an essential element 
of the risk management plan and contain actions to be taken by the service user or their family 
(where appropriate) in the event the service usersô mental health or learning disability deteriorates 
resulting in increased risk of relapse. 
 
Balance of Risks 

On occasions it is sometimes in the personôs best interest to take a therapeutic risk.  A clinical 
programme which attempts to avoid all risk can create an over restrictive environment which will 
diminish the service userôs opportunities and experience to recover. 
 
Clinical decision-making must be based on a complete review of the clinical risks and benefits. 
Obtaining favourable clinical outcomes and reducing the likelihood of harm needs careful judgement 
around a variety of clinical factors and requires the clinician to balance the clinical risk against any 
potential benefit.  
 

Cultural Issues 

In the assessment and management of clinical risk, care should be taken to consider specific 
cultural issues: 
 

¶ Effective communication, is translation required? 

¶ Different concepts of mental illness. 

¶ Use of language. 

¶ A reluctance to disclose, or shame about disclosure. 
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¶ Tolerance of perceived threat and the management of risk. 

¶ Involvement of family members in the assessment. 

¶ Have cultural beliefs been considered? 
 
Whenever appropriate, and with the agreement of the service user, it is desirable to involve 
someone from the personôs culture in the clinical assessment and care plan of the service user.  
Awareness of cultural issues is important for effective planning and positive outcomes.  It must be 
noted that cultural issues may manifest in unfamiliar behaviour which could be misinterpreted as 
aggression or other unfamiliar behaviour which may be misinterpreted. 
 
Violence and Mental Ill Health 
 

¶ The vast majority of persons with a mental health problem pose no greater risk to others 
than do the general population. 
 

¶ The most reliable predictor of violent and offending behaviour by a person with a mental 
health problem is the same as for the general population: namely a previous history of 
violent and offending behaviour. 

 

¶ When a person with a serious mental illness (schizophrenia or manic depressive disorder) 
has active psychotic symptoms, is in relapse, or has stopped taking medication the clinical 
risk they pose to others is increased. 

 

¶ The risk of harm to self and others is raised further when a person with a serious mental 
illness has active psychotic symptoms, is using drugs or consumes excess alcohol 
especially if they were previously violent when ill. 

 
Risk of violence is increased by the presence of active psychotic symptoms and non-compliance 
with medication.  The control of risk in this area is best managed by ensuring that effective 
monitoring systems for the personôs mental health are in place.  Early signs of relapse can then be 
responded to with CPA contingency plan that provides prompt access to appropriate services. 
Some of the factors associated with increase clinical risk of harm to others include: 
 

¶ Clinical history  
   

- Course and characteristics of illness. 
- Personality, development.  
- Family background and individual circumstances. 

   

¶ History of risk behaviour 
  
- Violent acts and threats. 
- Other relevant offences. 
- Danger to self? 
- Detail behaviour circumstances and outcome. 
- Use primary sources if possible or reliable summaries. 
- Has risk escalated? 
- Trigger factors or circumstances. 
- Recognisable patterns of concern. 
- Use of weapons and access to weapons. 
- Planning and foresight. 

 

¶ Victim characteristics  
  
- Specific characteristics. 
- Likely victims ï are they aware of the risk? 
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- Access to likely victims? 
 

¶ Early warning signs  
  
- Patterns of illness and behaviour. 
- Later warning signs. 

 

¶ Intervention  
 

- What is or is not effective? 
- Can the risk be contained? 

 

¶ Special abnormalities in mental state associated with increased clinical risk 
  

- Command hallucinations, morbid jealousy. 
 

Suicide and Mental Ill Health 
 
Clinical risk assessment does not allow for the certain prediction of suicidal behaviour (Department 
of Health, 2002).  While risk factors can often be present, completed suicide is an uncommon event.  
Past presentations and current risk factors should draw the attention of the clinician to the likely risk 
of a suicide. 
 
Predisposing Risk Factors 
 

¶ Family history of suicide or mental illness. 

¶ Impulsive or borderline personality. 

¶ Intellectual and social disadvantage. 

¶ Social isolation and lack of support. 

¶ History of abuse sexual and physical. 

¶ Unhappy childhood or family background. 

¶ Depression. 

¶ Schizophrenia or effective disorder. 

¶ Substance misuse. 

¶ History of suicide intent/behaviour. 
 
Precipitating Factors 
 

¶ Interpersonal stresses, for example break up of a relationship. 

¶ Separation or recent loss. 

¶ Anniversaries or reminders of deaths or loss of others. 

¶ Imprisonment or threat of imprisonment. 

¶ School (bullying) or work problems. 

¶ Unwanted pregnancy. 

¶ Recent move. 

¶ Job Loss. 

¶ Exposure to suicidal behaviour (peer suicide for adolescents). 

¶ Cultural issues (shame). 

¶ Intoxication with alcohol or drugs. 

¶ Pain, chronic illness and disability. 
 
There is an increase in the rate of suicide attempts if there has been a recent showing of a 
television soap opera when an act of deliberate self-injury or suicide has been part of the plot line.  
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Suicide attempts made whilst the individual is intoxicated should be regarded as potentially serious 
and a reassessment of their clinical risk should be made when they are sober. 
 
Service users that have made a previously potentially lethal attempt at suicide (especially when 
there was a high probability that they would not be found) should be assessed and managed with 
particular care. The practitioner should enquire as to the service userôs suicide ideation even when 
the service user makes no mention of it themselves.  Such an enquiry is unlikely to provoke intent 
and is likely to elicit further information for the management plan. 
 
Example Questions: 
 
Self-Injury/Suicide: 
 

¶ How do you feel about the future? Does everything seem hopeless?  

¶ Have you ever felt that life is not worth living? 

¶ Have you ever acted upon suicidal thoughts before (method (lethality), mental state, 
stressors, and wider circumstances at the time ï are these similar to now?) 

¶ Do you have any current thoughts of harming yourself now or recently? 

¶ Do you think you would act upon these thoughts? 

¶ Why do you feel this way do you think? (i.e. motivations ï e.g. sleep/escape/punish self or 
others/feeling not worthy/command hallucinations/communicate distress or relieve tensions) 

¶ Are there particular times or situations, that trigger your thoughts/feelings? 

¶ Is there anything that you would change that would make you feel differently?  

¶ If you have had suicidal thoughts in the past and not acted upon them: why? What stopped 
you from acting out on them? 

¶ What do you think could prevent you from acting on them now?  
 
Post suicidal attempt: 
 

¶ Why now? Was it a sudden or planned decision?  

¶ What was happening for you at the time (motivation) 

¶ Did you make any preparations e.g. make a will/sort out affairs beforehand? 

¶ Did you do it when no one else was around? 

¶ What did you think about when you did it? Did you think about anyone else and how it might 
affect them? 

¶ Did you feel relieved that you survived? 

¶ What has changed? What can be changed? 
 
Violence: 
 

¶ Have you been stressed recently? (details) Has anyone upset you recently? 

¶ Have you ever had thoughts of hurting anyone? (plus details) 

¶ If you wanted to hurt someone how would you do it? 

¶ Do you carry weapons/make weapons for this or any other reason? 

¶ Have you ever thought about killing someone? 

¶ Do you have thoughts of hurting or killing someone now? 

¶ How often do you think about it?  

¶ Are these thoughts triggered by situations/times or events? 

¶ Have you ever acted upon these thoughts? (plus details) 

¶ Whatôs your explanation on why you have these thoughts? (and explore motivation) 

¶ How would violence help you, with your problems? 

¶ What stops you from acting upon these thoughts? 

¶ Do you have any current plans? 

¶ Are you planning on hurting _______? 
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¶ What do you think about ______ situation? (Referring to a recent media portrayal of a 
homicide.) 
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Appendix 11.2 

Clinical Risk Framework 

Patient Summary 

(May include Mental State Examination (MSE) and any known diagnoses (mental and physical 

health).  

Complete or review safeguarding screening tools 

 

  

 

 

Current presentation  

Social circumstances    

Thoughts and 

feelings  

 

Physical health  

Behaviour (s)   

Summary:  

 

 

Patients view of current risk 

 

 

Family, carer, significant others view of risk 

 

 

 

Risk History Events 

Date: Description of event 
Circumstances, consequences. How related to 

the mental disorder? Actions taken: 
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Is an area of current/relevant clinical risk identified? 

 
Indicate 

y/n 
Specify risk ï to whom/what/ historical/current/safeguarding? 

Risk to 

others 
  

Risk to 

self 
  

Risk from 

others 
  

Risk not 

otherwise 

specified 

  

None   

Any additional specialised risk assessments completed/indicated? 

 

 

 

Sources of information (e.g. service user themselves, past records, other professionals etc.) 

 

 

 

Risk Formulation 

(based on 5 pôs; Precipitating/Predisposing/Perpetuating/Protective)  Refer to Pocket Pôs 

Problem  
The specific risk that is being considered 

 

Predisposing Factors  
The factors that increase vulnerability to 
develop the risk behavior 

 

Precipitating Factors 
The Factors that trigger the onset or 
exacerbation of the risk behavior(s) 

 

Perpetuating Factors 
The factors that maintain the risk and 
prevent its resolution 

 

Protective Factors 
The Factors that prevent any 
deterioration in the risk. This can include 
any interventions in place. 

 

Summary: 
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Immediate Risk Management Plan 

 

 

 

 

Discussed with:   

Date Discussed:  

Risk Management Plan 

Indicated where recorded; 

Wellbeing/Care 

Plan 

 

 Clinical Letter  

Positive 

behaviour 

support plan 

 

Other  

(please 

specify) 
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Appendix 11.3 

 

Clinical Risk Summary Statement 

*delete/insert relevant individual data as required. 

 
Mr/Mrs/Miss X is at risk of insert risk/s here to insert person/s or object here.  
This risk can be precipitated when insert precipitating factors here and other predisposing factors 
include insert predisposing factors here, and perpetuating risk factors include insert perpetuating 
factors here.  
Protective factors or interventions that reduce the specified risk include insert protective factors 
here.  
Based upon the risk formulation and clinical judgement it is likely that the severity of the risk is 
low/medium/high and the frequency will be low/medium/high. 
At this time the current risk is increased/reduced/stable because insert rationale.  
Early warning signs of the current risk are insert early warning signs. 
Therefore to support Mr/Mrs/Miss X the risk management plan includes the following insert risk 
management plan. 
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Appendix 11.4

 

 

       

Clinical Risk ï Managerial Supervision Support Tool 

 Patient Identifier:                                                  Ward/Team: Score 

1 Is there an approved (fully completed) Trust Risk 
Assessment recorded? 

Yes (1) 
No (0) 

 

2 Was the risk assessment completed on 
referral/presentation to service/ admission /change of 
team 

Yes (1) 
No (0) 

 

3 Is the risk assessment attributable to an individual 
member of staff/team? 

Yes (1) 
No (0) 

 

4 Has the risk assessment been updated in the last 6 
months (or as agreed by service E.g. DART is every 
12 weeks) 

Yes (1) 
No (0) 

 

5 Has the risk information & management plan been 
updated if the records indicate a change in the 
patientôs risk presentation? E.g. following an incident, 
to support leave/discharge planning 

Yes - completely (2) 
Yes ï to some extent (1)          
No (0) 

 

6 Does the risk assessment clearly identify any 
relevant risk domains? E.g. risk to self, risk to others 
etc. 

Yes (1) 
No (0) 

 

7 Does the risk formulation clearly consider  all of the  
5 Pôs (the presenting risk, predisposing factors, 
precipitating factors, perpetuating factors, protective 
factors) 

Yes - completely (2) 
Yes ï to some extent (1)          
No (0) 

 

8 Does the risk assessment and formulation tie 
together all the relevant information and help to 
prioritise interventions 

Yes - completely (2) 
Yes ï to some extent (1)          
No (0) 

 

9 Does the risk assessment and formulation tie 
together information about the past, present and 
possible futures of  the patient 

Yes - completely (2) 
Yes ï to some extent (1)          
No (0) 

 

10 Does the risk management plan/care plan clearly 
identify immediate, intermediate and long term 
actions to address any areas of risk identified through 
the risk assessment? 

Yes - completely (2) 
Yes ï to some extent (1)          
No (0) 

 

11 Was there a staying well/ crisis and contingency 
plan? (if on CPA or if required by service) 

Yes (1) 
No (0) 

 

12 Did the staying well/crisis & contingency plan include 
detailed and personalised actions for the service user 
to take in the event of heightened risk or a crisis? 

Yes - completely (2) 
Yes ï to some extent (1)          
No (0) 

 

13 Was there evidence of multidisciplinary/ collaborative 
decision making relating to risk (if appropriate to 
service) 

Yes (1) 
No (0) 

 

14 Is there evidence in the clinical risk framework or 
clinical notes that the clinical risk assessment/ 
management plan was discussed with the individual 
service user? 

Yes (1) 
No (0) 
 
 

 

 Total Score /20 
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Action Plan        

                

Date ééééééééé. 

 

Issues Identified 

 

Actions Agreed 

 

Sign/Date when 

completed 
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Appendix 11.5 

Flow chart illustrating the corporate procedure for approving and reviewing the use of clinical risk 
assessment tools and update of the Trust portfolio 
 
 
 

 

 

 

   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Service Agreement 

1. Agree the need for a new risk assessment tool 

2. Nominate lead practitioner to identify new or revised risk    
assessment tool. 

3. Agree scope for pilot (pilot alongside existing tool if necessary). 

Lead Member of Staff 
1. Identify appropriate tool or develop new local tool through 

research/literature review collecting evidence to support the validity of 
the new assessment 

2. Attach and present clinical risk assessment tool and completed 
template/cover sheet to Patient Safety and Experience Committee 
(PSEC) for appraisal.  They will review the tool for applicability 
considering the evidence submitted. 

3. If appraisal satisfactory formal ratification of the clinical risk assessment 
tool and guidance will need to be obtained from Ops Governance and 
Quality Group. 

 
 
 
 
 

Clinical Team or Service 

Follow guidance for the use of risk assessment 

tool identified ï take no `further action. 

Clinical Team or Service 

1.  Raise issue at Service/Team Meeting 

Quality and Safety Team Leader (QSTL) 
1. Once Operations and Governance Group approval is gained it will be sent to the 
QSTL, who will add the new assessment tool to the Trustôs Clinical Risk 
Assessment Portfolio*.   

2. Add template to relevant electronic clinically system 
3. The Patient Safety Lead will monitor review dates and inform lead/contact for 

each tool when review needed. 

Service 

1.   Ensure satisfactory implementation including an audit of compliance. 

2.  Liaise with Learning and Development Department to arrange clinical risk 

assessment competence training for team. 

3. To organise review of assessment tool and accompanying guidance   

(frequency as recommended by Patient Safety). 

4. Report the findings from any review/audit as agreed. 

If not agreed return to service for re-

submission with recommendations 

Is tool approved for use in 

Clinical Team or Service? 

If not approved return to PSEC for 

re-submission with 

recommendations 

Implement Risk 

Assessment Tool 

Yes 

Yes 

Clinical Team or Service 

1.  Identify need to use Clinical Risk Assessment tool (in addition or as an alternative to Morgan, 2004) 

2.  Check whether the area of risk is addressed by a tool in Trustôs portfolio? 

No 

No 
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Glossary 

 

Assessment: The process of gathering information via personal interviews, 

psychological/medical testing, review of case records and contact with 
collateral informants for use in making decision. 

 
HCR-20:  Historical-Clinical-Risk Management-20; a level three risk assessment tool 

that is for use by practitioners with experience in working with service users 
who have a history of violent conduct. 

 

High risk: This service user presents a risk of committing an act that is either planned or 

spontaneous, but which is very likely to cause serious harm. There are few if 
any protective factors to mitigate or reduce that risk. The service user requires 
long-term risk management, including planned supervision and close 
monitoring, and when the service user has the capacity to respond, intensive 
and organised 

 

Low risk:  This service user may have caused, attempted or threatened serious harm in 

the past but a repeat of such behavior is not thought likely between now and 
the next scheduled risk assessment. He or she is likely to cooperate well and 
contribute helpfully to risk management planning and he or she may respond 
to treatment. In all probable future scenarios in which risk might become an 
issue, a sufficient number of protective factors (e.g., rule adherence, good 
response to treatment, trusting relationships with staff) to support ongoing 
desistance from harmful behavior can be identified.  

 

Medium risk: This service user is capable of causing serious harm, but in the most probable 

future scenarios, there are sufficient protective factors to moderate that risk. 
The service user evidences the capacity to engage and occasionally, to 
contribute helpfully, to planned risk management strategies and may respond 
to treatment. This service user may become a high risk in the absence of the 
protective factors identified in this assessment. 

 

Risk:            Although many definitions of risk are suggested, the Trust subscribes to the 

following: 
ñé. the potential of loss (an undesirable outcome, however not 
necessarily so) resulting from a given action, activity and/or inaction.ò  

 

Risk assessment:  A process involving the collection of information and creating an 

understanding of the potential outcomes of identified behaviours.   
 

Risk domains:  Areas of specified, identifiable risk areas that are assessed via risk 

assessment processes and informed by the clinical and risk formulation. 
 

Risk formulation:  A process of analysis of the relevant factors relating to the risk domain in an 

individual, in order to create a risk management plan. The model being 
proposed is based upon the ñ5Pôs.ò 

 

Risk management  
Plan:  A plan that defines responses to potential (adverse) outcomes that arise. Risk 

management should be based on a plan to reduce the risk of harm occurring 
and increase the potential for a positive outcome. This creates an action plan 
for interventions focusing on risk i.e. what to do when a risk area is identified.  
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Risk factors:  The factors that contribute a person to various risk domains. They can be 

either static (e.g. childhood sexual abuse) or dynamic (e.g. alcohol, or 
substance misuse).  

 
 Those dynamic factors that change slowly are known as stable or chronic risk 

factors. Those factors that change rapidly are known as triggering factors. 
 

START: Short-Term Assessment of Risk and Treatability;  

 

STORM: Skills-based Training on Risk Management; guidance for suicide risk  

 assessment and management 
 

SVR-20: Sexual Violence Risk-20; a tier three risk assessment tool.  The SVR-20 is a 

simple assessment tool appropriate for use by practitioners with limited 
experience of working with sexual offenders. 
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12. Assessment and Management of Ligature Risks 
 
12.1    Introduction and Context 
   
The purpose of this policy is to reduce the risk of patient self-harm and suicide by patient use of 
ligatures within in- patient and community settings managed by LPFT.  
 
The most frequent method of suicide for mental health service users is hanging, whether in an in-
patient setting or in the community.  
 
The National Confidential Inquiry (NCI) 2015, states that there were 1,295 in-patient deaths by 
suicide in 2003-2013, 9% of patient suicides. Deaths by hanging on the ward are usually from low-
lying ligature points (i.e. strangulation).1 Three-quarters of people who kill themselves while on a 
psychiatric ward do so by hanging or strangulation.2   
 
Hanging may involve suspending the body from a high ligature point, although many deaths also 
occur through strangulation or asphyxiation, without suspension of the body, using a ligature point 
below head height and the use of a ligature which is not attached to a fixed point. 
 
A ligature point is anything which could be used to attach a cord, rope or other material for the 
purpose of hanging or strangulation. Ligature points include shower rails, coat hooks, pipes and 
radiators, bedsteads, window and door frames, ceiling fittings, handles, hinges and closures.  
 
The National Suicide Prevention Strategy for England (DoH 2002) set the standard that likely 
ligature points in mental health service inpatient environments must be removed or covered. 
Since 2009, death by hanging using a non-collapsible rail in an inpatient setting has been a NPSA 
ñnever eventò. Never events are defined as serious, largely preventable patient safety incidents that 
should not occur if the available preventable measures have been implemented.   
 
The Care Quality Commission (CQC) Regulation 12 states that providers must ensure the safety of 
their premises and the equipment within it. Providers should have systems and processes that 
assure compliance with statutory requirements, national guidance and safety alerts.3  
 
Lincolnshire Partnership NHS Foundation Trust acknowledges its responsibilities to identify all likely 
ligature points where service users access a service within the Trust. This policy sets out the Trustôs 
approach to ensuring that ligature points are identified, level of risk assessed; and a management 
plan implemented.  
 
Guidance has been developed to support staff to assess and manage ligature point risks within the 
clinical area in a balanced, objective and systematic way.  
 
A separate document ñGuidance on the Assessment and Management of Ligature Risks ï 
Information for Clinical Areasò details the process for: 
 

¶ Completing a Clinical Area Profile 

¶ Completing a Ligature Point Audit 

¶ Ligature Action Plan 

¶ Local Management plans 
 
The guidance also provides:  
 

¶ Standard Operational Procedure guidance for ligature cutters within the in-patient wards.  
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12.2    Scope and Implementation 
 
This policy applies to all staff within mental health and learning disabilities settings within LPFT 
required to work in an environment where a ligature risk assessment is required. 
 
Specific duties and responsibilities of named roles are defined in Section 11.4, however all staff in 
clinical areas have a responsibility to ensure that  the environments within which the patient 
occupies or has access to is as safe as is reasonably practicable and that risks associated with 
ligatures and ligature points are identified. 
 
Ligature audits must be reviewed annually in in-patient areas, bi-annually in community based 
services or when there has been a significant change in building use or modifications made.  
 
Where ligature risks are identified they must be removed or managed.  
 
The Trust recognises that in some areas due to the difference in the patient groups / clinical need 
the outcome of the risk assessment may differ. For example, in the ward areas where the needs of 
patients relate to physical disability/cognitive impairment, a balance of risk must be agreed between 
reducing the risk from ligature points and maintaining some fixtures and fittings as aids to daily living 
for the patient group.  
 
Therefore, the ñGuidance on the Assessment and Management of Ligature Risksò includes the 
requirement for each clinical area to complete a Clinical Area Profile proforma which outlines the 
patient group, individual patient risk assessment process in relation to ligature risk, formulation and 
care planning, and the methods of management which are expected to be utilised within the 
environment. 
 
The patient profile is taken into account when scoring the ligature audit tool, as some patient groups 
are more vulnerable and susceptible to suicide risk than others. It is therefore essential that 
environmental risks and the patient profile / clinical risk of the patients are considered when 
managing the ligature risks identified.  
 
This document should be seen as an integral part of other measures to reduce the risk of suicide. 
Clinical Risk Assessment, Care Programme Approach (CPA), Observation and Engagement will 
form part of the overall strategy for managing these risks. 
 

12.3 Definitions 
 

Ligature 

Any item that can be tied or fastened around the neck which restricts the airway.  

 

Ligature Point 

A fixture or fitting that can be found within an internal or external environment that can 

be accessed by a patient and could be used to secure a ligature to and is load bearing.  

 

Reduced Ligature Fittings 

An anti-ligature or reduced ligature fitting is any fitting that is designed in such a way as 

to prevent a ligature being attached to it, however this does not mean it is not a risk, it 

is a reduced risk.  
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Ligature Audit 

A structured assessment that assigns weights to the severity of risk posed by ligature 

points identified. It includes a clear plan to reduce / manage the risk posed by the 

identified ligature points.  

 

Ligature Cutter 

A purpose specific and single use item for cutting ligatures. They must not be used for 

any other purpose than dealing with emergency situations.  

 
 

12.4    Duties / Responsibilities 
 
 The Chief Executive 
 

¶ Is responsible for adherence to Health and Safety legislation within the Trust and is 
accountable for the establishment and achievement of Health and Safety policies within 
the Trust. 

¶ Has overall responsibility for ensuring people who use our services are protected from 
harm by ensuring where possible that fixtures, fittings and furniture are designed with 
regard to the avoidance of ligature points within LPFT. 

 
 Trust Board 
 

¶ Is responsible for ensuring the strategic context of this policy is appropriate and meets 
the needs of the Trust. 

¶ Is responsible for establishing objectives, policy, priorities and the allocations of funds 
required for local management of ligature points. 

¶ Ensures there are clear lines of accountability between ligature assessors, risk 
management, quality and governance and senior management. 

 

 Director of Operations 
 

¶ Is the lead Executive Director for the management of ligature points and reports directly 
to the Chief Executive. 

¶ Will report directly to the Chief Executive if they have any concerns regarding the 
implementation of this policy. 

¶ Has overall responsibility for the strategic and operational management of the ligature 
assessment process, but will delegate the daily management of ligature points to Clinical 
Ward Managers/Team Co-ordinators. 

¶ Assess the impact of plans/policies on ligature points and make recommendations for 
change. 

 

 Associate Director of Facilities and Estates 
 

¶ Ensures compliance with the defined processes for decision making and escalation 
routes where disagreements arise relating to decisions regarding acceptability of 
identified ligature points.  

¶ Provides advice on the availability of anti-ligature/low ligature products. 
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 Quality and Safety Team Leader 
 

¶ Is responsible for the review and update of policy/procedure and guidance. 

¶ Oversees the ligature risk assessments process within LPFT. 

¶ Supports clinical leads to undertake ligature risk assessments as required.  

¶ Ensures that records / audit trails of ligature risk assessments and associated   action plans 
are held on the Quality and Safety Team site on Sharepoint. 

¶ Provides a quarterly ligature report to LPFT Quality and Safety Committee. 

¶ Ensures that ligature issues are escalated appropriately through Health and Safety 
Committee and Patient Safety and Experience Committee. 

 

          Divisional Manager 
 

¶ Ensures that Identified risks which cannot be promptly funded / resolved within Divisional 
funding streams are recorded in the Divisional risk register and escalated to the Director 
with responsibility for Health and Safety. 

¶ Has an agreed process within the division for escalating a ligature risk to the divisional 
risk register. 

¶ Have appropriate audit and governance arrangements in place to monitor the completion 
of the risk assessments within agreed time frames and ensure that action plans are 
produced, quality assured; and monitored to ensure full implementation is achieved. 

 

 Ward Managers and Team Co-ordinators 
 

¶ Undertake and complete annual ligature risk assessment within the required timeline. 

¶ Ensure action plans are developed, quality assured and fully implemented. 

¶ Ensure completed risk assessments are escalated through the specified route within 
their Division. 

¶ Ensure prompt escalation of ligature related concerns where contingency planning does 
not adequately manage the identified risk. 

¶ Create and maintain an Assessment and Management of Ligature Risk file which is 
available in both paper format and electronic to all staff at all times. 

¶ Provide new and existing staff with ligature assessment information and local 
management plans.  

¶ Retain a copy of all completed risk assessments to meet audit requirements and to be 
uploaded onto the Quality and Safety site, Ligature Audits on Sharepoint 

¶ Send completed assessments, action plans and local management plans to the Quality 
and Safety Team Leader. 

 

¶ Arrange for appropriate staff to undertake ligature training  
 

LPFT Restrictive Intervention Lead 
 

¶ Provides ligation training and written guidance for appropriate staff as required.  
  

All staff within LPFT 
 

¶ All staff members have a duty to safeguard their own health, safety and welfare and to 
that of colleagues, service users and visitors. This is achieved by having a working 
knowledge of the content of this policy and associate procedures. 

¶ Being constantly vigilant in relation to ligature risks and reporting, or taking action if 
appropriate, in relation to any ligature or anchor point risk identified in the service usersô 
environment. 

¶ Not bringing into the workplace any items that could be used as a ligature or ligature 
point by any patient or providing such to a  patient. 
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¶ Reporting all incidents involving ligatures or ligature points or near misses on the incident 
reporting system, Datix, immediately and irrespective of whether injury was sustained. 

¶ Ensure they know the location of the ligature cutter pack and how to access it.  In in-
atient areas these are located with the Grab Bag. 

¶ Appropriate staff must receive in-house training on how to use the different types of 
ligature cutters. 

            

12.5 Ligature assessment  
  
The Trust has a duty of care to ensure that care environments are safe and be able to demonstrate 
that it has identified, assessed and managed the risk to service users so far as is reasonably 
practicable. 
 
The Health and Safety at Work Act 1974 4 (and associated regulations) - Section 2(1) & 3 states that 
employers have a duty to ensure, so far as is reasonably practicable that those not employed, but 
who may be affected by their work, are not exposed to Health & Safety risks. 
 
Regulation 3(1) (b) of the Management of Health and Safety at Work Regulations 
require every employer shall make a suitable and sufficient assessment of the risks to the Health 
and Safety of persons not in her/his employment arising out of or in connection with the conduct by 
her/him of her/his undertaking. 
 
Whilst the importance of robust individual clinical risk assessment and observation processes for 
service users cannot be over-emphasised; a ligature audit focuses on the environmental issues, 
which if managed effectively, will provide as safe an environment as is reasonably practicable for all 
service users, regardless of their assessed level of risk. 

 
12.6   The requirements detailed in this document 
 
To conduct a ligature risk assessment that applies to all LPFT care delivery areas where patients 
can gain unescorted access. 
 
To conduct a ligature risk assessment on every room / area where a service user can be left 
unattended or may be left unobserved by staff for a period of time. 
  
All ligature assessments audits are to survey the entire clinical area to identify all potential or actual 
ligature points. This must include all internal garden / courtyard areas which are part of the clinical 
area. Caution should be exercised when excluding an area on the ward / unit from the assessment 
on grounds of it being secured and inaccessible to patients. 

 
12.7 Ligature assessments will be reviewed annually or more frequently if significant changes 

occur. For example: 
  

¶ Environmental changes where a possible ligature point has been introduced. 

¶ Significant changes to the patient group within a specific environment. 

¶ Incident reporting data highlights increased risk in an area/building. 
 
A serious incident involving a ligature point occurs 
 

12.8  Determining the risk score for each ligature point 
 
A ligature point in one care setting will not present the same level of risk as in another.  
 
The factors which combine to determine the degree of risk presented by a ligature point are 
described in guidance notes.  
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It is important to note that regular environmental checks are important as even the best available 
anti-ligature product has been fitted, a ligature risk may still remain ï for example, doors and 
windows that open and close will provide the potential to trap or hold a ligature in place. 
 

12.9  Risk scoring  
 
A scoring system supports the decisions regarding the level of ligature risk and assists in 
establishing priorities for allocation of resources. 
 

12.10 Options for the management of identified ligature points 
 
A range of management options exist. These will be discussed and selected during the audit, with 
support and guidance available if required from the Quality and Safety Team Leader. Options are: 
 

¶ Accept the risk as sufficient management controls are in place 
 

¶ Remove the risk (if the item can be totally removed for example a rail / fitting / door). 
 

¶ Replace/Renew the risk item with an agreed anti-ligature solution (e.g. tap). 
 

¶ Protect the risk (e.g. box in pipe work). 
 

¶ Manage locally via operational management controls (e.g. additional observation).  
 
12.11   A clear action plan for the management of ligature points must be formulated,   alongside 
local management plans for each room/area. Further guidance on completion of the templates for 
these is included in the ñGuidance on the Assessment and Management of Ligature Risksò. 
 

12.12  Financial Impact and Resource Implications 
 
In 2012, the cross-Government strategy for preventing suicide in England called on mental health 
services to make ñregular assessments of ward areas to identify and remove potential risks i.e. 
ligatures and ligature pointsò.9 

 

When capital funding is required to address identified risks the service must complete a capital bid.  

 
12.13   Development Projects, new build or refurbishments 
  
Consultation and liaison should take place during the early stage of any project planning.  It is 
important that consultation includes clinical staff, facilities staff and health, safety and security staff 
to consider the potential for the creation of new ligature points within the project work.  
 
Late assessments within a project timescale may lead to additional costs for rectification.  
 
The assessment should consider such items and areas as building layout, building fabric, choice of 
furnishings, fixtures and fittings, equipment, hardware and ironmongery.  
 
On refurbishment projects, the opportunity should be taken to assess the whole of the existing 
environment to ensure that new risks are not introduced by those planned changes, and that 
identified risks can be reduced or eliminated as part of the project. 
   

12.14  Ligature assessment training 
 
Clinical Staff will be supported to carry out ligature assessments by Quality and Safety Team Leader 
and a health and safety representative as required.  
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Ligature Assessment and Management Workshops will be offered to Ward Managers / Deputies by 
the Quality and Safety Team on an annual basis (or more frequently if required). 
 
All clinical staff that work in mental health units are required to complete ligature training. This will 
be provided during Restrictive Intervention training which is mandatory for in-patient staff.  This will 
include guidance on action to be taken by staff first on the scene of a self-strangulation.  
 

12.15  Monitoring compliance 
 
Any incident which occurs on LPFT premises involving ligature must be reported via the Datix 
reporting system in line with the LPFT Reporting and Management of Risk and reviewed 
appropriately. Incidents are to be reviewed locally to ensure any actions are taken to improve safety 
and prevent reoccurrence.  .  
 
A serious incident investigation will be conducted if any incident involving a ligature point results in 
severe harm to the patient. This will include a root cause analysis, with any immediate lessons 
learnt communicated with relevant services and included in the Trustôs Learning Lessons bulletins.  
 
A Ligature Report will be provided to the Quality Committee and Health and Safety Committee on a 
quarterly basis by the Quality and safety Team Leader.  

 
12.16 Evidence / audit trail 
 
Copies of all completed Assessment and Management of Ligature Risk files, as well as 
communications including requests for Estates services and clinical management actions must be 
retained for not less than five calendar years from the date of the assessment and documentation.  
 

12.17  Central Alerting System (CAS) alerts 
 
All alerts received into the organisation are cascaded through the LPFT Central Alerting System 
(CAS) Procedure.  
This includes any alerts received regarding ligatures points.   
 

12.18 Risk Register Entries 
 
Risk identified can be added to the Divisional Risk register following discussion with Divisional 
Manager and Operational manager.  

 
12.19  Policy review 
 
This policy will be reviewed by the Quality and Safety Team Leader in conjunction with the Patient 
Safety and Experience Committee at two yearly intervals, or earlier if required to meet national 
guidance. 
 

12.20 Supporting references 
 

1. National Confidential Inquiry into Suicide and Homicide by People with Mental Illness Annual 
Report 2015; England, Northern Ireland, Scotland and Wales, July 2015, University of 
Manchester. 

2. Hunt I., Windfuhr K., Shaw J., Appleby L. & Kapur N (2012). Ligature points and ligature 
types used by psychiatric in-patients who die by hanging. Crisis, 33, 87-94.  

3. Care Quality Commission Regulation 12 - Health and Social Care Act 2008 (Regulated 
Activities) Regulations 2014: Regulation 12 

4. Health and Safety Executive (HSE) - The Health and Safety at Work Act (HASAWA) 1974 
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Lincolnshire Partnership NHS Foundation Trust acknowledges its responsibilities to identify all likely 
ligature points in inpatient wards, inpatient therapy areas, and other Trust premises where service 
userôs access service areas unsupervised 
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Appendix 12.1 
   

          
 

 
Each clinical area will have an Assessment and Management of Ligature Risks File  which will 
be available to all staff (both electronic and paper version ), at all times.   
 
The information within the file will be maintained and updated by the Ward Manager / Team 
Coordinator (or designated Deputy) of the clinical area, and monitored by the Service Manager.  
 
It will include:  
 

1. Clinical Area Profile - description of the clinical area (in relation to ligature risk and 
management) 

2. Ligature Point Audit tool (most recent version) 
3. Ligature Action Plan 
4. Local Management Plans 
5. Standard Operating Procedure for Ligature Cutters for In-Patient Areas 

 
Information regarding the assessment and management of ligature risks will be included in the 
induction of all new staff working in the clinical area by the Ward Manager or person responsible for 
induction to the local clinical area.  
 
A copy of the information contained in each clinical areas Assessment and Management of Ligature 
Risks File will also be stored centrally on the Quality and Safety Team Sharepoint site. It is the 
responsibility of the Ward Manager / Team Coordinator to inform and update the Quality and Safety 
Team Leader if any changes are made to the clinical areas documentation.  

 

1. Clinical Area Profile   (in relation to assessment and management of  
ligature risks) 

 
The Clinical Area Profile is completed by the Ward Manager/Team Coordinator and gives an 
overview of the patient group and the purpose of the clinical area.  
 
It includes the risk rating of the patient group which is agreed as either:  
 

¶ High Risk Patient Group 

¶ Medium Risk Patient Group 

¶ Low Risk Patient Group 
 
The Clinical Area Profile also: 
 

¶ Details the environmental controls which are in place within the clinical area.  

¶ Staff awareness 

¶ Identifies clinical interventions which are utilised in order to identify and reduce risk for 
specific individual patients.  

¶ Identifies which rooms / areas have local management plans 

  

Guidance on the Assessment and Management of Ligature Risks 
Information for clinical areas 
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2. Ligature Point Audit 

 
A ligature point audit is a risk assessment. The purpose of the ligature point audit is to identify, 
assess and evaluate the risks or hazards as objectively as possible to inform decisions and actions 
to remove, reduce or manage the risk 

 

Planning / arranging Ligature Point Audit 

 

¶ Each service will ensure that all inpatient services are audited annually and community premises 
are audited bi-annually in any given year.  
 

¶ In addition it will be a condition of any new developments or refurbishment of buildings that 
managers ensure design features prevent or minimise ligature points being built into areas. 
Accordingly when new buildings are commissioned or major refurbishment takes place for 
existing premises managers will undertake a review of their ligature assessment to minimise 
risks to patients. 

 

¶ At least two members of clinical staff, from each clinical area, will be identified by service level 
managers to be briefed on the use of this audit tool. Such briefings will be organised by the 
Quality and Safety Team Leader. 

 

¶ Quality and Safety Team will provide the clinical area with a copy of the previous Ligature Audit 
documentation which is stored centrally on SHARON.  

 

¶ At least two staff should conduct the audit.  
 

- Ward Manager/Service Manager/Team Co-ordinator (or delegated Senior Staff member) 

- Head of Quality and Safety/Quality and SafetyTeam Leader.  

This will reduce the effects of over-familiarity with the environment. 

¶ The staff conducting the audit will be expected to survey the entire clinical area to identify all 
potential or actual ligature points. This includes any outside areas which are part of clinical area 
e.g. courtyards.  
 

¶ Caution should be exercised when excluding an area on the ward/unit from assessment on the 
grounds of it being secured and inaccessible to patients. 

 

¶ Adequate time must be allocated to completing the audit ï experience suggests that it will take a 
minimum of four hours to complete a comprehensive audit of one ward (including outside areas).  
Further time must be allocated for the completion of associated documentation.  

 

Conducting the ligature point audit  

  
When undertaking audits, staff should adopt a common and systematic approach to the task as 
follows: 
 

¶ Establish, through the Ward Manager/Team Co-ordinator all areas to which patients have 
access. Caution should be exercised when excluding an area on the ward from assessment on 
the grounds of it being secured and inaccessible to patients. 

¶ Check all areas in a similar and structured manner, working each time from an identified point in 
the area, and moving left-right and up-down from that point. 

When a ligature point is identified:  



Page 63 of 553 

 

¶ Check if the ligature point is weight bearing and not collapsible (if unsure assume it is weight 
bearing until tested) 

On the audit form:  

¶ Complete the Room Number and Room Type column  
(This description must enable the room / area to be clearly identifiable to staff) 
  

¶ Record the room designation rating 
(Further information on how to rate is included below) 
 

¶ Record the patient profile rating  
(Further information on how to rate is included below) 
 

¶ Record the ligature point rating 
(Further information on how to rate is included below) 
 

¶ Record the compensating factors rating 
(Further information on how to rate is included below) 
 

¶ Calculate the risk score  
(Further information on how to rate is included below) 
 

¶ Agree on the action required and complete the Remedial Action column.  
 
It is acknowledged that there will be some risks, the evaluation of which will require specialist 
knowledge and advice from the Estates and Facilities Department (or specialist contractor). An 
initial assessment of the risk should still be made on the audit data sheet and followed up by the 
Ward Manager / Service Manager / Team Co-ordinator in liaison with the Quality and Safety Team 
Leader.  
 

Room / Area Designation Rating 

 
Each room/area (including corridors, gardens/courtyards) in the clinical setting will be given its own 
rating.  
 
The Ward Manager/Service Manager/Team Co-ordinator will undertake this rating and discuss this 
with the Quality and Safety Team Leader during the audit.  
 
The rating will depend upon the amount of time most patients will spend in a particular area, without 
direct supervision from staff, or those patients who have "unobserved opportunity". For example, 
most patients will spend periods of time unsupervised in their bedroom, or in the shower/bathroom. 
The rating is an assessment of opportunity a patient could have to use a ligature point. The 
room/area designation is rated according to usual staff supervision practices in the clinical area 
being assessed.  
 
The ratings are split between three groups (1, 2 and 3) as follows: 
 

 
Room / Area Designation Rating  
 

Rating : 3 (High Isolation) Rating:2 (Medium Isolation) Rating : 1 (Low Isolation) 

Most patients spend periods 
of time, in private, without 
direct supervision by staff: 

Most patients spend long 
periods of time with minimum 
direct supervision by staff 
and are usually in the 

Areas where there is traffic 
from staff and patients 
moving through, or areas 
which are closed to patients 
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company of peers: other than when they are 
being directly supervised: 

All bedrooms Lounge areas General circulation spaces 

Toilet areas Dining rooms Corridors 

Shower/Bathroom areas Garden / Courtyards Locked rooms 

Single sex sitting rooms Unlocked therapy rooms  

Other isolated areas Unlocked kitchens 

 Unlocked offices 

Unlocked store rooms 

Unlocked utility rooms 

Score of 3 to be recorded Score of 2 to be recorded Score of 1 to be recorded 

 

Patient Profile Rating 
 
While most mental health service users are at greater risk from suicide than the general population, 
clinical experience indicates that some patient groups are more vulnerable and susceptible to 
suicide risk than others.  Clinical areas cater for different functional groups of patients who can, 
therefore, be profiled as presenting a significant, moderate or Iow  potential to use ligature points. 
 
The Ward Manager/Team Co-ordinator will prioritize their patient groups in their clinical area to 
determine the nature of the risk they present and discuss with the Quality and Safety Team Leader 
during the audit.  
 
Where a clinical area cannot be defined in terms of patient group, then the rating must be based on 
the most vulnerable patient within the group.  The following table suggests a risk rating with 
associated scale.  The ratings are in three groups (1, 2 & 3). 
 

 
Patient Profile Rating 
 

High Risk Patient Group: 3 
 

Medium Risk Patient   
Group : 2 

Low Risk Patient Group : 1 

 
Patients with acute severe 
mental illness 

 
Patients with chronic or 
enduring mental health 
problems 

 
Patients in self-care groups 

 
Patients who are 
unpredictable 

 
Patients who are susceptible 
to periodic relapses, or sub-
acute episodes 

 
Patients in rehabilitation 

Patients who are depressed  
Patients who are not 
symptom free (e.g. delusions / 
hallucinations) 

Patients who have never 
been assessed as being at a 
risk of suicide 

Patients who are, or have 
been at high risk of suicide, 
or severe self-harm 

Patients who have been 
assessed as NOT being an 
immediate risk of suicide 

Patients with significant 
cognitive impairment 

Patients in initial recovery 
stage following suicide risk, 
or on 1 to 1 observations 

  

Young people 

Patients with challenging 
behaviour 

Patients with chaotic 
behaviour 
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Patients with concurrent 
substance misuse issues 

Patients with concurrent 
severe social needs (e.g. 
marital/family break-up, 
financial concerns etc.). 

Score of 3 to be recorded Score of 2 to be recorded Score of 1 to be recorded 

 

Ligature Point Rating 
 
During the audit each potential ligature point must be considered in relation to its position in the 
room/area.  A score of 1,2, or 3 must be given to each ligature point determined by its height.  
 

¶ Any ligature point identified in the area between 1.7metres and 4.0metres must be scored as 3, 
given that this is the most obvious area in which a patient could hang himself or herself.  
 

¶ Any ligature point identified in the middle section present as a medium risk and is rated as 2.  
 

¶ Any ligature point above 4 metres is rated as 1, as access to the very top of the room is greatly 
restricted, unless ladders or something to stand on is available.  

 

 
Ligature Point Rating 

Room Height Ligature Point 
Height 

Rating 

Top area of room 
 

4 metres and above 
 

Low Risk Score 1 

High area of room 
 

Between 1.7  metres 
to  4 metres 

High Risk Score 3 

Middle area of room Between 0.7 metres to 
1.7 metres 

Medium Risk Score 2 

Lowest area of room 
 

Below 0.7 metres Low Risk Score 1 

 

Ligature Points to be identified 
 
The following table is intended to assist in the identification of likely ligature points. It must be noted 
that the following ligature points are not intended to represent an exhaustive list. 
 
 

All Rooms / Areas Consider:  

Ceilings and ceiling 
fixtures  

False ceiling panels, hatches, air vents, alarm receivers, smoke 
alarms, fire bells 

Wall fixtures Pictures, mirrors, vents, wall lights, hooks, Fire extinguisher 
(brackets), shelves, brackets 

Doors Frame, handle, hinges, door closures, hooks 

Windows Frame, handle, hinges, restrictors 

Curtains, blinds and 
associated rails 

Rails and tracks, fittings 

Exposed pipe work Heating 

Electrical conduits/ 
wiring  

Plug sockets, wiring 

Furniture Consider weight, fittings 

All light fittings  Attachments  

Radiators Pipework, attachments 
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Bath/Shower 
Rooms 

Consider (in addition to All Rooms/Areas above): 

Sinks   Pipework, taps, waste pipes, plugs 

Fixtures and fittings Soap dispensers, Paper towel dispensers, toilet roll holder, hooks. 

Shower fittings Shower head, shower curtain tack, cubicle door, soap dishes 

Assistive fittings Grab rails 

Toilet Toilet cistern and handles, pipework 

Extractor fans  

Pipework  

Light switch/ 
assistance cords 

 

Bedrooms Consider (in addition to All Rooms/Areas above): 

Beds Headboard, footboard, fixed to floor or movable 

Beds (Profiling) Headboard, footboard, rails, controls 

Wardrobes Handles, locks, doors, rails 

Cupboards Handles, locks, doors, rails 

Sinks   Pipework, taps, waste pipes, plugs 

Courtyard/Garden  Consider 

Trees Height  

Guttering Height, fixtures, fittings 

Fencing Height, fixtures, fittings 

Roof Access, fixtures, fittings 

Furniture Height, weight, fixed or movable 

Light fittings Attachments 

Wall fixtures Wall brackets 

Exposed pipework Taps 

 

Compensating Factors Rating 
 
A compensation factor must be either:  
 

¶ A design element (e.g. that the design allows for good observation) 

¶ A permanent procedure (e.g. observation practices of staff, locking of room) 
 
For example, a patient on a one-to-one observation level, whilst in their bedroom will not count as a 
Compensating Factor because this is a temporary clinical management strategy and not a 
permanent or consistent element.  
 
The following table gives a list of examples but is not intended to represent an exhaustive list. 
 

 
Compensating Factors Rating 
 

High Risk Remains: 3 
 

Medium Risk Remains   : 2 Low Risk Patient Group : 1 

Limited observation due to 
poor design 
 

Fair observation due to 
design 

Good observation through 
good design 

Limited numbers of staff 
 

Limited numbers of staff 
 

Good staff levels/skill mix 

Score of 3 to be recorded Score of 2 to be recorded Score of 1 to be recorded 
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Calculating the Risk Score Rating 
 

In order to be able to identify and prioritise the areas of risk, a score is calculated for each ligature 

point identified during the audit.  
 
How to score the risk:  
 

Area / Room 
Score 

 
x 

Patient 
Profile Score 

 
x 

Ligature 
Point Score 

 
x 

Compensatory 
score 

 
= 

 
Risk Score 

For example:  

¶ Bedroom of an adult in-patient, with light fitting in situ at head height, and with the patient on 
1:1 observations, would attract scores of 3 x 3 x 3 x 1 = 27 

¶ A lounge area (with radiator in situ) in the CAMHS unit, being used by a young patient, on 
general observations, would attract scores of  2 x 3 x 1 x 2 = 12 

 

¶ A patient on  a Rehabilitation ward using the kitchen where there is an extractor fan, would 
attract scores of 2 x 1 x 3 x 1 = 6 
 

The possible scores using the four scoring dimensions are:  
 

1 2 3 4 6 8 9 12 16 18 24 27 36 54 81          

 

Recommended course of action in respect of all ligature risks identified 
 
The Ward Manager/Team Coordinator should assign a "recommended course of action" for all 
identified ligature risks in discussion with the Quality and Safety Team Leader.  
 

Recommended 
course of 
action 
 

Description/Definition 
 

Remove The risk is deemed to be of such a nature that to leave it would put the patients 
at risk.  The ligature point needs to be removed and the surface finishes made 
good, as the item is no longer needed, or there is no suitable alternative. 
 

Remove and 
replace 

The risk is deemed to be of such a nature that to leave it would put the patients 
at risk.  The ligature point is removed and replaced with a purpose designed 
similar anti-ligature piece of equipment. 
 

Remove and 
renew 

The risk is deemed to be of such a nature that to leave it would put the patients 
at risk.  The ligature point is removed and new alternative equipment or material 
is installed. 
 

Protect A technical solution is required to hide the potential ligature point. 
 

To be locally 
managed 

The ligature point is of a nature that the Ward/Service Manager believes it is 
unnecessary to remove it.  There is no technical solution to the problem.  There 
is a need to acknowledge and retain the risk because the risk of another 
potential injury is greater if it is removed, than that associated with the ligature 
risk i.e. grab rails within an elderly patients toilet. 
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N.B.   
 
The Ward Manager/Service Manager/Team Co-ordinator must immediately contact the Estates 
and Facilities Department (estates.helpdesk@lpft.nhs.uk) to report any issues of immediate concern 
reporting these as priority works due to level of risk to patients.   
 

3. Ligature Point Action Plan  

 
Following the completion and analysis of the Ligature Point Audit the Ward Manager/ Service 
Manager/Team Co-ordinator must update and complete the Ligature Point Action Plan.  
 
The Ligature Point Action Plan records the agreed recommendations following the Ligature Audit 
and tracks progress.  
 
The Ward/ Service Manager/Team Coordinator must immediately contact the Estates and Facilities 
Department (estates.helpdesk@lpft.nhs.uk) to report any issues of immediate concern reporting 
these as priority works due to level of risk to patients.   
Although some results/findings of the audit will need to be addressed as part of the operational 
management responsibilities of the Ward Manager/Team Coordinator and their staff, it is 
acknowledged that a range of environmental improvement works may be identified requiring capital 
investment.  
 
The Ward Manager/Team Coordinator should send a copy of the Ligature Action Plan (with the 
Ligature Point Audit) to the Service Manager and Divisional Manager to advice of the works 
required.  
 
Based on the work undertaken during the Ligature Point Audit, and the completion of the Ligature 
Point Action Plan it will be for Service/Divisional Manager to determine what are regarded as "the 
most significant risks" (by reference to the risk score for each risk) and consider whether the risks 
identified are placed on their local risk register. This will also be recorded on the Ligature Point 
Audit.  
 
Any updates to the Ligature Action Plan must be sent to the Quality and Safety Team.  
 
The Quality and Safety Team Leader will provide support with this process.  
 

4. Local Management Plans 

 
A Local Management Plan must be completed by the Ward Manager/Team Coordinator for each 
room/area in the unit which contains an identified ligature risk.  
 
The plan must describe how the room and the identified ligature risks will be managed.  
 
It is essential that all staff working in the clinical setting are aware of the local management plans 
and the implementation is monitored by the Ward Manager/Team Coordinator 
 
 
 
 
 
 
 
 
 
 
 

mailto:estates.helpdesk@lpft.nhs.uk
mailto:estates.helpdesk@lpft.nhs.uk
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Appendix 12.2 
 
 

5. Ligature Assessment and Management Flow Chart 
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5 Standard Operating Procedures for Ligature Cutters (In-Patient area) 
 
1. Big Fish Ligature Cutter must be located in a pouch attached to the grab bag. Wards may also 

choose to have a further big fish cutter located in a secure box within the ward environment.   
 

https://barringtoninternational.co.uk/product/ligature-cutters-knives/big-fish-safety-knife/ 
2. LCtype Wire Cutters should be located alongside the ligature cutter.  

 
https://barringtoninternational.co.uk/product/ligature-cutters-knives/wirecutters-lctype/ 

 
3. A supply of spare blades should always be available.   

 
https://barringtoninternational.co.uk/product/ligature-cutters-knives/replacement-blades-big-fish/  

 
4. Individual ward areas will be responsible for the procurement and funding of the ligature cutters 

and wire cutters. 
 

5. Wards must check all their ligature cutters and wire cutters and include as part of the grab bag 
checklist ï this will include ensuring that blades have been changed following use and that there 
are spares available. 

 
6. Spare blades will be stored in a locked cupboard and alongside a stock and use list, which will 

include number of blades ï date removed, date added and signature. 
 

7. Ward/Unit Managers are responsible for ensuring that all existing, new and bank staff are 
familiar with any potential ligature risks (identified and locally managed within the annual audit) 
and the location and use of the ligature and wire cutters. 

 
8. Ward/Unit managers are responsible for ensuring that all staff are aware of where the audits are 

centrally accessed on the Quality and Safety site, Ligature Audits on SharePoint.  
 

9. Ward/Unit Managers and in-patient staff are responsible for ensuring that ligature training is 
undertaken. 

 
10. All ligature incidents will be reported via Datix with any ligature points clearly stated. 
 
. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://barringtoninternational.co.uk/product/ligature-cutters-knives/big-fish-safety-knife/
https://barringtoninternational.co.uk/product/ligature-cutters-knives/wirecutters-lctype/
https://barringtoninternational.co.uk/product/ligature-cutters-knives/replacement-blades-big-fish/
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ASSESSMENT AND MANAGEMENT OF LIGATURE RISKS 

 
CLINICAL AREA:                                                           DATE:  

 
This document identifies the level of risk relating to ligature in this clinical area, identifies actions 
required to remove risks, and ways of managing risk both via individual risk assessment, clinical 
observation and engagement and environmental controls.   
 
This document has 5 sections:  
 

1. Clinical Area Profile - description of the clinical area (in relation to ligature risk 
and management) 

2. Ligature Point Audit tool (most recent version) 
3. Ligature Action Plan 
4. Local Management Plans 
5. Standard Operating Procedure for Ligature Cutters  

 
All staff in clinical areas have a responsibility to ensure that the environments within which the 
patient occupies or has access to is as safe as is reasonably practicable and that risks 
associated with ligatures and ligature points are identified.  
 
All staff must be made aware of the ligature risks and management plans on induction to the 
ward / clinical area.  
 
This document must be available to all staff at all times and therefore will be a paper copy will 
be available in the Ward/Clinical Area Office and will also be available electronically.  
 

 
1. Clinical Area Profile (in relation to Assessment and Management of Ligature Risk) 

 

Ward/Clinical Area:  
 

Description of the Clinical Area: 

¶ In-Patient/Community (delete as appropriate) 
 

¶ Adult/Older Adults/CAMHS (delete as appropriate) 
 

Purpose:  
¶ e.g. Adult Acute 

Patient Profile: 
¶ High Risk Patient Group/Medium Risk Patient Group/Low Risk Patient Group  (delete as 

appropriate) 
 

Environmental Controls:  
e.g.  
¶ Reduced ligature fixtures  

¶ Fixtures with low weight bearing potential e.g. curtain and shower rails 

¶ Staff only areas secured by lock/swipe/door code lock 



Page 72 of 553 

 

¶ Patient access restricted to identified areas 

¶ Access to identified reduced ligature risk rooms 

¶ Locking areas with potential risk or increase risk out of hours 

¶ Window fittings/restraints 

Staff Awareness: 
e.g.   
¶ Staff awareness of ligature points and patients at greater risk of suicide 

¶ Staff awareness of patients individual risk assessments which are up to date.  

¶ Resuscitation equipment (Grab bag) and Ligature cutters easily available to staff and 
staff are trained in their use.  

Clinical Interventions to identify/ reduce risk: 
e.g. 
¶ Individual risk assessments identifying any known ligature risk 

¶ Patient involved, when practicable, in managing risk 

¶ Assessment and knowledge of the patient presentation on a day-to day basis 

¶ Removal of personal items which may be potential ligatures (not routine - only when 
high clinical risk is identified for individual)  

¶ Observation  (increased levels of observation if required) 

¶ Engagement (increased levels of engagement if required) 

Local Room / Area Management Plan 
for following areas: 

Is the room: Locked; Unlocked; 
Sometimes locked; Supervised Access; 
No Patient Access 

  

  

  

  

  

  

  

  

  

Date of last ligature audit:  
 

Audit undertaken by:  
Name:                       Role:  
 
Name:                       Role:  
 
All Ligature audits are uploaded to SHARON (Quality and Safety ï Ligature Audit section)  
 
A paper copy of this document is also stored in the ward area:  
Location:   
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2. Ligature Point Audit Tool 
Ward / Area:  
 

Date of audit:  

Audit completed by:  

Name:  Role:  

Name:  Role:  

Name:  Role:  
 

AUDIT: All rooms / areas including internal courtyard / garden areas ACTION 
 
Room/ 
Area 
No. 

 
Room/ Area 
Type 

 
Room/ Area 
Designation  
Rating 

 
Patient 
Profile 
Rating 

 
 
Ligature Point Identified 

 
Ligature 
Point 
Rating 

 
Compô 
Factors  
Rating 

 
Total 
Score 

 
 
Recommended Remedial Action 

 
Entered 
on Risk 
Register? 
Yes   No   

  
(Score) (Score)  (Score) (Score) 

 
Remove 

Replace/   
Renew 

Protect 
Manage 
Locally 
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AUDIT: All rooms / areas including internal courtyard / garden areas ACTION 
 
Room/ 
Area 
No. 

 
Room/ Area 
Type 

 
Room/ Area 
Designation  
Rating 

 
Patient 
Profile 
Rating 

 
 
Ligature Point Identified 

 
Ligature 
Point 
Rating 

 
Compô 
Factors  
Rating 

 
Total 
Score 

 
 
Recommended Remedial Action 

 
Entered 
on Risk 
Register? 
Yes   No   

  
(Score) (Score)  (Score) (Score) 

 
Remove 

Replace/   
Renew 

Protect 
Manage 
Locally 
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3. Ligature Point Action Plan 
 

Ward / Area:  

Action Plan Lead:  

 

Change Stage Key: 

1. = Recommended 2. = Under Investigation 3. = Agreed but not yet 
actioned 

4. = Action in progress 

5. = Made partial implementation  6. = Full Implementation completed 7. = Never actioned ï please include 
reason 

 

No. Action Implement 
by date 

Person 
responsible 

Date: Change 
Stage  

Notes/Update 
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4. Local Management Plan for identified ligature risks 

 

Ward:        
                                                        

Date:  

Room / Area Name:    Room Number: 
 

 

List identified ligature points in this room or enter diagram of room and 
ligature points:  

Risk Score:  

  

  

  

  

  

  

  

  

  

  

  

Describe how this area and the identified ligature risks will be managed: 
 
 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Name:  Role: Review Date Due: 
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5. Standard Operating Procedures for Ligature Cutters  (In-Patient areas) 

 

¶ Big Fish Ligature Cutter must be located in a pouch attached to the grab bag. 
Wards may also choose to have a further big fish cutter located in a secure box 
within the ward environment.   
 

¶ https://barringtoninternational.co.uk/product/ligature-cutters-knives/big-fish-safety-
knife/ 
 

¶ LCtype Wire Cutters should be located alongside the ligature cutter.  
 

¶ https://barringtoninternational.co.uk/product/ligature-cutters-knives/wirecutters-
lctype/ 
 

¶ A supply of spare blades should always be available.   
 

¶ https://barringtoninternational.co.uk/product/ligature-cutters-knives/replacement-
blades-big-fish/  
 

¶ Individual ward areas will be responsible for the procurement and funding of the 
ligature cutters and wire cutters. 
 

¶ Wards must check all their ligature cutters and wire cutters and include as part of the 
grab bag checklist ï this will include ensuring that blades have been changed 
following use and that there are spares available. 
 

¶ Spare blades will be stored in a locked cupboard and alongside a stock and use list, 
which will include number of blades ï date removed, date added and signature. 
 

¶ Ward/Unit Managers are responsible for ensuring that all existing, new and bank 
staff are familiar with any potential ligature risks (identified and locally managed 
within the annual audit) and the location and use of the ligature and wire cutters. 
 

¶ Ward/Unit managers are responsible for ensuring that all staff are aware of where 
the audits are centrally accessed on the Quality and Safety site, Ligature Audits on 
SharePoint.  
 

¶ Ward/Unit Managers and in-patient staff are responsible for ensuring that ligature 
training is undertaken. 
 
 

¶ All ligature incidents will be reported via Datix with any ligature points clearly stated. 
 

¶  
 
C
l
e
l
y 

 

¶ d 

https://barringtoninternational.co.uk/product/ligature-cutters-knives/big-fish-safety-knife/
https://barringtoninternational.co.uk/product/ligature-cutters-knives/big-fish-safety-knife/
https://barringtoninternational.co.uk/product/ligature-cutters-knives/wirecutters-lctype/
https://barringtoninternational.co.uk/product/ligature-cutters-knives/wirecutters-lctype/
https://barringtoninternational.co.uk/product/ligature-cutters-knives/replacement-blades-big-fish/
https://barringtoninternational.co.uk/product/ligature-cutters-knives/replacement-blades-big-fish/
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13. Discharge and Transfer 
 

13.1  Introduction 
 

Patients should be fully involved in decisions about care, support and treatment. The views 
of families, carers and others, if appropriate, should be fully considered when taking 
decisions. When decisions are taken which are contradictory to views expressed, 
professionals should explain the reasons for this. 
 (Mental Health Act 1983: Code of Practice (DoH 2015, p.22) 

 
Service users are equal partners in their care and should fully participate in the assessment 
process, actively collaborate in the development of their plan or statement of care, and 
contribute to the review of their care, including when they are discharged or transferred with 
Lincolnshire Partnerships NHS Foundation Trust (LPFT) or to outside organisations.  
 
Care must be organised around the needs of individual service users and carers; and staff 
should ensure that the transfer between services includes negotiation, agreement and that 
the process is well managed. 
 

13.2 Mental Health Act 
 
There are separate discharge procedures in relation to the Care Programme Approach and 
the Mental Health Act 1983.   
 

13.3 Definitions 
 

Inpatient Discharge Discharge from an LPFT inpatient bed to an LPFT community 
setting  

Internal Transfer An internal transfer includes movement from one LPFT setting to 
another LPFT setting of a similar type i.e. inpatient ï inpatient or 
community - community 

Discharge from LPFT Includes both a full discharge from LPFT back to the referrer, and 
discharges from LPFT to another external provider  

DTOC Delayed Transfer of Care ï occurs when a service user is ready to 
be discharged from care and is prevented from doing so because of 
other reasons (such as suitable accommodation not being 
available). 

CCHT Countywide Crisis and Home Treatment Team ï they provide a 
service to people who are having an acute mental health crisis and 
may require hospital admission  

Fast Track An arrangement supported by a completed crisis & contingency 
plan, between a service user and a Community Team that following 
discharge from the service, whereby the service user is able to self-
refer directly back into the team 

7 day follow up The arrangements made to ensure follow-up within 7 days for 
service users following discharge from an inpatient unit 

48 hour follow up The arrangements made to ensure follow-up within 48 hours for 
service users following discharge from an inpatient unit and who 
have presented as high risk from self-harm or suicide during their 
inpatient stay 
 

Care Coordinator The term for the person who coordinates the care and treatment for 
a service user identified as being supported by the Care Programme 
Approach (CPA) process  
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Lead professional The lead worker who coordinates the care and treatment for a 
service user who is deemed to have less complex needs and is not 
supported by the CPA process 

Dual Diagnosis Service user has been diagnosed with mental health and drug and 
alcohol misuse problems (unless otherwise stated) 

Wellbeing Plan The Care Programme Approach documentation that incorporates 
the care plan, the staying well plan and review details 

 

13.4 Responsibilities 

 

Chief Executive 
 

Has overall responsibility for ensuring that the Trust has in place clear 
processes for managing the risks associated with the discharge and 
transfer of service users within the care planning process.  Also for 
ensuring that these procedures are implemented and monitored. 

Executive 
Directors 
 

Responsible for ensuring an effective system for the transfer and 
discharge to and from services within the Trust. They are directly 
accountable to the Trust Board. 

Service Directors 
Senior Managers 
Team Leads 

Responsible for the Trustôs operational teams and must ensure policy 
implementation and compliance throughout the organisation. 

On call manager Must be notified of all out of hourôs transfers and discharges. 
 

Managers/Team 
Leaders/Lead 
Clinicians 
 

Responsible for ensuring that members of their teams involved in the 
discharge and transfer of service users understand their responsibilities 
detailed within this document and other guidance.  
 
Responsible for ensuring that communication between the 
ward/department and the receiving hospital/ team should report the 
service userôs mental and physical condition, highlighting any recent 
evidence of falls risk and specific risk factors. 

Employees 
 

Within their area of responsibility, must implement the requirements set 
out in this document. This duty extends to the supervision of support 
staff when duties are delegated. 
 
The Nurse in Charge or Named Nurse must inform the service user 
where they are being transferred/ discharged to, and why the transfer 
is necessary.  All explanations must involve reassurance and support 
for the service user and, where applicable the carer. 
 

At all points of discharge/transfer, both internal and external, the 
lead professional/care coordinator must provide a detailed verbal 
handover supported by a written document (clinical letter, report 
or clinical note entry) to the receiving team which provides the 
clinical rationale and objectives for the discharge. 
  
 

 

13.5 Core Standards 
 
Planning for any discharge or transfer should begin as soon as is feasible, ensuring close 
liaison and referrals made to other services in a timely manner.   
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Any discharges/transfers should be in the best interests of the patient and the decision 
made in accordance with the current clinical evidence available at the time.  
 
Any arrangements for discharge/transfer should be reflected in a Care Plan that is 
developed collaboratively with the service user, evidencing that a copy has been 
offered/given to the service user.  
 
Service users and carers should have timely and appropriate information in order to make 
an informed choice about on-going care needs. 
 
Involvement of family and carers is crucial to ensure smooth discharge/ transfer 
arrangements and there should be regular liaison with the care co-ordinator/lead 
professional at all times. This may include identifying any carers, and ensuring that a carers 
assessment is offered or any carerôs needs, specifically relating to discharge and transfer 
are addressed 
 
Staff must ensure that all records, including electronic records of discharges or transfers, 
are accurate and recorded in line with Trust Record Management Standards. 
 
Standards of good practice indicate that key information that should be accessed or shared 
to support and discharge/transfer includes: 
 

¶ Current health & social care and risk assessments 

¶ Current care & treatment information including any CPA documentation (if the 
service user is supported by the CPA process at the point of transfer), such as the 
Wellbeing Plan, which includes details of the last review, the care plan & the staying 
well plan 

¶ Details of current/on-going medication 

¶ Legal status and CPA level as applicable and any relevant mental health act papers 

¶ Recent Clinical Letters or Discharge Summary information 

¶ A verbal handover to the receiving team/member of staff 
 
The Trust shall not make a Discharge from Detention from In-Patient Treatment, Discharge 
from Care or a Transfer of Care where it would not be in accordance with good clinical 
practice or good healthcare practice, and (in the case of a Discharge from In-Patient 
Treatment) shall use best efforts to avoid circumstances and any discharge likely to lead to 
an emergency re-admission. 
 
The service userôs capacity to consent to the discharge/transfer arrangements will be 
established and recorded (in accordance with the Mental Capacity Act Policy 6b). Any 
issues that affect the service userôs ability to be actively involved in their discharge planning 
must be reflected in their care plan and if appropriate, a Mental Capacity Act assessment. 
 
Discharge or transfer plans should be written with regard for the Safeguarding policy. 
 
If a service user is received into the care of an LPFT team or inpatient unit from outside the 
Trust, it is the responsibility of the receiving team to contact the referrer and ensure that 
copies of any relevant healthcare records are requested and then incorporated into the 
electronic LPFT healthcare record. Staff must ensure that information relating to Mental 
Health Act history, including entitlement to Section 117 Aftercare or Community Treatment 
Order conditions is requested and clearly recorded in the health care record; the Mental 
Health Act administration team must be notified of any Mental Health Act information 
received as part of the transfer process. 
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13.6 Inpatient Discharge  
 
The reason for admission and expected outcomes of the admission should be documented 
and an expected date of discharge set on admission. 
 
Discharge from inpatient services is a planned process, following a multi-disciplinary 
discussion that actively incorporates the views of the service user and carers.  Staff should 
ensure that assessments and care plans, including discharge plans, address aspects that 
relate specifically to the home situation, such as, payment of bills, looking after pets, taking 
care of relatives, keeping in touch with work etc.  
 
Any existing Care Co-ordinator/lead professional should work closely with the inpatient 
named nurse, having an active role in the service userôs care, particularly in relation to 
planning for discharge.   
 
A pre-discharge meeting must be organised by the named nurse in liaison with the 
nominated community based co-ordinator/lead professional.  This meeting should include 
the service user, their relative/carer if appropriate and all members of the multi-disciplinary 
team involved in the inpatient care as well as the nominated community based care co-
ordinator/lead professional. The meeting details should be recorded on the review screens 
of the Wellbeing Plan so that relevant parties, including the service user/carer to have a 
copy.  
 
Discharge care plans & records should consider and record as appropriate: 
 

¶ updated and completed assessments including risk assessment  

¶ actions that need to be completed to allow safe and appropriate discharge such as 
home support, accommodation assessment,  

¶ who was present at the pre-discharge meeting, and who requires a copy of the 
discharge plan/ pre-discharge meeting record 

¶ the need for 48 hour or seven day follow up (whichever is appropriate), identifying 
the professionally qualified member of staff to carry it out 

¶ the level of support from CPA where applicable on discharge/transfer  

¶ the current health and social needs and any Unmet needs 

¶ eligibility for S117 aftercare (refer to MEN01 Mental Health Act Policy) 

¶ any relevant Community Treatment Order conditions and recall arrangements 
 
It may also be useful to consider: 
 

¶ Any aftercare arrangements agreed jointly with social services (i.e. in Older Adults or 
Learning Disability services) 

¶ In situations where the service user is known to misuse drugs/alcohol there should 
be a specific contingency/crisis plan with contact details on how to access DART 
and/or Addaction. 

¶ Consideration of personal budget to support to address any eligible social care 
needs, and refer to relevant social care staff as appropriate 

¶ Consideration of NHS Funded Continuing Care (refer to National Framework for 
NHS Continuing Healthcare & NHS Funded Nursing Care DoH 2007) 

¶ Presence of any medication related problems such as swallowing, concordance. 
 

A copy of the agreed discharge care plan will be given to each service user.  However it 
should be noted that in specific circumstances there may be exceptions, such as in 
Learning Disability Services or in Child and Adolescent Mental health this may not be 
applicable for individuals whose parents/carers are more greatly involved (refer to service 
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specific operational guidelines) In these instances, the rationale for not giving the service 
user a copy of the plan should be clearly recorded in the healthcare record. 
 
Staff should ensure that the discharge time is appropriate to the needs of the individual and 
where immediate support is required, to enable the discharge, this is in place and available 
at the required time.  In the event of an out-of hourôs discharge, staff must ensure that the 
rationale for discharging at this time is clearly recorded, and the discharge details are clearly 
communicated first thing the next working day to relevant parties to ensure continuity of 
care.  

 
Exceptions to this may occur when discharge is at short notice or is against medical advice. 
Where a patient chooses to discharge themselves against professional advice please follow 
the process and complete the form at Appendix 12.1. In either event the statutory 
obligations of the Mental Health Act 1983 (as amended by the 2007 Act) and Mental 
Capacity Act (2005) should be considered where appropriate i.e., if the service user has 
been detained then reference needs to be made to the Mental Health Act 1983 (as 
amended by the 2007 Act) Policy (MEN01). 

 
A delayed transfer of care occurs when a patient is ready to depart from inpatient mental 
health care and is delayed.  Delayed discharge should be avoided wherever possible as it 
can lead to the patient experiencing stress, boredom, increase in self harm behaviour, 
violence and dependency.  It can also affect staff morale.  A patient is ready for discharge 
when: 
 

¶ A clinical decision has been made that the patient is ready for transfer; and  

¶ A multi-disciplinary team decision has been made stating that the patient is ready for 
transfer; and  

¶ The patient is safe to discharge/transfer. 
 

For further guidance on Delayed Transfers of Care see Appendix 12.2, 12.3 and 12.8.  
 
Medicine management forms a crucial part of the discharge process ï see policy on 
Medicine Management.  Medication should be ordered in advance of the discharge date to 
ensure supply is available on the day of discharge. Service users and/or carers/relatives 
should have an understanding of their medication prior to discharge and should receive 
clear discharge and post discharge medication information including where and how to get 
further supply and how to take their medication. 
 
Best practice indicates that all service users discharged from inpatient care should be seen 
for follow-up within seven days of discharge. Arrangements for 7 day follow up should be 
made as part of the discharge planning process. This includes where individuals are 
discharged to supported accommodation such as residential or nursing care. See Appendix 
12.4 
 
Service users on an inpatient unit under the age of 18 should not be discharged where there 
are child protection concerns until a plan of safety is in place. 
 
Discharge letters and summaries must be completed within the required standards.  The 24 
Transfer/Discharge Notification should be faxed, sent electronically or posted to the GP 
within 24 hours of discharge and copied to the clinical coder. See Appendix 12.5.  The full 
discharge letter must be sent within ten working days. 
 
The clinical coder will allocate and record the appropriate ICD 10 code in respect of the 
diagnosis within 10 days of discharge. 
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For patients of no fixed abode, the council responsible for the patient is the council whose 
area they reside.  This is irrespective of whether the patient lives on the streets or in a 
hostel.  Under the Homelessness Reduction Act 2017 if clinical staff identify any patients 
who they think may be homeless, or may be at risk of homelessness, the local authority 
must be notified so appropriate support can be provided 
 
Asylum seekers and others from overseas should be listed under the council in which they 
currently reside.  It is the responsibility of this council to decide whether they are eligible for 
social services. 
 

13.7 Internal Transfers 
 
An internal transfer is a situation when a service user moves from one LPFT team or setting 
to another LPFT team or setting.Non-emergency transfers will be instigated through the 
Interface Meetings. The Interface Meeting acts as a forum for decision making of internal 
referrals.  The Interface meeting is not a forum for referral of urgent care for example 
referrals to CRHT. See appendix 12.9 
 
In the event of an emergency transfer, the 24 hour Discharge/Transfer Notification and 
healthcare records will be completed as soon as possible after the event.  However, any 
relevant assessment information, including risk will be communicated immediately via an 
appropriate medium i.e. safe haven fax. 
 
Only in exceptional circumstances will transfer to another service occur during an acute 
phase of illness in consultation with the service user and their carer/family. Transfer will 
usually wait until the acute phase is over. 
 
Staff will ensure that any assessment records are updated and a record of the transfer 
completed in the healthcare record. 
 
Staff must ensure that any eligibility for section 117 aftercare is clearly identified and 
communicated in the event of any transfer (refer to MEN01 Mental health Act Policy) 
 
Ensure that the Safeguarding Adults & Children Screening Tool has been completed. 
 

13.8 Discharge from LPFT back to referrer or to another external provider 
 
Any discharge should be a planned process following a care review or multi-disciplinary 
discussion and actively incorporates the views of the service user and carers. 
 
It is the responsibility of the care coordinator/lead professional or nominated other to ensure 
that: 
 

¶ Service users, families and carers are actively involved in, and remain informed of 
discharge plans.  

¶ The GP and other involved agencies are informed of discharge. Information to GP 
must include details of current medication and any changes made during treatment.  

¶ Ensure that the Safeguarding Adult & Children Screening tool has been completed 
and advocates are involved as required.  

¶ Any eligible outstanding social care needs are considered and referral made if 
appropriate. Consider whether further dates for review of a personal budget need to 
be agreed. 
 

http://www.legislation.gov.uk/ukpga/2017/13/contents/enacted
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Service users should have sufficient information about what is available to make an 
informed choice about the care they need, and how to contact services in the future should 
they need to, including fast track where applicable. 
 
If the service user disengages from community services, refer to Assessment & Care 
Planning Policy (incorporating CPA) and follow the óFailure to Engage Procedureô before 
making a decision to discharge. 
 
When a service user currently receiving care from LPFT (whether as an inpatient or 
community team) moves to another area but needs to continue to receive care and 
treatment from mental health services, transfers of care will be supported by a face-to face 
review and handover of care, with records detailing who attended or was consulted as part 
of the review meeting, who is involved in the transfer plans and the support in place to 
enable a seamless transfer of care. However, where the practicalities of the arrangements 
make this difficult, staff must still ensure that the healthcare record explicitly details the 
discussions that have taken place between the services, who was involved in them and 
what information has been forwarded to support the transfer of care. If the receiving 
services are not in agreement with the referral, staff should use the Operational Escalation 
Policy to escalate the issue. 
 
The Trust Team Coordinator for Assessment & Care Planning can support effective transfer 
through the identification of local teams through the national Care Coordination Network. 
 
The original healthcare record remains the property of LPFT ï Service user consent must 
be sought before copies of relevant parts of the record are shared with the new 
organisation. If the service user refuses, a decision must be made based on any risks 
identified of not sharing the information. If the service user does not have capacity to give 
consent to share information, the Responsible Clinician or Care Co-ordinator/ lead 
professional will apply best interest rules. 
 
On full discharge from LPFT, if the service user has been eligible under Section 117 
reference needs to be made to the Mental Health Act 1983 (as amended by the 2007 Act) 
Policy (MEN01) to ensure that correct procedure is followed. 
 
All plans, discussions, telephone calls and agreements made relating to the discharge to 
another provider must be recorded in the healthcare record. Any decisions relating to 
consent, confidentiality and sharing information must be documented in the healthcare 
record and the Transfer of Care to another provider form (Appendix 12.6) completed to 
accompany any information shared. This form should be completed when a service user 
leaves the care of the Trust and is to be cared for by another provider. Generally it is the 
responsibility of the care coordinator or lead professional to check with the service user that 
they give their consent to have their information shared with the new service provider. 
 
Where it is not possible to get consent the Trust will need to be able to evidence that in 
accordance with Schedule 3 of the First Principle of the Data Protection Act processing of 
the information is necessary to protect the vital interests of the service user or another 
person. This rationale should be documented in the LPFT healthcare records. 
 
The lead professional/care co-ordinator should complete section A and send the original 
form with photocopies of relevant current clinical documentation to the new service provider.  
The new provider should complete section B to confirm receipt of clinical information shared 
with them. A copy of this form should be held within the team and checked regularly to 
ensure that a receipted copy is returned to the Trust.  The receipted copy should be chased 
with the new organisation on a weekly basis. 
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Once the receipted copy of the transfer form (section B) is received it should be scanned 
into the correspondence section of the healthcare record. 
 
In cases which are classed as ñat riskò or ñin crisisò the information should be sent by fax to 
the new provider, for the attention of a named individual.  For more routine cases the 
information can be sent by ñSpecial Deliveryò for the attention of a named individual at the 
new provider service. 
 
Information should be shared immediately and no later than 24 hours following transfer of 
care to a new provider for anyone deemed at risk.  For routine transfers information should 
be shared within 3 days.  
 

13.9 Discharge to Continuing Care 
 
Please refer to the National Framework for NHS Continuing Healthcare & NHS Funded 
Nursing Care guidance DoH 2007. 

 
13.10 Failure to Engage  
 
For many service users, attending appointments may not be a problem. However, service 
users who ñFail to attendò, DNA, cancel appointments, or where planned home visits cannot 
take place; represent a significant concern to the Trust, as well as potentially posing a 
clinical risk to themselves or others.  This section aims to establish a consistent approach 
for mental health, learning disability and substance misuse services in Lincolnshire which 
promotes the exercise of sound clinical judgement, thereby ensuring cancellations and 
failed visits are managed appropriately and effectively.  
 

Principles: 
 

¶ Effective communication is the key to effective clinical engagement ï factors that are 
likely to promote engagement such as direct contact between the service user and 
clinician to arrange appointments should be considered where possible.  

¶ At all points in the service userôs journey, clear communication and the healthcare 
record must be maintained in accordance with the Records Lifecycle Management 
and Information Governance Policy. 

¶ Principles of person centred assessment and care planning should underpin all care 
offered to service users. 

¶ Issues of non-contact or difficulty with engagement should be identified through the 
normal assessment processes and addressed within the care plan, risk 
management plan or crisis and contingency/staying well plan as an attempt to 
minimise the likelihood of cancellations and failed visits.   

¶ Where a service userôs previous history indicates a specific response to missed 
appointments, the service userôs care plan or crisis and contingency/staying well 
plan should identify actions to be implemented. 

¶ Individuals who use Trust services will be advised that they should inform someone 
that they will not be attending for an appointment wherever possible.  This issue 
should be stated in the initial appointment letter and discussed with the service user 
when they attend for their first appointment, and staff should ensure that service 
users have appropriate contact details for the service and understand how to cancel 
or re-arrange appointments that they are unable to attend. 

 
Staff should also consider the factors that may affect influence attendance at appointments, 
such as; 
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¶ Cognitive impairment and forgetfulness.  

¶ Service users level of insight and mental state at the time. 

¶ Location of appointment cost of travel, availability of public transport, availability of 
parking. 

¶ Other social factors such as employment and hours of availability, any childcare or 
caring responsibilities. 

¶ Language or cultural factors, and need for interpretation services. 
 
Following any DNAôs, failed visits or cancelled appointments; staff should review the 
reasons with the service user and seek to address any factors that may promote future 
engagement and attendance. 
 
Where performance information that details DNA and cancellation rates is provided 
individuals and teams should look to identify any common themes or issues that can be 
addressed.  
 

First Appointments 
 
If you have direct contact with the person referred and they express that they feel the 
referral is inappropriate, contact the referrer to notify them and: 
 

¶ Record the referral on the agreed systems. 

¶ Contact the referral to notify them (by telephone or letter). 

¶ Close the referral episode. 
 
If another LPFT service is indicated as appropriate, complete an internal referral to the 
alternative service, record as above 
 
If you have offered and agreed two appointments, and on both occasions the service user 
has cancelled or failed to attend, then discharge back to the referrer in writing. In the event 
of some services and individual service users, this action will have to be risk assessed and 
may require further appointments to be offered. 
 
If the service user declines the offer of an imminent appointment because of an existing 
arrangement or circumstance despite encouragement and a reasonable alternative cannot 
be found, clinical responsibility needs to be made clear by discharging back to the referrer in 
writing, detailing the reasons for non-acceptance of the service, and by suggesting re-
referral at a time deemed to be more acceptable to the service user. 
 
Follow-Up Appointments 
 
In the event that an existing service user fails to attend or declines an appointment in the 
course of their treatment, including group work a further appointment must be offered. 
 
If, at any time, clinical judgement indicates the service user may be a risk to themselves or 
others, an urgent review meeting should be arranged, and processes detailed within the 
óAssessment and Care Planning Chapter (9) of the Clinical Care Policyô should be adhered 
to. 
 
Where a service user declines or fails to attend a follow-up appointment, or contact cannot 
be established, the original referrer must be informed in writing.  The service user should be 
offered another appointment, unless clinical judgement based on current assessments 
indicate this is not required.  A letter detailing the offer of a further appointment or reasons 
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for not doing so should be sent to the service user, detailing contact details for the 
community team.  This letter should be copied to any relevant parties, including the referrer, 
care coordinator or lead professional. 
 

DNA and Missing Service users in the Community 
 

¶ Where a mental health worker becomes concerned about the unknown whereabouts 
of a service user/service user in the community or considers them to be missing, 
they should discuss their concerns with their line manager and/or consultant 
psychiatrist in the first instance, unless immediate action is required. 

¶ Significant events and the current risk assessment of the individualôs mental health 
will influence the urgency of the response. 

¶ Key individuals involved in the service userôs/service userôs care and wellbeing or 
with whom the individual has significant social contact, should be identified through 
the Care Plan/Risk Assessment for that service user and through team discussion. 
The Care Coordinator or lead professional should discuss with their line manager 
and/or consultant psychiatrist which of these individuals will be contacted regarding 
the whereabouts of the individual service user. 

¶ Should the service userôs/service userôs whereabouts remain unknown and concerns 
for their wellbeing and safety remain high, the mental health worker should discuss 
with their line manager whether or not to report the individual as missing to the 
Police. 

¶ In the event that a decision is taken to report the individual as missing to the Police, 
a Datix report must be completed to record the event.  

¶ The individualôs GP and any other known agencies involved in the care must also be 
informed. 

 

¶ The line manager/consultant psychiatrist will support the mental health worker 
throughout the process and will ensure that there is a clear understanding of what 
action will be taken following involvement of the police. 

¶ The mental health worker will stay in contact with key informants identified previously 
to offer support as necessary. 

¶ The line manager/consultant psychiatrist will ensure that the situation is reviewed as 
required. 

 

Recording of Information 
 
Staff should refer to any local service protocols for any service specific guidance on 
supporting service users who fail to attend appointments. Electronic records should be 
maintained of all contact with service users, with clear records of any cancelled or 
appointments that were not attended, subsequent attempts to contact service users in the 
event of failed appointments or cancellations, and basis for clinical judgements made.  
Copies of any letters should be scanned into the correspondence section of the electronic 
healthcare record. 
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Appendix 13.1 
 

Discharge against Professional Advice Flowchart for Informal Patients 
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Appendix 13.2 

 

Discharge against Professional Advice Form    

To be completed if an Informal Patient leaves the ward against professional 

advice  

Patientôs Name: 

Date of Birth: Ward: 

NHS No: Date of Admission: 

Part 1: To be completed by the patient 

I am signing this form to confirm that I am leaving this hospital at my own request, at my 
own risk and on my own responsibility, against the advice of the clinical team.  
(For service users who lack capacity to decide whether to remain in hospital this should be 
signed by the individual who is removing the service user despite the clinical teamôs opinion 
that it is in the service userôs best interests to remain in hospital)  

Designation: 
 

Print Name 

Signed: 
 

Date: 

Part 2: To be completed by the senior nurse and/or medical staff on duty 

Reasons given by patient for taking discharge Against Professional Advice: 
 
 

Has this been discussed with the duty medical staff? 
 
 

Arrangements  for follow up (including 7 day follow up) discussed with patient: 
 

Time Service User left the unit: 

First Staff Member: 

Signed: Designation: 

Print Name: Date: 

Second Staff Member: 

Signed: Designation: 
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Print Name: Date: 

 
If the service user did not complete Part 1 of this form completes part 3: 

Part 3: To be completed by the senior nurse and/or medical staff on duty 

This is to confirm that the above named Service User left the hospital/unit of their own 

volition against the advice of the clinical team either before they signed this form/refusing to 

sign this form* (*delete as applicable). 

Time Service User left the unit: 

First Staff Member: 

Signed: Designation: 

Print Name: Date: 

Second Staff Member: 

Signed: Designation: 

Print Name: Date: 

 

Copy sent to GP with 24 hour discharge notification 

 
 
To be scanned in óDischarge Summariesô folder of EPR 
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Appendix 13.3 
 

Delayed Transfer of Care (DToC) 

Introduction 

The Care Act 2014 replaces the Delayed Discharge Act of 2003, but reinforces the need for 
services to continue to ensure that people do not remain in hospital when they no longer 
require an acute level of care.  

Organisations are encouraged to identify and actively plan in advance of the patient no 
longer requiring acute care.  NHS England defines a ódelayed transfer of careô as a situation 
where an inpatient is ready to go home or move to a less acute stage of care, but is 
prevented from doing so. This is an issue for the NHS as it reduces the numbers of beds 
available to other patients, as well as causing unnecessarily long stays in hospital for 
patients.   

An acute/ non-acute/ mental health delayed transfer of care occurs when a patient is ready 
to depart from acute/ non-acute/ mental health care and is delayed. A patient is considered 
ready for transfer when 

a. A clinical decision has been made that patient is ready for transfer AND 

b. A multi-disciplinary team decision has been made stating that patient is ready for 
transfer AND 

c. The patient is safe to discharge/transfer. 

As soon as these conditions are met, and the person remains in hospital, the clock starts 
and they are classified as a Delayed Transfer. Ward managers are responsible for ensuring 
that the processes on Silverlink for recording when these conditions are met and for 
identifying and reporting delayed transfers of care are followed.  

Non-compliance  

This indicator features in Monitorôs óRisk Assessment Frameworkô, and as such is a national 
priority target which Foundation Trusts are expected to achieve. Failure to meet this target 
is a breach of our Monitor Licence. This indicator is reported to Monitor on a quarterly 
basis and as such affects the overall governance risk rating of the Trust.  

This indicator is also reported to the HSCIC via the monthly Mental Health Services Dataset 
submission 

Consequences of Delayed Transfers 

There are consequences for delayed transfers for both service users and service 
themselves;  

For service users 

 

¶ Potential delays in admitting appropriate at risk patients or premature discharge of 
others 

¶ Increased risk of dependence on inpatient care (institutionalisation), loss of coping 
skills and skills for independent living  

¶ Loss of employment and risk to tenancy 

¶ Damaged/loss of key relationships and social support networks e.g. partners, 
friends, family, and work colleagues 

¶ Stressed, bored and anxious inpatients 



 

Page 94 of 553 

 

¶ Risk of increased frustration and increased risk of aggression and violence on 
wards  

For staff  

 

¶ Negative impact on morale, retention and recruitment  

¶ Overstretched staff and limited staff patient engagement  

For commissioners  

 

¶ Additional unnecessary costs of inpatient care for individuals 

¶ Additional unnecessary costs associated with funding places additional to existing 
contracts (private sector beds)  

¶ Potential additional costs of placing service users out of their local area (out of area 
placements)  

Principles of Best Practice 

High quality provision of care during an inpatient episode is defined by effective assessment 
and treatment followed by a well-managed discharge when the individual no longer needs to 
be in hospital. It is considered to be detrimental to well-being to remain on a ward beyond 
this point.  

 
Commencement of discharge planning  
 
Discharge planning must commence as soon as a service user is admitted. The MDT has a 
responsibility to ensure that they anticipate when a service user is likely to be ready for 
discharge through the identification and recording on an anticipated discharge date on 
Silverlink, and work towards the estimated discharge date throughout the admission. A 
multi-disciplinary assessment of need to determine what will be required for effective 
discharge planning for example, current living arrangements, their family, social networks, 
employment & financial issues should commence within 24hrs of admission to the ward.  
 

As part of good practice, service users may go on trial leave to home / placement as 
part of a discharge plan. These service users should not be considered a DTOC.  

Any assessments for further placement etc. should take place in advance of the anticipated 
discharge date to prevent delay beyond the Fit For Discharge (FFD) date. 

Decision making about discharge arrangements should usually be with the person and their 
carer, taking into account the personôs capacity to participate in an informed way in these 
discussions and, where they do not believe that the capacity exists, they should move 
forward by taking account of other existing regulation and guidance such as for example the 
Mental Capacity Act. 

Patients, Carers, associated family and guardians are entitled to exercise their right to 
choose where and how the needs of the patient will be met but there are times when their 
first choice may not be available and alternatives will have to be considered for an interim 
period. If an interim arrangement is required then support will continue to be provided on 
discharge from hospital to assist people to achieve their preferred choice. For further 
guidance on managing choice, see Choice Protocol at Appendix 12.8 
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Making the discharge decision  

Discussion regarding whether a service user is fit for discharge is usually made at the 
MDT ward round review or at a CPA meeting. However decision making is not solely 
limited to these occasions. Where appropriate the decision that a service user is fit for 
discharge can be made at any time during the week. A professional who considers that 
a service user is fit for discharge should bring this to the attention of their MDT 
colleagues so that a decision can be made to proceed to discharge in line with the 
discharge plan.  

Discussion regarding whether a service user is fit for discharge is usually made at the MDT 
ward round review or at a CPA meeting. However decision making is not solely limited to 
these occasions. Where appropriate the decision that a service user is fit for discharge can 
be made at any time during the week. A professional who considers that a service user is fit 
for discharge should bring this to the attention of their MDT colleagues so that a decision 
can be made to proceed to discharge in line with the discharge plan. 
 
Disagreements 
 
Where the patient has mental capacity but disagrees with the assessment ï the social 
worker should outline the risks to the patient and work with them to try to meet their needs 
within available resources.  If agreement is not reached, the patient renders themselves 
self-funders and discharge is the responsibility of the Trust.  

Where the patient has mental capacity but the family/carer disagrees with the assessment ï 
the social worker should negotiate with the family but ultimately the patientôs wishes are 
paramount (carers assessments should be undertaken as appropriate) 

Where the patient does not have capacity and disagrees with the assessment ï capacity 
must be confirmed and a risk assessment undertaken to establish whether Mental Health 
Act provisions apply.  If they do, social care should provide the services that best meet the 
patientôs need.  If they do not apply, the social worker should attempt to resolve the dispute 
however if agreement cannot be reached the patient renders themselves a self-funder and 
discharge is the responsibility of the Trust.   

Where the patient does not have capacity and the family/carer disagrees with the 
assessment outcome ï capacity should be confirmed and the social worker should work 
with the family to resolve the dispute as to assess need.  If agreement cannot be reached, 
the patient is deemed a self-funder and discharge is the responsibility of the Trust.    

Retraction of DTOC 

A Retraction Notice may be issued when a change in the status of a service user indicates 
that they no longer meet the criteria as being fit for discharge e.g. due to a deterioration on 
mental of physical health. 

A Retraction Notice Form (see appendix 12.3) must be completed, and the electronic 
patient record updated to indicate that the patient is no longer fit for discharge, so no longer 
a delayed discharge. 

Reasons for Delayed Transfer Of Care  

This table shows the different reasons for delay which can be attributed and which must be 
selected on Silverlink when recording a DTOC, and which can be attributed to NHS, Social 
Care of both. Patients should only be counted in ONE category of delay; this category 
should be the one most appropriately describing their reason for delay. More detailed 
guidance of addressing delays related to service user or family choice is included in 
appendix 12.8 
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Category 
Description 

Category Guidance 

 
Attributable to: 
 
NHS Social 

Care 
Both 
NHS & 
Social 
Care 

Housing 
(inc. 
 upport
s/special
ist 
housing)  

Awaiting Care coordinator 
allocation  

     

Awaiting public funding  For mental health providers, this could 
also typically include awaiting NHS and 
Social Care agreement to funding of 
S117 aftercare, and may include delayed 
panel meetings or disputes around 
catchment area / responsibility for the 
patient.  

    

Awaiting further non-acute 
(including community and 
mental health) NHS care 
(including intermediate 
care, rehabilitation services 
etc.)  

This could include delays relating to 
physical health care, or transition to adult 
services (community or inpatient)  
NB: this does not include internal 
transfers from mental health acute 
beds to mental health rehabilitation 
beds 

    

Awaiting Care Home 
Without Nursing placement 
or availability  

This category should be used if the 
residential care placement does not 
include NHS-funded nursing care. For 
placements including NHS-funded 
nursing care, please select category D2.  

    

Awaiting Care Home With 
Nursing placement or 
availability  

This category should be used if the 
residential care placement includes NHS-
funded nursing care. For placements that 
do not include NHS-funded nursing care, 
please select category D1.  

    

Awaiting care package in 
own home  

All patients whose assessment is 
complete but transfer is delayed due to 
awaiting a package of care in their own 
home. 

    

Awaiting community 
equipment, telecare and/or 
adaptations  

All patients whose assessment is 
complete but transfer is delayed due to 
awaiting the supply of items of 
community equipment 

    

Patient or Family choice 
(Reason not stated by 
family)  

Patient or family choice may also include 
delays due to family/carer no longer 
wishing to support the person, or related 
to carer allowance/adaptations.  
 

    

Patient or Family choice ï 
Non-acute (including 
community and mental 
health) NHS care 
(including intermediate 
care, rehabilitation services 
etc)  

    

Patient or Family choice ï 
Care Home Without 
Nursing placement  

    

Patient or Family choice ï 
Care Home With Nursing 
placement  

    

Patient or Family choice ï 
Care package in own home  

    

Patient or Family choice ï 
Community equipment, 
telecare and/or adaptations  
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Patient or Family Choice ï 
general needs 
housing/private landlord 
acceptance as patient NOT 
covered by Housing  
Act/Care Act  

    

Patient or Family choice ï 
Supported accommodation  

    

Patient or Family choice ï 
Emergency 
accommodation from the 
Local Authority under the 
Housing Act  

    

Patient or Family choice ï 
Child or young person 
awaiting social care or 
family placement  

    

Patient or Family choice ï 
Ministry of Justice 
agreement/permission of 
proposed placement  

    

Disputes  This should be used only to record 
disputes between statutory agencies, 
either concerning responsibility for the 
patientôs onward care, or concerning an  
aspect of the discharge decision, e.g. 
readiness for discharge or 
appropriateness of the care package 

    

Housing-Awaiting 
availability of general 
needs housing/private 
landlord accommodation 
acceptance as patient NOT 
covered by Housing Act 
and/or Care Act  

This category should be used for housing 
delays that are for people without care 
and support needs under the Care Act. 
For instance, this may include medical 
nomination/referral, arrangement or 
transfer to accessible or adapted 
housing, occupational therapy 
assessment for aids and adaptions, 
access to floating support or housing 
related support.  

    

Housing ï single homeless 
patients or asylum seekers 
NOT patients not covered 
by Care Act  

This category includes people with no 
recourse to public funds.  

    

Housing- Awaiting 
supported accommodation  

This would typically include delays when 
people are waiting for sheltered housing, 
long and short term supported housing, 
extra care housing, adult placement 
schemes, crisis houses, refuges, 
therapeutic communities, short stay 
hostels and other specialist step up/step 
down accommodation.  

    

Housing- Awaiting 
emergency 
accommodation from the 
Local Authority under the 
Housing Act  

This category should be used when a 
person cannot be discharged from care 
because they are awaiting 
accommodation under the Housing Act, 
for example, for people who are legally 
homeless, or have a priority need.  

    

Child or young person 
awaiting social care or 
family placement  

This category should be used for children 
and young people whose discharge is 
delayed because they are awaiting 
placements in childrens homes, foster 
care placements or kinship care  

    

Awaiting Ministry of Justice 
agreement/ permission of 
proposed placement  
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Awaiting outcome of legal 
requirements (mental 
capacity/mental health 
legislation)  

This could typically include delays 
relating to decisions from Independent 
Mental Capacity Advocates (IMCA) 
and/or for a deprivation of liberty 
safeguard (DOLs)  

    
in 
sheltered 
or 
 upports 
housing  

 
Scenarios 
Example 1 
Mr Y is admitted for assessment to an acute organic ward. The family can no longer cope 
with caring for him and residential care has already been considered prior to admission. The 
family have looked at 2 homes already and put his name down on the waiting lists. Mr Y is 
assessed on the ward for a period of 2 weeks and reviewed at this pre-discharge CPA 
Review. It has been established that he will be self-funding. A decision is made at the CPA 
Review that the gentleman is fit for discharge but there are no beds available at either 
choice residential home.  
Mr Y becomes a delayed transfer of care from this point. 
  
What should have happened?  
The ward manager should have worked with the family and named nurse throughout the 
admission to identify alternative residential homes, either as a permanent or an interim 
placement.  
 
Example 2  
Miss T has had a long admission and has undergone a full occupational therapy (OT) 
assessment with a view to going home. Following the assessment and a CPA Review with 
the MDT, care agencies and family a date for discharge is set for 1st May. On the morning of 
the 1st the OT reports that a vital piece of equipment is unavailable for the foreseeable 
future. It is deemed unsafe for Miss T to go home.  
Mrs T becomes a delayed transfer of care from this point. 
 
What should have happened?  
Better communication with the OT to ensure the equipment was available OR to identify an 
alternative prior to 1st May.  
 
Example 3  
Mr X has had a full assessment and at a CPA Review a decision is made that he is fit for 
discharge although the plans for future placement have not yet been identified.  
Mr X becomes a delay at this point.  
What should have happened?  
This example illustrates the importance of ensuring that planning for discharge takes place 
as early as possible and in anticipation of the point at which they no longer need care on the 
ward.  
 
Example 4  
Following a 2 week admission the MDT decision at his CPA review meeting is that Mr A no 
longer requires an acute bed. However he has no accommodation.  
Mr A becomes a delay at the point he no longer requires an acute bed.  
What should have happened?  
Any accommodation issues should identified as part of initial assessment so appropriate 
referrals to local housing agencies can be made as soon as possible. 
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Appendix 13.4 

Delayed transfer of Care ï Escalation Process 
(to be read in conjunction with Choice Protocol appendix  12.8) 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                                                                        
                                                             
 

                                                                                                   Appendix 12.3  

Service user is admitted to ward 

¶ Assessments completed 

¶ Anticipated date of discharge identified and recorded 

¶ Provide Planning for Discharge letter 1 

Care Plan completed 

Regular MDT Review undertaken, 
including liaison with bed managers & 

consideration of plans for 
discharge/anticipated discharge date 

Possible reasons for DTOC identified & plan to 
address: 

¶ Applications to panel 

¶ Out of area transfer 

¶ Choice  

¶ Appeal 

¶ Housing 

¶ Internal transfer - beds 
 

SU is ready for discharge/transfer; 

¶ Clinical decision confirmed 

¶ MDT decision 

¶ SU is safe to discharge/transfer 

 Give copy of Choice Letter 2 if relevant 

SU is discharged 

If no suitable placement available or unable to 
discharge �t record as a DTOC 

 
Ward Managers/bed managers to monitor on an 
ongoing basis through Silverlink report and 
ensure actions to address DTOC reasons are 
identified. Any DTOCs that are not likely to be 
resolved within 5 days of the Fit For Discharge 
date to be escalated to the Divisional Business 
Manager 
 
NB: Consider DTOC retraction at any point if SU 
condition deteriorates  

 
Give copy of Choice Letter 3 & 4 if relevant 

 

Divisional Business Manager to monitor on a 
weekly basis and escalate any DTOCs identified 
Fit For Discharge date 5+ days to the Divisional 
Manager. Any internal LPFT reasons to be 
discussed with relevant Divisional Manager for a 
resolution to be agreed 

Divisional Manager to escalate any DTOCs 
identified Fit For Discharge date 12+ days to the 
Director of Operations. Any reasons for the 
delay external to LPFT, including those 
attributable to the local authority to be 
discussed at the Performance meeting with the 
Commissioners 

 
Give copy of Choice Letter 5 if relevant 
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FROM DLN TO SOCIAL WORK DEPARTMENT & WARD 

RETRACTION NOTICE 

  

NAME:  DATE: 

SECTION 

2C 

REASON 

 

SIGNED DLN DATE: 

LIKELY DATE OF RE-SERVING OF NOTICE 

SECTION 5 

REASON 

 

SIGNED DLN DATE: 

LIKELY DATE OF RE-SERVING OF NOTICE 
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Appendix 13.5 
 
Procedure for 7 day follow up 

1. Evidence suggests that people with mental health problems, especially those with 
severe and enduring mental illness are at particular risk of suicide and that people are 
particularly vulnerable in the period immediately after they have been discharged from a 
psychiatric ward. 

 
2. All patients discharged to their place of residence, care home, residential 

accommodation, or to non-psychiatric care must be followed up within seven days of 
discharge. This is a Care Quality Commission target for acute adult services that the 
Trust is required to report on regularly.  

 

3. Patients with no fixed abode or who leave Lincolnshire on discharge are still required to 
be followed up. Contact details (such as mobile phone number, residence on 
discharge) should be identified and incorporated into the discharge planning process. 

 

4. The follow up of those supported by the CPA within 7 days who are discharged from a 
spell in inpatient care aims to reduce risk and social exclusion (CQC 2009).    

 

5. In addition to the CQC target, the Trust has chosen to implement this across all 
services as best practice, therefore this procedure relates to all service users 
discharged from LPFT inpatient units with the exception of: 

 

¶ Those admitted purely for respite care 

¶ Those admitted to Ash Villa (Child & Family services in-patient unit) 
 

6. The in-patient unit must notify the care co-ordinator/lead professional of any discharge 
planning meetings they should be involved in to enable arrangements for follow-up to 
be made.   

 
7. A CPA classification should be applied at the point of admission and reviewed 

appropriately in line with the guidance set out in the Assessment & Care Planning 

chapter of the Clinical Care Policy chapter 9 

8. This relates to patients discharged from and to NHS in-patient care. Responsibilities for 
7 day follow-up after discharge rest with the recipient team or Trust (the team or Trust 
receiving the patient) if the patient will continue receiving psychiatric care from the 
recipient Trust following transfer.  

 
9. It is the responsibility of the care co-ordinator or lead professional to ensure that they 

themselves, or another nominated other (including CRHT staff) has contact with the 
service user within 7 days of their discharge from a mental health in-patient facility. 

 
10. This procedure also relates to service users who take their own discharge against 

medical advice. 
 
11. If the patient is being discharged to NHS in-patient care but will not be receiving 

psychiatric care from the recipient Trust i.e. transfer to an acute provider Trust, the 
responsibility for the follow up remains with the transferring team or Trust.  These are 
taken out of the figures for reporting. 
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12. Contact needs to be either face to face or by speaking directly to the client by 
telephone. Best practice would indicate that face to face contact is preferable, but 
where telephone contact occurs, it must be with the individual. In exceptional 
circumstances a carer or relative may be contacted to see if the patient is ok (for 
example, if the patient leaves the county). This should be identified and recorded in the 
discharge planning process. 

 
13. If an attempt has been made to contact the service user and the service user 

subsequently refuses to attend any appointments or let workers into their home/goes 
AWOL these instances are to be recorded as failed visits and not having received a 
follow-up. Also, refer to guidance for service users who fail engage included within the 
Discharge and Transfer chapter of the Clinical Care Policy (chapter 12).  

14. The Trustôs electronic clinical system is used to monitor the Trustôs compliance with the 
ó7 day follow-upô standard. It is therefore essential that staff record their contact with 
service users onto the system in accordance with the Trustôs recordôs management 
standards (refer to the Policy 8. Records and Information).  

 
15. Where a patient has been transferred to prison, the prison should be contacted to 

ensure the relevant prison mental health team have completed the follow up.  
 

16. If the service user is discharged out of area to another team or mental health 
organisation, it is the responsibility of LPFT staff to contact the receiving organisation 
and confirm that the 7 day follow up has been completed 

 
17. If the patient is re-admitted to a ward within 7 days of discharge this does not constitute 

7 day follow up as the follow up needs to occur in the community. These are taken out 
from the return. 

 
18. If patients leave the country or go on holiday on the day of discharge, they must still be 

included. 
 
19. The only exemptions, which do not need to be included are: 
 

¶ Patients who die within 7 days of discharge may be excluded 

¶ Where legal precedence has forced the removal of a patient from the country 

¶ Ministry of Defence patients 

¶ Patients discharged to other NHS hospital for psychiatric treatment 
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Appendix 13.6 
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  Appendix 13.7  

    

  
 
 

TRANSFER OF CARE TO ANOTHER PROVIDER 

 
Section A ï To be completed by Care Coordinator/Lead Professional 

 
Name of Service User: 

 
Date of Birth: 

 
NHS Number: 

Effective date of transfer: 

 
Name/address of transferring team: 

 
Fax Number: 
 

Telephone contact number; 

This service user is/is not* eligible for S117 aftercare  
(*delete as applicable; this must be completed) 
Please list all information being shared with new provider (i.e. full copy of notes, or relevant 
extracts from notes to include care plans, assessments, discharge summaries, HCAI/MRSA 
information/pathway, S117 documentation)  
 
 
 
 
 
 
 
 

Signed: 
 

Designation: 
 

Print Name: 
 

Date: 

Signature of consent of service user or their representative to share information with 
new provider or document rationale for decision to share without consent. 
 

 
Signed: 
 

Date: 

Section B ï To be completed by the Receiving Team  
 

CONFIRMATION OF RECEIPT:- 
 
Please fax back confirmation of receipt of this information to the number above or telephone 
the individual named above so that we can confirm you have received this confidential 
information relating to our former service user. 

Name/address of receiving team: 
 

Signed: Designation: 

Print Name: 
 

Date: 
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                                                 Appendix 13.8 
 

                                                                                   

CHOICE PROTOCOL 

DISCHARGE FROM INPATIENT SERVICES 
 

1. Introduction 
 
Planning of a personôs discharge from hospital should start on admission into the inpatient 
setting. 
 
It is not in a service userôs best interest to remain in a hospital bed longer than necessary 

For most people, a hospital setting is not an appropriate place in which to make decisions 
about how and where longer term needs are going to be met. 
 
Service Users, Carers, associated family and guardians are entitled to exercise their right to 
choose where and how the needs of the service user will be met but there are times when 
their first choice may not be available and alternatives will have to be considered for an 
interim period. If an interim arrangement is required then support will continue to be 
provided on discharge from hospital to assist people to achieve their preferred choice. 
 

National Guidance on Choice on Discharge 
 

¶ Guidance on choice of accommodation (LAC(2004)20) Where service users have 
been assessed as no longer requiring NHS continuing inpatient care, they do not 
have the right to occupy indefinitely an NHS bed. If an individual continues to 
unreasonably refuse the interim care home or care package, the council is entitled to 
consider that it has fulfilled its statutory duty to assess and offer services, and may 
then inform the individual, in writing, they will need to make their own arrangements. 
This position also applies to the unreasonable refusal of a permanent care home, 
not just the interim care home or care package  LAC(2004)20  

¶ The choice directions guidance
 

(óReady to Goô, DOH 2010) ñDischarge or transfer 
from hospital is frequently delayed when an individualôs preferred accommodation is 
not available. While it is entirely reasonable for a person to exercise choice at an 
extremely difficult and vulnerable time in their lives, the guidance makes it clear that, 
as long as an interim placement meets the needs of the individual, it is acceptable 
for a person to move from an acute hospital to an interim placement until the 
permanent or alternative choice becomes available. It is important that consistent 
messages and information are given to service users and carers by all staff about 
the likely length of stay in hospital and the need to move on to more appropriate care 
when they are ready to do so. This will avoid misunderstandings and surprises later 
in the processò. 

 

2. Purpose and aims of the protocol 

The purpose of this document is to ensure that all service users, carers and staff: 
 

¶ Are aware of the discharge procedures 
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¶ Know who is responsible for supporting service users, relatives and carers through the 
discharge process  

¶ Know what options are available to those who have more complex needs. 
 
Doctors, nurses, therapists and social care staff, who are responsible for arranging post-
discharge care for patients, have a duty to ensure the best care solutions.  This protocol 
offers guidance to them. 

This protocol provides a framework with clear timescales to: 
 

¶ Ensure that service users, carers, and associated family and guardians are supported to 
make choices about their longer term needs in the most appropriate environment 

¶ Enable all staff involved in the discharge of service users to work within these priorities. 

¶ Ensure the concerns and anxieties of the service users and their carers are discussed 
without prejudice 

¶ Ensure the service user and their chosen representative are invited to be full participants 
in the decision making process from the time of admission 

¶ Ensure that during the service userôs admission or length of stay and throughout the 
decision making process they will continue to receive a high standard of care which is 
safe, competent and compassionate 

¶ Ensure the service userôs identified levels of care and need for placement is kept under 
constant review throughout their admission 

¶ Ensure the service user (where able) is involved in the choice of their transfer or 
discharge destination. Where they are unable, their chosen representative will be 
consulted. However, where the placement is short term the decision around choice will 
not be used to delay discharge  

¶ Ensure all discussions concerning assessment and the decision making process will be 
noted in the service userôs electronic health record 

¶ Ensure at all times, staff act in the best interest of the service user 

¶ Ensure the service user does not remain in hospital unless it is clinically indicated 

¶ Ensure essential inpatient beds are made available for service users who need them 
 

3 Scope 
 
This policy covers all inpatient sites within LPFT and should be read in conjunction with the 

Discharge & Transfer chapter of the Clinical Care Policy (Chapter 12) and the Delayed 

Transfer of Care Appendix A12.2 

4 Applications of the Policy 
 
The policy applies to service users deemed fit for discharge who: 
 

¶ Require discharge to a care home, irrespective of funding arrangements. 

¶ Have identified a care home of choice that is not available at the point of discharge. 

¶ Who are awaiting care packages to be arranged, and/or completion of 
aids/adaptations to their home 

¶ Who are declared ñhomelessò 

¶ Who are refusing to leave hospital despite the availability of an appropriate 
discharge location 

¶ For whom an interim placement has been identified which meets their assessed 
physical or mental needs 

¶ Who are being treated by LPFT but whose home address lies outside the 
Lincolnshire area 
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¶ In exceptional cases a service user can be excluded from this policy at the discretion 
of a Divisional Clinical Director and Divisional Manager 

 
5   Consideration of Mental Capacity  
 
The service user (where able) has the right to decide and be involved in the choice of their 
transfer or discharge destination. If it is assessed that the service user has the capacity to 
make the decision about their discharge/transfer destination, consider whether an 
Independent Mental Capacity Advocate (IMCA) is required to be consulted (refer to Mental 
Capacity Act (including Deprivation of Liberty Safeguards) Policy 
 
Where there are concerns that a service user lacks the capacity to decide on his/her 
discharge destination, an assessment of capacity should be undertaken.  If this finds that 
the service user does currently lack the capacity to take that decision, a best interests 
meeting will be undertaken prior to decisions regarding the choice of accommodation  
Refer to Mental Capacity Act (Including Deprivation of Liberty Safeguards) Policy for 
specific guidance. 
 
Another capacity assessment may be required when further decisions emerge regarding 

discharge destination. 

The Mental Capacity Act (2005) must be adhered to at all times; refer to the Capacity 

Flowchart on Sharepoint for further guidance; 

http://sharon/lpft/mha-and-

mca/Pages/MentalCapacityAct.aspx?RootFolder=%2flpft%2fmha%2dand%2dmca%2fMCA

andDoLS%2fMCA&FolderCTID=&View=%7bB680BA83%2d1015%2d4DDA%2d9AB1%2d7

A62C3D15C67%7d   

6 Process 
(To be read in conjunction with the Escalation Process detailed within the Detailed Transfer 
of Care guidance in Appendix 12.2) 
 

a. On admission, service users and their families/friends/carers will receive a discharge 
planning fact sheet with an anticipated or expected date of discharge (Planning for 
Discharge Letter 1). This discharge date may change during the inpatient episode, 
due to changes in the service userôs health and social care needs. 

 
b. When a service user is assessed as likely to need community care services or 

alternative NHS provision, the relevant assessments (which will include 
psychological, social and physical care needs) will be undertaken by appropriate 
health and social care professionals. Due regard must be given to a personôs ability 
to make informed decisions and where necessary an advocate will be appointed.  

From the beginning of the assessment period, it is vital that the person and their 
carers, and associated family and guardians are consulted and kept informed of how 
the assessment is progressing. The assessment outcome and proposed care plan 
will be discussed and agreed with the person and their carers, and associated family 
and guardians. Once all the relevant assessments have been completed and it is 
assessed that a person is medically fit enough to not need to occupy an inpatient 
bed and an interim or permanent placement has been identified as necessary to 
support their ongoing mental health needs, then a discharge date will be set (Choice 
letter 2 issued).  
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The appropriate Named Nurse/Care Coordinator should confirm with the service 
user/ carers, and associated family and guardians. 

¶ that they are ready for discharge from hospital 

¶ what the discharge date and plan is 

¶ That support of the health and social care team is available, if required 
 

c. The service userôs progress towards discharge must be reviewed regularly by the 
MDT.  The service user, their relatives and the ward are kept informed about 
discharge plans made by the discharge team. 

 
d. Where a short term placement is required, every effort will be made to find a 

placement convenient for the service user or their relatives. However, as this is a 
short term placement there is no requirement to delay discharge pending choice 
arrangements.  

 

7.  Discharging to an interim placement 

When a service user is deemed to be medically fit for discharge i.e. no longer in need of 
inpatient care and there is an agreed discharge plan, the person will be discharged to the 
appropriately planned service on the planned discharge date. 

It is not always possible for the placement of choice to be available or arranged by the 
proposed discharge date and in these circumstances an alternative placement will need to 
be considered. At this time an alternative care package to meet the service userôs assessed 
needs will be arranged jointly between health and social care as an interim arrangement. 
Choice letter 3 will be issued and signed by the nominated professional from LPFT.  
A second discharge date will be set and the service user and/or family/carer must be 
informed of the new discharge date.   
 
If the service user or carers, and associated family and guardians agree to the interim care 
package, they are discharged from inpatient care. 
 
In the event where a service user or their carers refuse to accept the interim package then 
choice letter 4 is issued with discharge action to be facilitated within 14 days of issue. If 
discharge continues to be disputed then choice letter 5 is issued within 14 days of Choice 
letter 4 and the service user is discharged to the identified interim care package. 
 

8. Disagreements 
 
When there is disagreement about the discharge plan, further discussions will take place 
between the service user and/or carers, and associated family and guardians, the Ward 
Manager/Named Nurse, Care Coordinator, and Social Care Representative. A negotiated 
discharge plan will be developed.  
 

In the event of further refusal to leave an acute hospital bed 
 
If after issuing Choice letter 5 it is apparent that the service user and their chosen 
representative do not intend to find an appropriate placement, the Ward manager and/or RC 
will meet with service user and/or their representative: 

¶ Advise the service user and their chosen representative that the Trust will take 
advice from their legal department to ensure that the service user is transferred or 
discharged to safeguard their health and well-being, ensuring that an inpatient bed is 
made available for other appropriate service users  
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¶ It is made clear in the meeting and confirmed in writing that action is being taken in 
line with NHS guidance due to the absence of any agreement to accept a placement 
within a care home with a vacancy. 

¶ It is re-iterated and the service user and their chosen representative understand that 
they have the option of transfer or discharge to their own or friend/relativeôs home 
with a Health and Adult Care package within options and resources available.   

¶ A meeting will be convened with the Trust Legal Advisor, the relevant Head of 
Service and the Director of Operations to determine the next course of action  

References 

1. LAC(95)5: NHS Responsibilities for Meeting Continuing Health Care Needs 
2. Part 2 of the Mental Health Act 1983,(para27) 
3. Mental Capacity Act(2005) 
4. Care Act 2014 
5. Ready to go  
6. http://www.thinklocalactpersonal.org.uk/_library/Resources/Personalisation/EastMidlands/

PandEI/Ready_to_Go_-_Hospital_Discharge_Planning.pdf  
7. Choice LAC(92)27  
8. Choice LAC(92)18 
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To patient        Date: 
 
Copy to GP, carer, and associated family and guardian /NoK if patient agrees 
 
Dear 
 
As you are aware you/your éé.. have been admitted to ééééééé.we anticipate/ 
preparing to discharge you/them once assessed as being medically fit and well enough to 
be discharged. Currently we are working towards a discharge date of éééé. but this will 
be reviewed throughout you/their admission by the multi-disciplinary team.   If required, staff 
will discuss your/their ééé needs for any additional support or care package that may be 
required to support your/his/her discharge. 
 
If there are likely to be any delays to availability of additional support that may be required 
by your proposed discharge date then you may be expected to accept an alternative 
arrangement in the interim and our staff will do all they can to help you find and establish an 
arrangement so that you are able to be discharged as soon as possible. 
 
If you wish to talk things through further please contact (include name, job title and contact 
details).  The ward staff will be happy to arrange this for you. 
 
Yours sincerely 
 
 
 
 
Signed on behalf of Lincolnshire Partnership Foundation Trust           
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Planning for Discharge Letter 1 
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To patient        Date: 
 
Copy to GP, Carer, and associated family and guardians, NoK if patient agrees 
 
Dear 
 
We are pleased that you are now well enough to be discharged from ééé ward.  The 
multidisciplinary meeting you were invited to today was arranged to discuss support 
available to help you move on now that you no longer need treatment here. All required 
assessments or treatments have been completed and it has been agreed that you are now 
ready for discharge or transfer.  
 
If you need on-going support or care to meet your assessed needs following discharge and 
this care has not yet been identified we will continue to work with you to try and identify a 
suitable option.  
 
Once you have been offered at least one appropriate option you may not be able to remain 
in this ward and will need to agree transfer without delay. If you are looking for a care home 
but you feel that available care providers do not meet your long-term care needs, you will 
need to accept one temporarily. In this case a named member of the multidisciplinary team 
will continue to help you find and arrange transfer from interim care to your preferred long-
term choice when it becomes available. 
 
Staff will support you through the discharge arrangements. If you wish to talk things through 
further please contact (include name, job title and contact details).  The ward staff will be 
happy to arrange this for you. 
 
Yours sincerely 
 
 
 
 
Signed on behalf of Lincolnshire Partnership Foundation Trust         
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Choice Letter 2 
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To patient       Date: 
 
Copy to GP, Carer, and associated family and guardians, NoK if patient agrees 
 
 
Dear 
 
As you are aware you/your éé.is well enough to be discharged from ééé. Ward. 
 
As it was not been possible to arrange the agreed care package by your planned discharge 
date we have therefore identified an interim arrangement for you/your é.. at 
éééééééé. and we have arranged for you/your é. to leave ééé.. ward on 
éééééééé.  
 
Once discharged, Community mental health and social care staff will continue work with you 
to help you to achieve the service that was originally planned.  
 
Staff will support you through the discharge arrangements. If you wish to talk things through 
further please contact (include name, job title and contact details).  The ward staff will be 
happy to arrange this for you. 
 
Yours sincerely 
 
 
 
 
Signed on behalf of Lincolnshire Partnership Foundation Trust         
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Choice Letter 3 
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To patient        Date: 
 
Copy to GP, Carer, and associated family and guardians, NoK if patient agrees 
 
 
Dear 
 
I understand that you have not yet agreed a suitable discharge destination. You have 
recently received a letter asking you to expedite discharge now that you/your are well 
enough to leave this unit. You may be trying to secure your preferred option without 
success, but discharge from this unit is now a matter of urgency. We do not wish to cause 
you or your family undue anxiety but your/their continued stay here is not in your/their best 
interest and will delay other people from receiving the care they require here.  
 
We know that making arrangements for longer term care can be difficult but you/they cannot 
remain here while awaiting your preferred option. You will need to accept a temporary 
option whilst you continue to explore alternatives. A suitable discharge location is detailed 
below. If this is a care home, when you have your review there your care manager will 
support you to decide whether you wish to continue looking for long-term alternatives or to 
remain there permanently.  
 
Please contact the ward lead on receipt of this letter to discuss discharge plans to the 
location below or to inform us immediately of alternative arrangements to leave the unit 
within 14 days of the date of this letter. If we do not hear from you, I will refer this case to 
our legal advisors and we will make arrangements for safe transfer to the location below 
within 14 days. 
           
 
 
 Yours sincerely 
 
 
 
 
Signed on behalf of Lincolnshire Partnership Foundation Trust         
              
 
 
 
 
 
 
 
 
 
 
 
 
 

Choice Letter 4 
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To patient        Date: 
 
Copy to GP, Carer, and associated family and guardians, NoK if patient agrees 
 
 
I am writing further to the notification letter you were recently sent, advising you of proposed 
discharge arrangements. This hospital has provided you/your with all necessary support 
and guidance to enable your safe and appropriate discharge. You have been informed of 
your responsibility to finalise necessary arrangements to facilitate discharge to an 
alternative location if preferred.  
As outlined in the notification letter, we will now instigate transfer to the available option 
detailed below. This care meets local authority and NHS criteria for quality and cost, and 
has been assessed as suitable to meet your needs. Should this transfer be refused, the 
Trust will be required to take legal advice to facilitate discharge.  
You or your legal representative may be responsible for paying care fees unless you are 
eligible for local authority or NHS continuing healthcare funding. However, if you are 
appealing a local authority or NHS decision regarding funding, fees you have paid may be 
reimbursed if your appeal is upheld.  
If you would like further information or support regarding discharge arrangements please 
speak to the ward lead. If we do not hear from you, we will assume that you are happy with 
the content of this letter and that we continue to arrange transfer of care without your 
involvement.  
 
Discharge destination: éééééééé.éééééééééééé.......................  
 
Address: ééééééééééééééééééééééééééééééééé  
 
 
Tel number: éééééééééDate of transfer/discharge: éééééééééé.  
 
Social services care manager & contact number: ééééééééé.....................  
 
 
Yours sincerely  
 
 
 
 
Divisional Director/ Senior Manager On behalf of NHS healthcare               
 

Choice letter 5 
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Appendix 13.9 
 

            

       
 

 
INTERFACE MEETING 

 
TERMS OF REFERENCE 

 
STRUCTURE AND RELATIONSHIPS 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
1. PURPOSE OF THE MEETING 
 

1.1 The Interface Meeting will act as a forum for decision making of internal referrals.  
The Interface meeting is not a forum for referral of urgent care for example referrals 
to CRHT.  

 
1.2 It is acknowledged that most speciality countywide services would not be able to 

attend every meeting across Lincolnshire but by necessity attend on an as required 
basis. 

 
1.3 The meeting shall make sound defensible clinical decisions in determining if 

someone does not have needs that can be met by LPFT and these documented fully 
and communicated to the patient. 

 
1.4 The outcome of any decisions made by the meeting will be either allocation onto a 

team in LPFT for assessment, further support from the current team, discharge back 
to GP or signposting on e.g. Managed Care Network or SHINE. 

 

SPA 

ACMH AIMH OA SS 

Interface 

Meeting 

Operations 

Clinical 

Governance and 

Quality  
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1.5 Crisis Teams can refer directly to teams anyone they only see once for triage who 
do not require any follow-up from them to avoid delay in allocation. 

 
2. RESPONSIBILITIES 

 
2.1 The Interface Meeting will ensure that all cases are efficiently and effectively 

managed on behalf of LPFT. The meeting will ensure that all appropriate cases are 
forwarded onto the correct clinical speciality for reassessment and/or on-going 
treatment. All inappropriate referrals are to be sign posted onto other services 
outside of LPFT and back to the referrer and GP. 

 
2.2 Services should not identify any potential transfer to another team/speciality prior to 

any decisions made in the Interface Meeting with the Service User to avoid raising 
expectation, disappointment or confusion. 

 
2.3 Staff attending the Interface Meeting must bring sufficient information for the meeting 

to make informed decisions about cases; this will include relevant access in the 
meetings to Silverlink, IAPTUS etc., together with care cluster information (where 
relevant). 

 
2.4 Formal internal written transfers of care are not required however relevant & 

sufficient information to enable the transfer of cases must be provided by the service 
making the transfer. 

 
3. REMIT AND FUNCTIONS 

 
3.1 Weekly Interface Meetings will take place in the following localities to provide County 

wide coverage: 
 

Lincoln ï PHC Tuesdayôs 10am 

Gainsborough ï Hickman Street Wednesdayôs 12noon 

Louth ï Windsor House Mondayôs 2am 

Boston/Spalding and Skegness ï Beech House Tuesdayôs 10am 

Grantham/Sleaford ï Sycamore Tuesdayôs 9.15am  

Stamford ï Stamford Resource Centre Tuesdayôs 1pm 

 
3.2 The role of chairperson will rotate each meeting. 
 

3.3 All meetings will be minuted weekly (Sample Agenda Appendix 1).  A minute taker 
will be required and rotated amongst teams.  All minutes will be archived on the Trust 
Sharepoint Site ï http://sharon/lpft/adults/Interface-Meetings  A record shall also be kept 
within the minutes of how many cases are received; which team/service the case goes 
to, all other outcomes where the case is not picked up by LPFT. 

 
3.4 Members of the group will bring relevant referrals to the meeting each week and have 
the required information. 

 
3.5 The chair will be responsible for facilitating the meeting to reach a decision about 
each case brought to the meeting. 

 
3.6 Where a decision cannot be made, a record shall be kept of any disputes arising in 
the meeting, with the chair having responsibility to escalate the disagreement to their line 
manager for resolution. 
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3.7 Any decisions made in the meeting will be recorded in the patient record together by 
the referrer with a brief rational for this decision. 

 
3.8 The chair will be responsible for ensuring that the meeting keeps to the agenda and 
time frame. 

 
3.9 The opinions of each member of the meeting will have an equal footing regardless of 
banding or role and all participants shall attend equipped with the skills and knowledge to 
make sound defensible decisions. All members of the meeting shall maintain a respectful 
approach to the opinions of others in the meeting. 

 
3.10 The chair shall be responsible for ensuring that the meeting minutes will detail all 
issues discussed, actions expected and time frames for actions to be completed. All 
outstanding actions will be concluded by the following week. The only patient identifiable 
information recorded on the minutes will be NHS number or SilverLink/IAPTus number. 

 
4 MEMBERSHIP 

 
4.1 Representation is obligatory for each team. Representatives should attend with 
appropriate information about the cases they are bringing and have the mandate to make 
decisions about cases brought from and received into their service. 

 
4.2 Representatives should attend from the following specialities:- 

 
Core membership: 

 

¶ Integrated CMHT - Team Coordinator or a nominated representative 

¶ steps2change - Team Coordinator or a nominated representative 

¶ CRHT - Team Coordinator or a nominated representative 

¶ Older Adults -  Team Coordinator or a nominated representative 

¶ Medical representative 

¶ Psychology representative ï Attendance once per month 

¶ Minute taker 
 

Other Membership (as required) 
 

CAMHS, LD services, Community Forensics, Eating Disorders, Peri-Natal, Social Care 
team 
 
For Social Care referrals please see Appendices 2 and 3. 

 
5 QUORUM 

 
A quorum shall be at least two professionally qualified clinicians consisting of the core 
membership. 

 
6     REVIEW 

 
The Divisions will review the effectiveness and, where appropriate, revise the 
membership and terms of reference at least annually and more frequently where 
required. 
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SAMPLE AGENDA 
 
 
 

 
 

INTERFACE MEETING 
 
There will be an Interface Meeting on (date) at (time) at (venue) 
 

A G E N D A 
 

1.  Chair Person 
Minute Taker 
 

2.  Apologies for Absence 
 

3.  Minutes of the Previous Meeting 
 

4.  Matters arising from the Minutes 
 

5.  Referrals 
 

6.  AOB 
 

7.  Date and Time and venue of Next Meeting 
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Internal LPFT adult social care referral form 
 
 Please ensure that the risk assessment and care plan are up to date on Silverlink to 
support this referral. 
           

Referral Details 

Date  Team: 
Address: 
 

Has Patient Consented to referral: 

Name of referrer: 

Tel No:  

Email: 

  Individualôs details 

Surname:   NHS Number: (If known )  

Forenames:   Preferred Telephone contact number: 

Date of Birth: Age (under 65?):                     

Address: 
 
 
 
 

Postcode: 

REASON FOR REFERRAL  

 
 

 

 

 

 

  

ANY OTHER INFORMATION (e.g. times when you or the Individual may not be available) 
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Completed Referral Forms can be sent by email or post: 
 
Email to: 
 lpn-tr.SocialWorkReferrals@nhs.net 
 

Post to: 
LPFT Community Care Funding Administrator 
Trinity House, 
Offices Rear of 124 Trinity Street. 
Gainsborough 
Lincs 
DN21 1JD 
 
Any queries / questions regarding completing the form 
Tel: 01427 616570 
Fax: 01427 679208 
 
Please note that this form is for internal referrals only i.e. people who already know 
to the service and have full details recorded on Silverlink. 
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The Community Referral Pathway 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Carer Policy 
 

Self SPA iCMHT CSC 

Single point 

for referrals 
Not suitable 

/sign post 

Suitable for 

ASC -allocated 

to SW for 

needs 

assessment 

Short term 

support. 

Outcomes 

agreed 

Not 

eligible/

outcome

s met 

Ongoing 

needs. 

Reassessment 

RAS 

Personal 

Budget 
Review 

All social care referrals to be 

sent to the ASC single point 

email account. 

Referrals to be scrutinised by 

Social Work Team 

Coordinators and where not 

appropriate signposted 

elsewhere. If appropriate the 

referral to be allocated to a 

social worker for a needs 

assessment. If eligible then 

short term reablement to be 

put in place. At the end of the 

reablement period 

reassessment needs to take 

place to identify continued 

eligibility. If not eligible sign 

post, if eligible continue with 

personal budget. 
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14. Carerôs Assessement 
 
14.1 Introduction 
 

The Trust is committed to providing a high quality, comprehensive and sensitive service to 
carers, enabling them to care for the other personôs needs without detriment to their own 
health and social well-being.  
 
The 2011 census highlighted that there are almost 80,000 unpaid carers in Lincolnshire ï 
that is 11% of the population and approximately 20% of these are believed to be caring for 
50 hours or more per week. There are also an estimated 16,500 carers in North East 
Lincolnshire. 
 
Anyone can become a carer; many carers do not consider themselves to be a carer; they are 
just looking after their mother, son, or best friend - getting on with it and doing what anyone 
else would in the same situation. It is recognised that some carers and communities are hard 
to reach or seldom heard.  These are ñhiddenò carers and the Trust will try to find ways of 
reaching out and identifying them.  
 
Carers are a diverse group of people, with diverse needs; they come from all backgrounds, 
ages and minority ethnic groups.  They may be men, women or children and many share the 
same problems, difficulties and issues.  However, they also have their own unique situation 
and individual needs. Because carersô needs are so diverse it is recognised that no single 
measure can meet the needs of all carers. Carers may benefit from a range of input such as 
advice, information, education or support and this should be supported by an ongoing 
relationship where the Trustôs staff recognise the individual role and needs of every carer. 
 
Additional information relating to carers is available on the Trustôs internal Sharepoint site via 
a dedicated page of ócarersô informationô.  This includes: 

ÅInformation and forms for referring a carer for a carerôs assessment 
ÅInformation on events and training for carers. 
ÅLeaflets and newsletters. 

 
Both Lincolnshire and North East Lincolnshire have robust processes for supporting carers, 
carrying out assessments and providing a wide range of opportunities and information for 
carers. All Trust staff must be aware of the legal requirements under the Care Act (2014) 
and the local organisations and provisions that are available to fulfil this. 

 

14.2  Legal Framework  
 

 Carers have rights, including the right to refuse to take on or continue the responsibility of 
caring for someone and the right to an independent assessment of their caring role; these 
are legal rights.  

 
 The Care Act (2014) repeals all previous carers' legislation and provides a new statutory 

framework for Local Authorities practice in relation to carers. Duties towards carers are 
enshrined throughout the act, by putting carers on an equal legal footing to those they care 
for and putting their needs at the centre of the legislation. 

 
 The Care Act (2014) gives local authorities a responsibility to assess a carer's need for 

support, where the carer appears to have such needs. This replaced the law which said the 
carer must be providing "a substantial amount of care on a regular basis" to qualify for an 
assessment. This means more carers are now able to have an assessment. The local 
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authority will assess whether the carer has needs and what those needs may be. This 
assessment will consider the impact of caring on the carer.  
It will also consider the things a carer wants to achieve in their own day-to-day life. It must 
also consider other important issues, such as whether the carer is able or willing to carry on 
caring, whether they work or want to work, and whether they want to study or do more 
socially. If both the carer and the person they care for agree, a combined assessment of 
both their needs can be undertaken.  

 
http://www.nhs.uk/Conditions/social-care-and-support-guide/Pages/carers-rights-care-act-
2014.aspx 

 

14.3 Definition & Eligibility of a carer  
 

 The Care Act (2014) defines a carer as: 
óSomebody who provides support or who looks after a family member, partner or 
friend who needs help because of their age, physical or mental illness, or disability. 
This would not usually include someone paid or employed to carry out that role, or 
someone who is a volunteer.ó 

 
 Carers are sometimes grouped into different types of carer, depending on their caring role; 

 
a) Young Carers ï Children or young people under 18 who care for an adult or disabled 

child ï for example a sibling, parent or grandparent. 
b) Young Adult Carers - Adults aged between 18 and 25 who care for another adult or 

disabled child. 
c) Adult Carers ï an adult caring for another adult. 
d) Parent Carers ï an adult caring for a child with a disability or illness 
e) The term Sandwich Carers is sometimes also used to recognise those with multiple 

caring responsibilities e.g. looking after young children at the same time as older parents  
 

 A carer meets the eligibility threshold if all three criteria are met: 
 

1. A carerôs need for support arises because they are providing necessary care to an 
adult. For example, if the carer is providing care and support for needs which the 
adult is capable of meeting themselves, the carer may not be providing necessary 
care 

2. As a result of the caring responsibilities, the carerôs physical or mental health is either 
deteriorating or is at risk of deteriorating; or the carer is unable to achieve any of the 
following outcomes:  

 

¶ Carrying out any caring responsibilities the carer has for a child 

¶ Providing care to other persons for whom the carer provides care 

¶ Maintaining a habitable home environment in the carerôs home 

¶ Managing and maintaining nutrition 

¶ Developing and maintaining family or other personal relationships 

¶ Engaging in work, training, education or volunteering 

¶ Making use of necessary facilities or services in the local community including 
recreational facilities or services 

¶ Engaging in recreational activities 
3. As a consequence there is, or there is likely to be, a significant impact on the carerôs 

wellbeing. 
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14.4  Roles & Responsibilities  
 

Lo  Local Authority The Lincolnshire County Councilôs responsibility 
towards carers is set out here within their online 
procedures manual; 
http://www.proceduresonline.com/lincolnshire/adultsc/c
hapters/contents.html#carers 
 

Chief Executive, 
Executive Directors 
& Senior Managers  

 

Line  Team Managers / 
Co-ordinators 

Responsible for ensuring that members of their teams 
understand their responsibilities detailed within this 
document and are aware of how to identify and support 
carers.  

Clinical & operational             
staff 

To identify & record all carers details into the health 
cared-for personôs care record as per policy 
To support carers to access a carers assessment  

 

 
14.5  Triangle of Care (Inpatient Services) 
 
 The Trust is signed up to the Triangle of Care (2nd edition published by the Carers Trust 

2013) which looks at how carers can be involved and supported when the person they care 
for is an inpatient. This publication identifies six key elements that support better 
collaboration and partnership with carers in the service user and carerôs journey through an 
acute inpatient stay.  

 
          These elements are; 

1)   Carers and the essential role they play are identified at first contact or as soon as 
possible thereafter. 

2) Staff are ócarer awareô and trained in carer engagement strategies. 
3) Policy and practice protocols re confidentiality and sharing information are in place. 
4) Defined post(s) responsible for carers are in place. 
5) A carer introduction to the service and staff is available, with a relevant range of 

information across the acute care pathway. 
6) A range of carer support services is available. 

 
14.6  Carerôs Assessment & Support Services 

 
 Caring can have a major impact on the carerôs life. Having support can help them to maintain 

their caring role. Carersô Support Services can provide information and advice such as 1:1 
support, support groups, benefits advice, carer learning, volunteering as well as access to a 
carers assessment. Trust staff must inform the carer of their right to have a Carerôs Needs 
Assessment; some carers may not fully understand what the assessment entails and it is the 
responsibility of those working with carers to what it can mean for the carer and to 
encourage them to take up an assessment.   The choice of whether or not to have one rests 
with the carer. 

 
 The following information and support is available to all carers who look after a resident in 

Lincolnshire: 

¶ Information and advice on many subjects that are relevant to carers 
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¶ Carersô newsletter which shares news, events and carersô experiences 

¶ Details of carersô support groups 
 

¶ Learning opportunities which can help you in your caring role. For example, courses to 
help you to understand a diagnosis 

¶ Carerôs Emergency Response Plan. This is a plan created by you which provides 
detailed instructions for others in an emergency situation 

¶ Opportunities for you to become involved in helping to support and raise awareness of 
carers. This can be as little or as much as you wish, and may include working with 
organisations to help shape and influence health and care services 

¶ A carerôs assessment where a carer appears to have a need for support 
 

 A carerôs needs assessment is an opportunity for a carer to express their feelings and needs 
with the aim of finding out what impact the caring responsibilities have on the carerôs life.  

 
  A carerôs needs assessment may take place at the same time as an assessment for the 

service user. This may be seen as a joint assessment. If the carer chooses to have their 
assessment at a different time, this is a separate assessment.  

 
 The purpose of a carersô assessment is to: 

¶ Provide an opportunity for the carer to reflect on their situation and caring role 

¶ Determine the support needs of the carer 

¶ Identify how these needs can be met  
 

 The assessment will consider: 

¶ the impact the caring role is having on the carer 

¶ what they want to achieve in their day-to-day life 

¶ their views about their willingness or ability to carry on in the caring role 

¶ their wishes around engaging in work, education or volunteering 

¶ their wishes regarding social engagement and access to the community 
 
 Lincolnshire County Council Customer Service Centre (CSC) is the first point of contact for 

all referrals and general enquiries regarding support for carers in Lincolnshire. The Carers 
Service can be contacted from 8am to 6pm, Monday to Friday, except on public holidays. In 
an emergency, out of these hours, contact the Emergency Duty Team. Carers and 
professionals can refer to The Lincolnshire Carers Service by calling the CSC where they 
will speak with a member of the CSC Carers Team who will provide immediate information to 
support carers as well as offering a carers assessment which can be completed on the 
telephone with the carers team or face to face by Carers First. 

 
01522 782155 Customer Service Centre Enquiries 8am-6pm Mon-Fri  
01522 552055 Minicom 9am-6pm Mon-Fri 
01522 782224 Carers 8am-6pm Mon-Fri 
01522 782333 Emergency out of hours 
For more information on what Carers First can offer see; 
http://www.carersfirst.org.uk/?Adult_Services_-_Lincolnshire 

 
 Following the carers assessment, the carer will be informed of whether or not they are 

eligible to receive support. Lincolnshire County Council apply the National Eligibility Criteria 
for Carers to establish if someone is eligible for support. If a carer is identified as having 
eligible support needs a support plan will be produced. The plan, which will be carer led, will 
set how the carerôs needs will be met. This may involve the allocation of a Direct Payment 
and the carer can use  the money that they receive to arrange their own support. If they are 
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not eligible for support according to the national eligibility criteria, they will be provided with 
written information and advice that will support then to maintain their caring role. 

 

 TotalVoice Lincolnshire is an independent service that can provide support and 
information to carers of service users open to LPFT services. TotalVoice is also able to 
signpost carers to services with regards to financial issues, counselling and mediation. 
The carer or the professional can make a referral by telephone or in writing. TotalVoice 
contact telephone number is 01529 400479 and the email address is 
TVL@voiceability.org  www.totalvoicelincolnshire.org  
 

 In North East Lincolnshire, support for carers can be accessed via The Carers Support 
Service. For more information contact them on 01472 242277 or see; 
http://www.carerssupportcentre.com/north-east-lincolnshire/  
 

The Carersô Support Service aims to meet the individual needs of a Carer that arise as a 
result of a caring role. All support via the Carersô Support Service is available to all groups of 
Carers, with the exception of Young Carers.  
 
 

The Carers' Support Service works closely with the Young Carers Team within North East 
Lincolnshire Council. Together we ensure Young Carers are given the information, advice 
and support they need to reduce the impact of a Young Carers caring role. The Carersô 
Support Service can register Young Carers and signpost directly to the Young Carers Team 
for an assessment. From age 16, Young Carers can also access specialist advice regarding 
benefits. To book an appointment give us a call on 01472 242277. 
 

14.7  Potential Benefits for the Carer 
 

 If the benefit of carerôs assessments is not recognised by the assessor or the carer, then the 
carer will be more reluctant to have a carerôs assessment. Below is a list of some of the 
benefits of a carerôs assessment: 

¶ Recognition of their role 

¶ Supporting carers to meet their own needs 

¶ Valued for the support they provide  

¶ Reassurance, support and advice, someone to link to  

¶ Referrals: Occupational therapy, telecare equipment etc  

¶ Financial Advice ï can be referred onto benefits advisors 

¶ Opportunity to complete a Carerôs Emergency Plan  

¶ Determine eligibility for a Carerôs personal budget 

¶ Information on carer groups and networks to link to 

¶ Opportunity to get involved in planning and developing services for carers through Trust 
Involvement projects or the Lincolnshire Carers & Young Carers Partnership 

 
 Some carers have expressed that they dislike the word óassessmentô, seeing it as a ótestô of 

their abilities rather than an opportunity to engage in a helpful discussion of their situation.  
The assessment is not intended to judge the ability of the carer, nor the way in which they 
carry out their caring role. It must be a positive experience, focussing not only on the 
difficulties of caring, but also providing carers with a sense of hope and optimism for the 
future.  

 
14.8  Recording Carer Information & Information Sharing 

 
  The role and contact details for all individuals that are identified as  carers or main carer for 

service users in receipt of care or treatment from the Trust should be recorded as an 
óassociated personô in the cared-for personôs electronic patient record.  



 

Page 127 of 553 

 

 
 If a copy of a completed carers assessment is provided to the Trust, it should be scanned 

into the electronic patient record of the cared for person. 
 
 Staff must be mindful of the impact of mental health conditions on the wider family and 

support network, not just identified carers and next of kin, ensuring that information is shared 
as appropriate and wider family members are given the opportunity to seek advice, 
information and express any concerns they may have. 

 
  Although it is recognised that the sharing of information may sometimes be difficult, it is 

crucial to the ongoing wellbeing of both the service users and their carers. Staff must 
acknowledge that the carer is frequently the person who knows the service user best, often 
having regular contact over many years throughout many changes in mental health well-
being, social networks and professional support. Carers also have needs for information 
about the condition of the patient, i.e. should deterioration occur or post discharge 
information and training which will support them in their caring role 

 
  The carer is often the person who has to offer support during out-of-hours crises, which can 

be stressful. By involving the carer in the development of the crisis plan where appropriate, 
or ensuring they have a copy of it, the carer can feel supported in assisting the service user 
to follow it. 

 
  If the service user does not consent to sharing information with the carer, the reasons for this 

must be explored with the support of the staff member coordinating the service userôs care, 
ensuring that the carer has appropriate and sufficient information to provide effective care, 
such as general information on mental illness, treatment issues and benefits information.  

 
 If it becomes evident that someone lacks the mental capacity to make decisions whether 

their information is shared, a mental capacity assessment should be completed and a 
decision can be made that is in their best interest. (refer to Mental Capacity Act Policy). 

 
 Whether the service user has given consent for information to be shared with the carer or 

not, the carer must be given the opportunity to discuss any difficulties or concerns they may 
have about their caring role, ensuring they feel supported and valued.  

 
  Trust staff should remain vigilant to the possibility of abuse, including domestic abuse 

towards the carer. In such situations Trust staff will follow the Safeguarding Policy guidance 
and find safe methods to contact and assess the risk to the carer.  
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15. Observation and Engagement  
 

15.1 Introduction 
 
The primary aim of observation should be to engage positively with the patient.  This involves a two-
way relationship, established between a patient and a staff member, which is meaningful, grounded 
in trust, and therapeutic for the patient.  Observation is an intervention that is used both for the 
short-term management of disturbed/violent behaviour and to prevent harm or self-harm, ensuring a 
safe and supported therapeutic environment. 
 
All patients will be under a level of observation which will be based on a comprehensive 
assessment of risk. Patient observation is necessary to ensure that patients who are vulnerable and 
at risk of suicide, and of harm to self or others needs are met. 
 
This document has been produced to provide guidelines and to set out the standards expected.   
The policy sets out the process and procedures to support practitioners making decisions related to 
the implementation, undertaking, reviewing and recording of patient observations to ensure a safe 
therapeutic environment and gives clarity in regards to their responsibilities in this area of practice. 
 
Staff undertaking constant observations must not be distracted or undertake any other duties or 
activities which detract from carrying out observations of the patient.  Except in unusual 
circumstances, they should not be expected to carry out constant observations on the same person 
for any longer than a 1 hour interval. 
 

15.2 Documentation 

 
All documentation must be compliant with standards for good record keeping. 
 
Individual patient risk assessment, risk management plans, current observation level and frequency 
of observations must be documented in the patientsô records. 
 
Staff must record in the patientôs continuous records and on any other appropriate documentation: 
 

¶ Changes in mental state or physical state. 

¶ Changes in treatment / management of the patient. 

¶ Details of reviews. 

¶ Completion of observation forms/checklists. 
 

15.3 Specific duties related to observation 
 

Managers  
 
Ensure staff carrying out observations within their unit/ward are competent and confident and have 
the resources needed to do so, including bank and agency staff. 
 
Ensure newly appointed staff attend and complete the Trust and local training on observation of 
patients. 
 

Registered staff and Multi-Disciplinary Teams 
 
¶ Complete observation care plan as required and ensure it is implemented. 
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¶ Inform each patient of the level of observation they have been identified as needing and the 
reasons. 
 

¶ Review any patientôs level of observation based on clinical need/risk assessment or following 
any change of presentation which changes the levels of risk identified (increase/ decrease 
observations where clinically indicated). 
 

¶ Ensure that periods of observation are viewed as opportunities for therapeutic observation 
and relationship building. 

 

¶ Review the care plan on a regular basis at intervals identified in the care plan or following 
any change in presentation or level of risk identified. 

 

¶ Complete observation rotas in such a way as to ensure that staff are observing individual 
patients for no longer than an hour at a time except in exceptional circumstances which must 
be evidenced and that they have regular breaks from performing continuous observations 
throughout a shift. 

 

Non-registered staff 
 
¶ Ensure that periods of observation are viewed as opportunities for therapeutic observation 

and relationship building. 
 

¶ Be familiar with and implement the observation care plan for each individual in their care. 
 

¶ Complete documentation as specified in a timely manner. 
 

¶ Report any relevant information to assist the effective review of patientsô level of observation. 
 
All clinical staff have a responsibility to be competent and assessed as such by using the attached 
document at Appendix 14.4 
 
It is a requirement that all patients should be observed at least at a general observation level (half 
hourly), and that this is recorded in the clinical notes. This is an opportunity to assess the whole 
patient environment to support the safety and wellbeing of patients. 
 
All practice must reflect the highest standard of patient care which provides for the: 
 

¶ Individual rights of both formal and informal patients. 

¶ Individual needs due to ethnicity and gender. 

¶ Individual need for privacy and dignity. (Please refer the LPFTôs privacy and dignity 
benchmark) 

¶ Need to inform and support relatives if appropriate. 

¶ Compassion in Practice - The 6 Côs (Care, compassion, commitment, communication, 
courage, competence)  

 

15.4 Risk Assessment 
 
A detailed risk assessment must be completed for all patients at the time of admission, discharge, 
CPA and any patient related incidents and risk events. For more detail, refer to Section 10 of 
Clinical Care Policy.  Documentation must reflect the current level of observation required for 
individual patients. 
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If a patientôs mental or physical health needs change and if there is a need to increase the level of 
observation because of increased risk levels, this can be carried out immediately by the nurse in 
charge, without input from other disciplines. It may be necessary to search the patient and their 
belongings at these times in accordance with Patient and Bed Space Search Policy. 
 
An accurate and up to date risk assessment supports the need for increased observation and the 
review of the levels of observation.  If there are changes in the patients risk that require observation 
to be used as an intervention the patientôs Doctor or, in the case of restricted patients, the 
Consultant Psychiatrist or nominated deputy must be informed immediately when this occurs so that 
the review can be carried out at the earliest convenience. 
 
In line with NICE Clinical Guidance: Violence and aggression: short-term management in 
mental health, health and community settings, 2015), observation above a general level should 
be considered if any of the following are present:  
 

¶ History of previous suicide attempts, self-harm or attacks on others. 

¶ Hallucinations, particularly voices suggesting harm to self or others. 

¶ Paranoid ideas where the patient believes that other people pose a threat. 

¶ Thoughts or ideas that the patient has about harming themselves or others. 

¶ Self-control is reduced. 

¶ Past or current problems with drugs or alcohol. 

¶ Recent loss. 

¶ Poor adherence to medication programmes or non-compliance with medication 

¶ Programmes. 

¶ Marked changes in behaviour or medication. 

¶ Known risk indicators including escape, absconding and going missing from the ward, 
risk/vulnerability, sexual behaviour 

¶ Physical Health issues. 

¶ Risk of falls. 
 

It may be necessary to search the patient and their belongings, while having due regard for patient 

legal rights and conducting the search in a sensitive way in order to remove tools or instruments 

that could be used to harm themselves. 

 

15.5 Observation Levels 
 

Therapeutic engagement should accompany observations at any level. 
 

Constant Observation (Nursing on a 1-1 basis) falls into two categories: 
 
At armôs length - This is defined as a patient being observed at armôs length by an identified 
member(s) of staff.  This would include individuals who have been identified as being at the highest 
level of risk of harming themselves or others.  This level of observation indicates that patients have 
to be nursed at very close proximity to protect the safety of the patient or others, and on occasions 
more than one nurse may be necessary to carry out the level of observations required. 
 
Within eyesight - This is defined as a patient being observed within eyesight by an identified 
member(s) of staff.  This would include individuals who could make attempts to harm themselves or 
others or present with any other identified risk that would warrant continuous observation. 
 
The clinical team may determine, following risk assessment, that a patient under continuous 
observation can use the bathroom without staff being present in the bathroom.  The door may be 
closed but not locked in these circumstances.   This decision will be made in association with the 
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Responsible Clinician.   If a patient is using the bathroom staff must maintain verbal contact.  If at 
this time you have any concerns regarding the wellbeing of the patient, you should summon another 
staff member (considering gender issues) and enter the room.   Otherwise maintain verbal contact 
until they have finished. This decision must be recorded in the patient notes. 

 
Intermittent Observations 
 

This indicates that a patientôs location and wellbeing is being checked at intermittent intervals within 
a given timescale.   For example, a patient prescribed 15 minute observations should be checked 
within 15 minutes at varying intervals.  Checks must not exceed 15 minutes.  This level is 
appropriate when patients are assessed as being potentially, but not immediately at risk.  Timing to 
be no less than 10 minute intervals, less than 10 minutes should be classed as within eyesight.  
 

General Observation 
 

All inpatients will be subject to formal observations at not more than 30 minute intervals 24/7 to 
establish their location and wellbeing at the time of the check.  
Some ward areas with generally lower needs (eg open rehabilitation wards) may increase these 
periods of time which must be evidenced within the individual patients risk assessment and care 
plan. 
 

Allocation of Staff 
 

Whenever possible, practice must always reflect the use of the most appropriate member and 
gender of staff for patients who are nursed on constant observations. 
 

The Nurse in Charge/Shift Coordinator must designate a staff member(s) to undertake constant 
observations by use of a rota on appropriate documentation at commencement of shift. 
 

15.6 Record of Observations  
 

For each level, with the exception of general observations, separate formal recording sheets must 
be initiated for each patient, with a general summary recorded in the clinical notes. (Appendix 14.3) 
 
All observation records must be completed contemporaneously  
 
All documentation relating to observations must be scanned into the patientôs clinical notes.  All 
recordings must be complete, signed and dated. 
 
Where patients are being observed intermittently the record sheet(s) must reflect the actual time the 
observation occurred. 
 

15.7 Patient and Carers Needs 
 

Patients should be informed of the observation policy and procedures in use within the service.   
Clear, honest and open dialogue must take place regarding the reasons for an increased level of 
observation. The patients perspective should be sought and considered as part of the decision 
making process.  
 
Written information regarding the observation policy and practice must be available for all patients 
and carers. 
 
The aim and purpose of observation should be communicated, where appropriate and with the 
patients approval, to nearest relative, family and carers. 
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15.8 Care Planning 
 

All patients who commence on an increased level of observation must have a supportive 
observation care plan completed as soon as reasonably practicable by the appropriate professional 
in the care team (A template can be found in Appendix 14.2).  This care plan must be completed in 
collaboration with the patient where possible. 

 
15.9 Reviews 
 
The Trust standard is that the designated medical officer and the Nurse in Charge will ensure that a 
daily review occurs for patients on the levels of observation described as constant or intermittent 
and record this assessment in the clinical notes.  
 
Out of hours this will be undertaken by the on-call doctor and the nurse in charge.  
 
Reviews of patients on constant or intermittent observations out of working hours should be 
undertaken by the Senior Nurse/Shift Coordinator and on-call Doctor.   This should be done either in 
person or by phone.   A full handover of the patientôs presentation in the last 24 hours must be 
given. The outcome of this review should be documented on designated documentation. 
 

Reducing observation level in the absence of a medical colleague 
 
The observation level can be reduced by a senior nurse (band 6/7) under the following conditions: 
 

¶ The circumstances under which the level can be reduced have been documented in the 
clinical notes at the MDT meeting when the observation is increased. 

¶ The risk assessment and care plan are up to date (within a day before the decision is being 
made). 

¶ The patient/service user has been involved in the decision. 

¶ Level can be reduced to next level down only. 
 

The Consultant must be contacted at the earliest opportunity to inform of the decision to reduce 
observation levels. The decision fully documented in the clinical notes including the rationale for 
making the decision. 
 
A more in-depth review of observations involving the multidisciplinary team must take place at ward 
round for all patients.  A review of the patientôs mental state, risk assessment, risk management and 
care plans must take place within the ward round. 
 
At the termination of all increased levels of observation an opportunity for feedback from the patient 
must be offered to support and contribute to future risk management and observation care plans.   
 

15.10 Leave 
 

¶ A patient/service user who is on intermittent or 1:1 observations may be allowed to leave the 
unit.  This must be following an MDT discussion which is incorporated within the care plan 
and a discussion about whether or not leave can be safely managed by the persons who will 
be supervising the leave, either a member of staff or a friend or carer.   If there are any 
doubts as to whether or not it can be safely managed, leave will not go ahead. Exceptions to 
this e.g. would include if the person requires urgent medical treatment. 

¶ This must be documented in the patients/patient/service userôs notes and care plan. 
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15.11 Carrying out Observations 
 

Shift Handover 
 
Any patient above general observations must be identified at each shift handover together with the 
individual risk assessment, observation care plan and the staff observation rota by the nurse in 
charge.  
 

Individual Patient Handover 
 
Where appropriate a handover from one staff member to another should involve the patient.  
The member of staff undertaking observation must: 
 

¶ The observing staff member must have full understanding of the patients care plan, current 
risks and individual needs.  

¶ All staff to be sufficiently familiar with the ward environment.  
 
Any last minute changes to the person who is designated to be carrying out the observations must 
be communicated to the Nurse in Charge as they have ultimate responsibility to ensure that 
observations are carried out appropriately. 
 
When observing patients, staff should be assessing changes in the patientsô mood, mental state, 
behaviour and communication and environment. 
 
15.12   Audit 

 
Ward managers or nominated deputy must monitor at least weekly the ward teams compliance with 
this policy using appendix 14.5 to record this. 
Audit to be done annually and reported through to Patient Safety and Experience Committee as 
required. 

 
15.13 Training 
 
Staff will receive training and guidance on how to carry out therapeutic observations and the 
application of this procedure/protocol. 
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                                       Appendix 15.1 

Nurse in Charge Print Name and Sign: am pm Date:  

Bed Name Surname 07:00 07.30 08.00 08.30 09.00 09.30 10.00 10.30 11.00 11.30 12.00 12.30 13.00 13.30 14.00 14.30 

                   
                   
                   
                   
                   
                   
                   
                   
                   
                   
                   
                   
                   
                   
                   
                   
                   
                   
                   
 Signature 1 

I confirm that these checks are accurate and 

comply with the guidance in the Observation 

and Engagement Policy 

                 

 Signature 2 

The member of staff in charge is signing to say 

that he or she has received confirmation from 

the person assigned to undertake the 

observations that they have been carried outô 

                 

 

Key A ï Absent without leave G - Garden L ï On Leave OW ï Off Ward W ï On Ward 
 AS - Asleep AW - Awake    

 

All levels of supportive observation set out in this policy require that the prescribed level of observation is carried out whether or not the patient is asleep and the nurse must assure 
themselves at every observation interval that the patient appears to be breathing. 
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Nurse in Charge Print Name and Sign:  Date:  

Bed Name Surname 15.00 15.30 16.00 16.30 17.00 17.30 18.00 18.30 19.00 19.30 20.00 20.30 21.00 21.30 22.00 22.30 

                   

                   

                   

                   

                   

                   

                   

                   

                   

                   

                   

                   

                   

                   

                   

                   

                   

                   

                   

(Signature 1)I confirm that these checks are 

accurate and comply with the guidance in the 

Observation and Engagement Policy 

                

(Signature 2) The member of staff in charge is 

signing to say that he or she has received 

confirmation from the person assigned to 

undertake the observations that they have 

been carried out. 

 

                

 

Key A ï Absent without leave G - Garden L ï On Leave OW ï Off Ward W ï On Ward 
 AS ï Asleep AW ï Awake    

 

All levels of supportive observation set out in this policy require that the prescribed level of observation is carried out whether or not the patient is asleep and the nurse must assure 
themselves at every observation interval that the patient appears to be breathing. 
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Nurse in Charge Print Name and Sign:  Date:  

Bed Name Surname 23.00 23.30 0.00 0.30 01.30 02.00 02.30 03.00 03.30 04.00 04.30 05.00 05.30 06.00 06.30 

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

(Signature 1)I confirm that these checks are 

accurate and comply with the guidance in the 

Observation and Engagement Policy 

               

(Signature 2) The member of staff in charge is 

signing to say that he or she has received 

confirmation from the person assigned to 

undertake the observations that they have 

been carried out. 

 

               

 
Key A ï Absent without leave G - Garden L ï On Leave OW ï Off Ward W ï On Ward 
 AS ï Asleep AW ï Awake    

 
All levels of supportive observation set out in this policy require that the prescribed level of observation is carried out whether or not the patient is asleep and the nurse must assure 
themselves at every observation interval that the patient appears to be breathing.






























































































































































































































































































































































































































































































































































































































































































































































































































































