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EXECUTIVE SUMMARY:
Managing risk effectively involves the expertise of both professional and service user: the
practitioner is an expert through training and the service user's expertise comes from their
own experiences. Sharing this knowledge and working collaboratively maximises the
chance of success and minimises negative impacts when things do not turn out as hoped.
A key task for all staff working directly or indirectly with service users and their
families/carers is to assess and describe presenting risks and, as far as possible, work
with the individual and their family & carers to reduce the risk of harm.
Effective risk assessment and management plans should always involve:
•
•
•
•
•
•
•

Engaging and collaborating with service users, families & paid/unpaid carers in
this process
Developing trust to enable the co-production of meaningful risk, care and safety
plans
Evidenced based approaches such as structured professional judgement tools,
that allow clinicians and stakeholders to optimise the accuracy of risk
assessments and develop effective safety / risk management plans
Balancing the need to reduce risk by taking control, versus the least restrictive
option (positive risk taking) - weighing up the potential for harm to self or others,
including to our workforce
Promoting independence and self-management in the context of a Trust that is
signed up to the principles of recovery & social inclusion
An understanding and recognition of the relevant physical health issues
associated with the person referred
Understanding how to use the Mental Health Act and Mental Capacity Act in
conjunction with risk management and knowing when and how to involve a best
interest decision where appropriate

2

The policy applies for all people using Trust services. Where adaptions are made for
specific services these are included in the service’s operational policy. Additional
actions may be needed where people are subject to the Mental Health Act.

If you require this document in another format such as large print, audio or
other community language please contact the Corporate Governance Team
on:
0300 304 1195 or email: policies@sussexpartnership.nhs.uk

Did you print this document yourself?
Please be advised that the Trust discourages the printing and retention of hard copies
of policies and can guarantee that the policy on the Trust website is the most up-to-date
version.
As a contingency a full set of up-to-date Trust policies are held by the Corporate
Governance Team based at Trust HQ, Swandean
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1.0 Introduction
1.1 Purpose of policy
This policy aims to guide staff in how to manage clinical risks in mental health and
learning disability services. It seeks to reassure those who use our services, their
families & carers, and partner organisations, that we will always try to work in
collaboration to manage risk in the least restrictive way. The policy promotes
engagement, independence, responsibility, social inclusion and recovery
principles to reduce the likelihood of poor outcomes. Because risk can never be
entirely eradicated from mental health and learning disability services, the Trust is
committed to learning when things go wrong and supporting staff and services to
change practice when needed.
This policy provides guidance on the assessment and management of the risks of
self-harm, suicide, vulnerability, neglect, violence, and aggression. For people with
additional risk associated with complex physical health needs, for instance people
with learning disabilities or dementia, this should be considered as part of their
complex physical healthcare pathway.
The risk management process should recognise and include any identified
safeguarding needs of individuals, their family members or carers, as well as the
general public or our staff, as appropriate. The risk management plan should be
developed through an evidence-based risk assessment process in conjunction
with a broader bio-psycho-social formulation.
Ultimately, this guides the
development of a collaborative approach to planning care. This policy applies to
all Trust services, though some services run by or in partnership with SPFT may
have locally agreed policies within their Clinical Delivery Service for how risk is
assessed and managed.
The key principles in producing this document have involved adherence to relevant
national guidelines and guidance on self-harm, suicide, violence and aggression
(see Appendix 1, which covers children & young people as well as older people).
In summary:
Risk assessment, formulation, risk management & safety planning: Requires
structured professional/clinical judgements; identification of risk & risk behaviours
and protective factors; consideration of safeguarding concerns.
A risk
management plan should balance someone's human rights (their independence,
choice and social inclusion) with the need to protect their health, their safety or the
safety of others. Consider someone's Mental Capacity, best interest, and use of
the Mental Health Act as appropriate. For children and younger people, the use of
the Children's Act to safeguard a child may be more appropriate than the Mental
Health Act. The competence of the child to give consent should also be considered.
If in doubt, seek advice from specialists working with children and young people.
Collaborative and recovery-oriented approaches: Keeps service users and
their family/carers as central to their care as possible. Involve them in the coproduction of safety plans unless there are clear reasons why this is not possible
or not clinically indicated (in which case this must be documented).
Make reasonable adjustments: Use plain English and ensure access to easy
read materials for people with a learning disability or use interpreters if English is
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not someone's first language.
Have an awareness of the impact of
neurodevelopmental issues, such as autism spectrum disorders or ADHD. Make
adjustments for sensory difficulties such as hearing or visual impairments. Seek
specialist advice where necessary.
Trauma informed care: Recognising that many of the people who use our
services have traumatic histories. This means that the way we intervene has the
potential to re-traumatise, albeit unintentionally. Using recovery-based principles
and building trust and rapport with the people using our services, can help us to
understand and make sense of risk behaviour in the context of someone's history.

1.2 Key Policy Issues:
•

Safety of service users, family & carers, and the public in relation to suicide, selfharm, neglect, vulnerability, physical health, and violence
Engagement and collaboration with service users, their families and carers
Positive risk-taking, safety planning, risk management and recovery
Use of Trust approved forms and tools in carrying out, documenting, and
communicating risk

•
•
•

In reading this policy, staff should be aware of the inherent risk of generalising
assumptions about particular diagnostic groups that may carry more stigma (e.g.
personality disorders) or making stereotyped judgements based on protected
characteristics (see the David Bennett Inquiry “Big black and dangerous” as an
indication of heightened risk being attributed to people from black and minority ethnic
communities); or consider the view that older people may be seen as having a lower
risk of violence.

1.3 Definitions/Glossary
Risk:
Relates to an event happening with potentially harmful or beneficial outcomes for
self/and or others and covers a number of aspects (DH, June 2007):
•
•
•

How likely it is the event will occur
How soon it is expected to occur
How severe/beneficial the outcome will be if it does occur

Consider: who is at risk, be explicit about what the risk is and how imminent it
might be; consider what/who mediates the risk and under what conditions. Outline
how someone's support network will support the individual (e.g. a person with a
learning disability) and make sure you share the plan with them.
Risk assessment:
An estimate of each aspects of the presenting risk, based on the gathering of
historical and current information through the processes of:
•
•
•

Reviewing case notes
Engagement
Communication
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•
•
•

Investigation
Observation
Identification of specific risk factors of relevance to the individual and the
circumstances in which they may occur

Where there is little or no information about the service user, information should be
sought from the GP, other Trusts, police etc. to help inform the assessment.
Risk Factors:
Any circumstance, condition, or characteristic thought to have a relationship to the
potential to harm oneself or others (e.g. substance misuse).
Protective factors:
Any circumstance, event or other consideration thought to prevent or reduce the
severity or likelihood of harm to self or others (e.g. compliance with medication; use
of self-management tools). Consider how and in what way someone reports the
presence of protective factors. For instance, someone reports their family as a
protective factor but they have recently tried to kill themselves.
Risk formulation and the 5 Ps model:
This is a narrative account of how the identified risk and protective factors combine to
increase and/or decrease risk. This helps others to understand the reasoning that
was applied to weight the available information about risk and moves the assessment
beyond a ‘tick-box exercise’.
The 5 Ps are:
•
•
•
•
•

Presenting risks
Predisposing factors
Precipitating (or triggering) events
Perpetuating factors (what keeps the risk going)
Protective factors (such as family, or levels of engagement)

The 5 Ps inform the risk formulation and help to develop a written narrative to
describe factors likely to increase and factors likely to decrease risk behaviours. This
informs and makes transparent the reasons for the risk management plan, and why
someone might decide to take one course of action over another.
Historic/Static versus Current /Dynamic/Acute Risk:
Historic / Static risk factors do not change over time e.g. a previous suicide attempt, a
physical health issue such as epilepsy, dysphagia or dementia.
Dynamic risk factors are open to change and fluctuate over time (sometimes day by
day) and may include things like the presence of psychotic symptoms, suicidal
thoughts, alcohol or substance misuse, and collaboration & engagement with
services
Sometimes dynamic risk becomes an acute risk. For instance, suicidal thoughts, in
the context of psychotic symptoms together with alcohol use, may exacerbate
impulsive behaviour and make it more likely that someone will attempt to kill
themselves.
Risk management plans should explore future potential scenarios (e.g. discharge
from A&E) and how the various risk factors might play out (e.g. once the person
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returns home). Moderating someone's psychotic symptoms, developing trust and
hope and a plan that someone signs up to, may prevent an adverse outcome from
happening.
Risk management:
The development of strategies aimed at preventing identified potential adverse events
from occurring, and/or minimising the harm caused. Risk management plans aim to
change critical risk factors and enhance protective factors to make risk more
manageable and ensure the safety of all. This involves developing strategies that the
service user (or family and carers) can adopt to minimise the risk of negative events
or crises happening, and maximising opportunities for relapse prevention through
contingency planning.
My Care & Safety plan:
This is the section on Carenotes that provides the practitioner and the service user to
collaborate in the development of a meaningful care and safety plan. It is:
•

A two-way process between the expert by training (mental health practitioner)
and the expert by experience (someone who knows their own history and what
may or may not work for them)
• Helping service users to develop their own understanding, skills and
confidence in managing supported risk taking
• Supporting service users to recognise and use their own skills, resources and
resourcefulness
• Focussing on safety planning through an emphasis on self-determination and
taking responsibility for exploring options and choices
• Enabling people to stay safe whilst supporting them to take opportunities to do
the things that they value and which give their lives meaning
• Engaging in co-production and shared responsibility for developing an
understanding of difficulties and co-creation of plans to develop safety and
well-being
• Enable people to become successfully self-directed and take control over their
treatment choices and support networks
• Developing personal strategies to deal with the problems and difficulties they
face
• Having a desired outcome of people discovering a new sense of self, meaning
and purpose in life, living beyond their health problems and accepting risk as
part of life and living (ImROC, 2014).
Positive risk management and positive risk taking:
Positive risk management means recognising that the risk of negative outcomes
can never be completely eliminated and that management plans inevitably have to
include decisions that carry some risk. Positive risk management requires working
with the tension in balancing both the service user’s quality of life and plans for
recovery, and the safety needs of the service user, their carers, their family and the
public. Mental Capacity assessments, supported decision making, best interest
decision making and consideration of the Mental Health Act will help guide this
process.
Positive risk taking is a carefully considered and documented weighing up of
potential benefits and harms of exercising one choice of action over another,
identifying the potential risks involved, and developing plans that reflect positive
outcomes and choices for the individual. Collaborative working is at the centre of
positive risk taking. Service users and other stakeholders should ideally be involved
in a balanced decision making process where statutory responsibilities, the risks of
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negative outcomes, and potential positive outcomes, are all considered and included
in planning.
Risk tools:
This refers to both published, standardised and empirically based assessments as
well as to ‘bespoke’ assessments, based on clinical and empirically based
knowledge.
The structured clinical/professional judgement:
This involves making a judgement about risk based on combining:
•

Assessment of the presence of risk and protective factors derived from
research
• Clinical experience and knowledge
• Knowledge of the service user and their risk history
• The service user and carer’s own view and experience
• Discussion and consultation with the multi-disciplinary team and others
involved in the service users care
Relational security (See, Think, Act: Your guide to relational security. DoH,
2010):
This is the knowledge and understanding staff have of a service user and of the
inpatient physical and social environment and the translation of that information
into appropriate responses and care: professionalism, therapeutic relationships
and appropriate boundaries.
Relational issues affect security in two stages:
1. Staff knowledge of the service user and therapeutic relationships;
2. How this knowledge about the service user and therapeutic relationships is
then used to foresee potential or actual security incidents
The four key elements that help staff manage relational security involves weighing
up factors related to: the team as a whole; the other service users on the ward; the
inside world as experienced by service users; and the connection service users
have with the outside world & visitors to the ward.
Risk Event:
On Carenotes, this is a document that allows all practitioners to document risk
incidents under the risk tab that provides a timeline for serious incidents. This can
then be used to inform the Risk Assessment when or if it needs to be re-planned.

1.4

Scope of policy
This policy and procedure relates to all those receiving services from the SPFT.
This policy applies to all Trust services, though some services run by or in
partnership with SPFT may have locally agreed policies within their Clinical Delivery
Service for how risk is assessed and managed.

9

1.5

Principles
This policy establishes a framework for ensuring there is a recovery-based
approach to the assessment and management of risk. It is important to balance
the rights of any individual to the least restrictive approach to risk management
as is possible set against the need to keep everyone as safe as possible. Any
risk management plan should also take into account mental capacity and/or
consideration of the Mental Health Act in determining what we do.
Risk assessments, the risk management process and individual safety plans should
be co-produced with the people using our services and involve, as far as is
possible, those that know the person best (e.g. family, friends and carers, other
organisations) as appropriate and in proportion to the identified risk(s). A summary
of the risk assessment and safety plan should be shared with the service user, their
family/carers as appropriate, the GP and other involved agencies. Staff should
listen to the views of the service user and their family/carers as far as possible in
developing safety plans as someone is more likely to sign up to this if they feel they
own it. It can be a way of utilising the individual's strengths, developing their own
self-management skills, and enabling their recovery.
All care and treatment plans should take into account the safety of service users,
carers, and the public in relation to suicide, self-harm, neglect, vulnerability, physical
health, and violence. Staff can access standardised risk tools on Carenotes, as
appropriate, to identify key presenting risks as well as protective factors that may
impact on an individual’s presenting risk behaviour(s).
Staff will document risk assessments, risk management plans and care & safety
plans within the electronic care record. Staff will share the plan with the individual
users of our services. At times, risk assessments and management plans will need
to be communicated to others, as appropriate, and should be subject to regular
review processes especially when risks change.

2.0

Policy Statement
This policy sets out the guiding principles to:
•
•
•
•

Improve service user and public safety
Assist staff in the assessment and formulation of someone's presenting risks
Assist staff in assessing risk, risk management and individual safety planning
As far as possible, ensure that family, friends and carers are involved,
making proportionate decisions about how/when to involve others dependent
on the assessed risk & weighing up an individual's right to confidentiality

3.0 Duties
Policy Sponsor:
Clinical & Service
Directors, Clinical &
Professional Leads &
Senior Managers:

Ensures this policy is fit for purpose, up-to-date, and
based on best practice.
Responsible for communication of this policy and policy
standards; support teams to ensure risk assessments
and safety plans are in place for people using services
and that these are reviewed and monitored according
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Line Managers &
Clinical Supervisors:

All Clinical Staff:

All Staff:

4.0

to the standards within this policy. Ensure supervision
and training structures support delivery of this policy.
Responsible for monitoring adherence to this policy.
Ensure all staff have access and utilise supervision and
risk training. Ensure teams have systems in place to
monitor and review a service user’s risks and that staff
have the time and capacity within their job plans to
document risk assessments, risk management plans and
individual safety plans.
Responsible for reading and understanding this policy and
expected standards. Responsible for monitoring and
reviewing risk & care plans with service users, carers and
others as appropriate. Responsible for alerting
supervisors and managers if they have not had training or
supervision. Seek support and advice from the MDT as
appropriate. Ensure risk assessments, management plans
and safety plans are clearly documented. Ensure actions
are reviewed and documented.
Be aware of this policy and any actions expected of you
dependent upon your role in the organisation.

Procedure

4.1 Minimum standards for recording risk assessment and management plans
These standards apply to all Professional Groups.
Section1 - Risk Assessment
•

All Risk recording must be completed on the Carenotes Risk Assessment
Universal Form; these can be found in the Risk Tab. (please see screen shots
below). As you will see both of these templates are currently found under one
tab (second screen shot).

•

For Psychiatrists working as the Lead Practitioner in out-patient clinics the risk
assessment and safety plan should be documented and communicated in the
standard GP letter which should be completed and sent out within 2 weeks. A
contemporaneous entry in the Carenotes clinical notes section must be made on
the day of review which should include a brief statement of risk and any major
changes to the care plan. Once the GP letter has been completed and uploaded
into correspondence in Carenotes, the risk management tab of the service
user's record should be opened and an entry made in the first field directing the
reader to the labelled GP letter. If the presentation is complex or particularly
risky, the Psychiatrist may choose to complete the universal risk assessment in
Carenotes and involve the Multi-Disciplinary Team in this process.

•

When there are concerns regarding significant risks to self or specific others, an
alert must be generated. An alert is generated via the demographics tab by
clicking on the drop down box of options under the ‘create a new’ tab.
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•

Please do not upload risk assessment documents on to Carenotes (other than
for an onward referral to ATS if you work in Health in Mind or completed HCR 20
V3 and RSVP Forms).

•

All adults must have a Risk Screening as a minimum (except in the context of
triage and a telephone contact in which further information is required that is not
considered part of a clinical assessment and/or risk related).

•

The Risk Assessment Universal form must be completed at the initial
assessment (Face to Face or by Phone).

•

The risk assessment must be reviewed and updated as a minimum every 12
months or whenever there is a change in clinical presentation or circumstances.

Section 2 - Completion of Risk Assessment Universal
•

If a new risk assessment is needed this should be created as a new form from the
risk management tab of the service user's record.

•

When completing the assessment you must:
-

•

Involve service user/carer/family wherever possible (think Triangle of Care)
Complete all sections, including succinct chronology of risk events, and identify
risk and protective factors level of risk
Use 5 P’s model for risk formulation

Once risk is assessed and recorded, please save and confirm. If it is not
confirmed it will not be possible to re-plan.

Section 3 - My Care & Safety Plan
•
•
•
•

Now complete the My Care & Safety Plan within the Care plan form
This should ideally include a collaborative relapse prevention plan
This needs to outline the crisis plan.
Once completed press confirm

Section 4 - Multi-disciplinary Risk Assessment
•

MDT input into the Risk Assessment Universal form should be sought whenever
there are complex high risk situations. The management/care & safety plan would
usually involve more than one clinician in the team or multiple agencies

Section 5 - Reviewing / updating the Universal Risk Assessment
•

All Risk Assessments and Management plans must be reviewed as a minimum
every 12 months after which they will be out of date.

•

The risk assessment must also be reviewed / updated when:

12

-

-

•

There is any new information, or a change in the service user’s presentation or
circumstances which could potentially impact on risk
Reviewing risk and care & safety plans at CPA reviews (e.g. 6 months).
Service user presents at A&E or requires crisis intervention activity
Admitted or discharged from hospital or custody (this includes when a service
user is transferred between wards/hospitals)
If on review there has been no change, the risk assessment should be replanned and a statement added confirming that there has been no change to the
identified risks and safety plan.

To start review or update:
•
•
•

•

Open the current risk assessment under the risk management tab
Click ‘Edit’ at the top of the current risk assessment screen
Then click ‘Replan’. Risk assessments must always be replanned rather than a
new one created to prevent the loss of key historical risk information (that may
not be included on a new assessment if it is not known).
Once updated with all relevant changes please save and then confirm. If the
risk assessment is not confirmed it means that it can not be re-planned.

Section 6 - Risk Events
•
•
•

A separate ‘All – Risk Event’ form is available under the ‘Risk Management’ tab
where individual risk events can be added.
Risk events are also viewable under the summary button at the top of the screen.
Risk Events that have been recorded on Carenotes will populate automatically in
the table below when the form is completed electronically.

This is what the risk events look like in a risk assessment form:

This is what risk events look like under the summary button at the top of the service
use record:
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Flowcharts 1 & 2 summarises the risk assessment process within the team, below:
Flowchart 1: general risk assessment & safety plan process

Person enters service / triage & initial risk screen

Face-to-face or telephone assessment - completion
of Carenotes "Risk Assessment Universal" includes
risk to self/others and Safeguarding (Risk /
Safeguarding Tab)1

Initial Risk Formulation
including the 5 P's

Collaborative care & safety plan - completion of
Carenotes "My Care & Safety Plan" (Care Planning
tab)
Sharing of the My Care & Safety Plan as necessary
and proportionate to the presenting risk,
including multi-disciplinary or multi-agency as
appropriate

No evidence of
complexity or significant
safeguarding concerns

High risk, complexity,
significant
safeguarding

Planned review whenever there is new
information or significant change in clinical
presentation or when transferring to another
service. As a minimum standard, review every 12
months or at Cluster Review2, 3

Follow flow chart 2 overleaf

Create a Risk Event using Carenotes Risk
Event form (Risk/Safeguarding tab) for risk
incidents. This information should
contribute to the formal review of risk by
Lead Practitioners or by the MDT

1
For psychiatrists in out-patient clinic settings, where they are the only professional involved, the standard GP letter must be
used to summarise the risk assessment and care & personal safety plan
2

When referring or transferring to another service, the risk/s must be reviewed by the referrer or referring team prior to transfer and
again by the accepting or receiving team/service. This includes across CRHT, ATS and Inpatient Service; this includes CAMHS to
AMHS transfers of care
3

Staff must be compliant with the minimum standards for recording of risk screening, assessments and management plans: see 4.1
above
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4.2 Summary flowchart: Managing complex, high risk presentations

High risk, High complexity, significant safeguarding
concerns identified or change in where care is provided

Community

Urgent care

Inpatient

Forensic
caseload

MULTI-

CRHT:
Complete the
adult
assessment
tool on
Carenotes and
create a Risk
Event

RISK
ASSESSMENT
(on admission
by registered
Nurse or
Doctor)

HCR 20 V3 or
offence specific
equivalent; SPJ
COMPREHEN
SIVE
FORENSIC
RISK
ASSESSMENT
within 3 months
of admission

DISCIPLINARY

INPUT INTO
RISK
ASSESSMENT
(inc CPA)
Evidencebased
Structured
Professional
Judgement
approach
Seek specialist
expertise as
required e.g.
ASD, dementia
or forensic
Consider
complex case
review panel or
trust risk panel

____________
MHLT:
Complete the
MHLS; Onward
referral as
appropriate
(e.g. ATS/
inpatient) or
safety plan and
return home;
complete Risk
Event
____________
Haven:

Planned MDT
reviews:
Whenever
there is a
significant
change in
clinical
presentation or
circumstances,
or as a
minimum
standard every
12 months
Review any
Risk Events

Fill out a Risk
event
____________
NOTE:
In urgent care,
no requirement
for the Care
Plan to be
updated

MDT input into
Risk
Assessment
and inpatient
Care Plan
(within 3
working days)
recorded on
Carenotes

Weekly MDT
Review of
Risk and Care
Plan (as a
minimum)
Review any
Risk Events
Review on
Discharge

Review Risk
Events
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4.3 Conflict of Opinion
When there is a dispute or conflict of opinion regarding the risk assessment and
management of an individual which cannot be resolved in routine local meetings, a
meeting should be arranged with the team leader, senior manager or senior clinician
as appropriate. The meeting should try and identify, explore, understand and
resolve differences. Where this is not possible a referral should be made to the
Trust Risk Panel. Every effort should be made to resolve differences between the
team and the service user or carer. Sometimes strong, polarised differences of
opinions about the care of an individual can best be explored within reflective
practice team meetings. The process of stepping back from strong feelings in the
team can sometimes lead to helpful insights into the dynamics surrounding the
service user and their family or care system.

4.4 Trust-wide Clinical Risk Panel
The panel has been established to provide support, guidance and governance, and,
where necessary and appropriate, validation of complex clinical risk management
plans that cannot be contained at service level. The panel will also review plans
when there are differences in opinions that cannot be resolved locally. The activities
of this panel will be reported to the Trust-wide Safety Committee which in turn
reports to the Trust-wide Quality Committee.
A summary of Trust processes and panels to help teams manage and contain risk is
given in Appendix 2.

4.5 Further policy and procedural issues:
4.5.1 Involving service users, family, and carers - the Triangle of Care
It is important that practitioners think through how best to engage individual service
users in a collaborative approach to the assessment and management of risk. They
should also consider how to involve family members and carers, other teams or
organisations as they may know the individual well. Best practice would involve
talking this through with those who use our services, and to seek consent to fully
engage their surrounding social system in the assessment and management of risk,
especially where these important relationships represent protective factors. The
agreed sharing of assessments and management plans could therefore be part of a
positive and collaborative recovery plan.
There may however be circumstances where key relationships represent historic
risk factors (e.g. abuse) or present current risks factors (e.g. domestic violence). In
these situations, staff will need to carefully consider the need to protect information
about the service user. The issues should be discussed with a more senior
colleague, supervisor or manager, or raised as a concern within the MDT where
Safeguarding processes such as Multi -Agency Risk Assessment Conference
(MARAC) can be considered.
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4.5.2 Safeguarding children and vulnerable adults
Local Safeguarding policies must be followed and outcomes must be incorporated
into the My Care & Safety Plan. Where there is a concern regarding domestic
violence or abuse a referral to the local MARAC must be considered. Where there is
concern that someone is vulnerable to extreme radicalisation, a referral to Prevent
must be considered. SPFT staff should contact their local safeguarding leads for
advice whenever there are concerns.
Safeguarding Children: Risk assessments and management plans should take
account of the whole family and potential risks to children posed by other family
members. All mental health providers should ensure that the potential risks to
children are properly assessed and that all clinical risk assessments evidence
consideration of whether the service user has or may have contact with children
(their own or others). This should be reviewed if circumstances change (National
Patient Safety Agency, May 2009).
A referral to children’s social care services must be made under local safeguarding
procedures as soon as a potential risk becomes apparent. A referral must be made
if a service user expresses delusional beliefs involving their child and or the service
user might harm their child as part of a suicide plan. Subsequent to assessing that
a service user may pose a risk to children, a senior clinician must be directly
involved in all clinical decision making (Trust-wide Safeguarding Children Policy).
Safeguarding vulnerable adults: In the event of an adult service user being
identified as at risk or as the victim of abuse (physical, financial, emotional, sexual,
domestic violence, female genital mutilation, trafficking and other exploitation), local
procedures for Safeguarding Adults Policy must be followed. Staff will have an
understanding of different forms of abuse from mandatory training in this area
including the government’s Counter Terrorism strategy, PREVENT, which aims to
stop people from being radicalised and becoming terrorists or supporting terrorism,
including those who are vulnerable through mental health or learning disability.
If you are concerned that a vulnerable adult or child may be at risk of exploitation by
extremists or may be drawn into terrorism or supporting terrorism you must make a
referral to PREVENT. The Trust single point of contact for Prevent is Andy Porter.
All referrals for Prevent must be made to Andy Porter
(andy.porter@sussexpartnership.nhs.uk tel: 07825420522) or in his absence to
Bryan Lynch (bryan.lynch@sussexpartnership.nhs.uk)
Forensic CAMHs, the Trust provides services into Kent too and oversee Surrey. See
ChYPS operating plan for more detail.
Domestic violence: Local MARAC (Multi-Agency Risk Assessment Conferences)
meetings bring together statutory and voluntary agency representatives to share
information about high risk-victims of domestic abuse in order to produce a coordinated action plan to increase victim safety. Staff can refer via:
East
Sussex:

http://www.safeineastsussex.org.uk/MARAC-help.html

West
Sussex:

http://www.safeinsussex.org/
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Brighton:

http://www.safeinthecity.info/marac

Hampshir
e:

https://www.hants.gov.uk/socialcareandhealth/hantsdomesticabuse/
marac

4.5.3 Inpatient Positive Behavioural Support Plans for restrictive risk
management interventions (e.g. restraint or seclusion):
In exceptional circumstances, the risk management plan may need to be more
restrictive because the risk has been judged to pose a more immediate danger to an
individual service user or others, including staff. Whenever it proves necessary to
devise restrictive interventions, the management and safety plan must incorporate
primary preventative strategies, secondary preventative strategies and tertiary
strategies, sometimes referred to as a Positive Behavioural Support Plan (Mental
Health Act 1983; Code of Practice 2015).
This should provide a clear formulation of the risk behaviours identified and include:

Primary
prevention
strategies
Personal constitutional factors, mental and
physical health, communication skills, ability to
influence the world around them

Positive
Behavioural
Support
Plan
Secondary
prevention
strategies
De-escalation, distraction, diversion
and sometimes disengagement

Tertiary
prevention
strategies
An agreed crisis plan covering how to react
when there is a significant risk to self or others,
and may include use of restrictive interventions

4.5.4 Risk ratings and risk stratification:
We should all be aware of the limitations of risk ratings as the sole means of
assessing and constructing an appropriate care plan for an individual and that risk
ratings must be integrated into a bio-psycho-social assessment and assessment of
need.
Practitioners often categorise risk as high, medium, or low. The Department of Health
(March 2007) offers guidance on how we should define these categories:
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High
Risk

This person presents a risk of committing an act that is either planned
or spontaneous, which is very likely to cause serious harm. There are
few, if any, protective factors to mitigate or reduce that risk. They
require long-term risk management.
Medium This person could cause serious harm, but in the most likely future
Risk
scenarios there are enough protective factors to mitigate that risk.
They may have capacity to engage and contribute to planned risk
management strategies and may respond to treatment. They could
become a high risk in the absence of the protective factors identified
in this assessment so will need regular reviews of their presenting
risk.
Low
They may have caused, attempted or threatened serious harm in the
Risk
past but a repeat of such behaviour is unlikely between now and the
next scheduled risk review. They are likely to collaborate and
contribute helpfully to risk management planning and respond to
treatment. In all probable future scenarios where risk might become
an issue, a sufficient number of identified protective factors (e.g., rule
adherence, good response to treatment, trusting relationships with
staff and family members) will likely support ongoing desistance from
harmful behaviour.

The rating of risk cannot be used alone to determine whether an individual is safe for
discharge or whether or not they can access services. This is because the predictive
value of such ratings as defined by risk tools is not sufficient as a means of predicting
future risk and needs to be accompanied and supported by a full assessment and a
resulting care plan (My Care & Safety Plan) that includes a risk management plan.
The agreed risk management and safety plans must signpost all professionals
towards the agreed relapse prevention plan and crisis and contingency plan.
Additionally, it should describe potential relapse indicators and consider what
someone should do (the individual, family members or other involved agencies) in the
event that the usual management and safety plan does not mitigate risk(s).

4.5.5 Referral to Forensic Services
People who present with significant forensic histories and/or who present with
significant risk of causing harm to others should be discussed with forensic services
and considered for a referral for advice and consultation. Any discussion should be
documented in the electronic record including any agreed outcomes.
For an informal consultation, contact the team at the Hellingly Centre or the
Chichester Centre, or to make a formal referral complete a forensic referral form via
Forensic Healthcare referral's coordinator, Stella Poole
Stella.Poole@sussexpartnership.nhs.uk.
For Forensic CAMHS referrals, contact Chloe Sharp, Administrator for Kent, Surrey,
Sussex, chloe.sharp@sussexpartnership.nhs.uk or Nicky Cooper, Administrator for
Hampshire, nicola.cooper5@nhs.net
If there are concerns regarding significant violence, it may be appropriate to refer
to the Multi-Agency Public Protection Unit (MAPPA) via the Trust Lead, Rosalind
Green (contact Rosalind.green2@nhs.net tel: 07876037144).
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Additionally, if a service user is thought to have a significant forensic history of
violence against others, it may be appropriate to request information from police
records (Police National Computer, PNC). There must be a reason to believe that
the person has committed a serious offence(s) for which they have been convicted
and the information is required for risk assessment in the interest of protecting the
public, carers, and our staff. Please contact Rosalind Green via telephone (07876
037144) or on her secure NHS net email account Rosalind.green2@nhs.net to
discuss and/or obtain a PNC.
In order to request a PNC, you must provide the name, date of birth and address of
the service user, with a brief outline of why a PNC is requested, what your concerns
are about risk and to whom, and why you believe the person has convictions for
serious offences. Rosalind will then contact the dedicated police officer in Sussex to
request the information, and when the PNC is received she will either phone or
email you with the relevant details, which can take a week.
The details of offences and convictions or cautions can be entered on the
Risk Assessment noted “as confirmed by PNC “and the date.

4.5.6

Seeking other specialist advice

If a service user has an identified learning disability, developmental disorder (such
as autism), or an identified brain injury or dementia, it is important to seek relevant
expertise in order to understand and manage the risks. This list is not exhaustive.
4.5.7 Consent to share information and breaching confidentiality
All professionals working in mental health services are bound by law and
professional codes of conduct to a duty of confidentiality to their service users.
They also have a duty of confidentiality to carers. The Trust's Information
Governance policy offers guidance relating to the sharing of confidential information
when there are conflicts of interest.
My Care & Safety Plan is the mechanism by which we can demonstrate that we
have proactively and collaboratively shared our risk management strategies with
people using our services. At times, however, it may not be clinically appropriate to
share all of the obtained information, particularly if this poses a risk to others. In this
case, any decision making around withholding information from a service user to
protect others from harm should be clearly documented in the care record.
An alert can be flagged up on the electronic recording system where needed.
We should also consider sharing our plans with other agencies involved, with the
consent of the service user, and on a need to know / public protection basis, with
due regard to the Trust Information Governance Policy. Information can also be
shared without the consent of the service user if it is to prevent harm to self or other
people, and in exceptional circumstances may include the police or social services
in order to protect a member of the public from harm or a named potential victim.
We may also be required to share confidential information if it is required by law e.g.
a court order.
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Information can be shared without the consent of the service user if it is to
prevent harm to self or to other people. This may include sharing with
families/carers and other agencies including the police, where disclosure is

Decisions to share or withhold information need to take into account the assessed
mental capacity of the person concerned and be compliant with the Trust’s
Information Governance Policy and procedures, and any risk and protective factors
identified in consideration of the impact of this (see section 4.8 Triangle of Care
regarding involvement of and collaboration with family, carers or partners in care).
The completed risk assessment and management plan must be shared with and
communicated to the service user and carer whenever possible, and where required
provided in an alternative format such as Braille, large print or translated into a
different language.
Risk assessments and risk management plans must be completed on the electronic
Carenotes system (apart from Health in Mind and the Primary Care and Well Being
Service) or in the case of Psychiatrists working as Lead Practitioners in out-patient
settings as part of the GP letter.
In the case of Psychiatrists working as Lead Practitioner in out-patient settings a
contemporaneous entry in Carenotes on the day of review must be made. The
standard GP letter should include a risk assessment and management plan as part
of the care plan and be completed and sent out within two weeks of the out-patient
appointment with a copy sent to the service user/significant other by agreement with
the service user.
The person undertaking or leading on a risk assessment is responsible for ensuring
that the findings and recommended actions are clearly documented, signed and
dated, and communicated to all relevant parties. Any communication about
significant risk, including reviews, should inform the care plan and contain the
following elements:
o A statement about the risk or risks to be managed (e.g. violence)
o A statement about the risk and protective factors most relevant to this
possible outcome (e.g. opportunities or means of taking any specific action or
access to potential victims or weapons)
o A risk formulation (the 5 P narrative)
o A risk management plan, which targets relevant risk and protective factors
and includes a statement about treatment options relevant to managing these
factors, including supervision options and monitoring
o Crisis and contingency planning (what to do and who to tell if a person goes
missing or if an event or situation arises which is known to impact on risk).

Sharing information with the police and other agencies: Where safety / public
protection concerns are such that there is a benefit to sharing information with other
agencies, all reasonable efforts must be made to obtain the consent of the service
user to do so. Sometimes this is not possible, for instance someone who goes
AWOL from an inpatient service. The AWOL policy allows information to be
routinely shared with the police to safeguard the individual who has gone missing.
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In circumstances where the service user withholds consent, or obtaining consent is
not possible, the healthcare team must then consider the risk to the service user and
the wider public of not sharing the information (see Independent Investigation
Report into SUI 2006/8119, 2009). A summary of the issues raised should be
documented, together with MDT or senior clinical/management advice and agreed
actions. Advice can also be sought from the Trust’s Caldicott Guardian, the
vulnerable person’s officer (the appointed investigating officer), and the Trust police
liaison officer, where appropriate.
The PNC (Police National Computer) has the facility to record core information
about service users about whom mental health services have significant concerns if
they go absent without leave, and can accommodate instructions on what actions to
take should the service user be stopped in such identified circumstances and a
check made against their identity. The service user does not have to have any
previous criminal record for this facility to be utilised.

4.5.8 Staff Support & Safety, dignity and respect, lone working, health &
safety
Staff wellbeing and support is central to this policy. It is recognised that working
routinely with high risk service users can be stressful and requires structures to
be in place to support the wellbeing of staff, including time to attend clinical and
managerial and team reflective practice. Teams need to link clinical practice
around high risk service users to Lone Working and Health and Safety at Work
Policies. The Trust is also signed up to 'Operation Cavell', which supports a pact
between the police and the NHS to build up trust among staff so people feel
confident when reporting assaults, threats or violence by service users or others
known to them.

5.0 Development, Consultation and Ratification
This policy was developed based on previous Trust versions from 2014-2019. The
results of local audits and reviews of serious incidents were considered in the
drafting process. National policy and practice developments were also used in the
development of this policy (see Resources section for details of the prime
documents used). A broad cross section of senior clinical leaders from all care
groups and services were consulted.
Feedback was received from secure and forensic, learning disability, substance
misuse, children and young people and adult mental health services. Views were
sought from clinical directors. Service user and carer groups were previously
consulted in the course of originally developing this policy.
The policy was agreed by the Professional Policy Forum on 28th May 2020 and will
be formally reviewed again by May 2022.
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6.0

Equality and Human Rights Impact Analysis (EHRIA)

An Equality & Human Rights Impact Assessment (EIA) has been completed. The
policy gives particular emphasis to the needs of children and young people, older
people and people from black and ethnic minority communities

7.0

Monitoring Compliance
1) Quantitative data on clinical risk assessments and care and safety plans are
monitored via the Trust’s monthly Performance and weekly Clinical Care
Intelligence Reports and shared with Team Leaders and Ward Managers.
2) Team Leaders and Ward Managers will audit risk assessments and care plans
for quality and identification of areas for improvement.
3) Line managers and supervisors will monitor staff training needs and attendance,
initially via the induction process and thereafter annually as part of the appraisal
process. Where training needs or non-attendance are identified line-managers
will ensure staff members are booked to attend as necessary. Monitoring of
essential training non-attendance will be undertaken by the Trust’s Education &
Development Team as detailed in the essential training policy.
4) CDS governance groups will also consider a broad range of information from
serious untoward incident reviews and analysis of data as well as from
complaints and safeguarding reviews. Each CDS is represented on the Trust’s
Quality Committee, a sub-committee of the Board of Directors. The Quality
Committee will have overall responsibility for monitoring the implementation of
this policy.
5) The Trust-wide Risk Panel provides feedback to teams as to the quality of risk
assessments and safety plans.
6) Clinical risk assessments and management practice will also be audited across
the six equality strands.
7) Supervision will be used to reflect on the quality and practice of assessing and
managing clinical risk.

8.0 Dissemination and Implementation of policy
•

This policy will be uploaded to the Trust intranet policy pages.

•

All clinical staff should demonstrate effective competence in this area. Staff
should be sensitive and competent in meeting the diverse needs of service
users. In particular the needs of people with protected characteristics under
the Equality Act 2010.

•

All new staff will be made aware of this policy during their induction and all
clinical staff will be trained in the principles, standards and use of the Carenotes
risk tools via the mandatory Clinical Risk and Suicide Prevention e-learning
courses and face-to-face training tailored to each service area. This formal
training will be updated every 3 years. Ongoing training will take place through
supervision and reflective practice.

•

Risk assessment and risk management must be addressed during routine
supervision process, team reflective practice, and appraisal, drawing on the
lessons learnt from incidents and serious untoward incidents.
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•

Staff will also comply with all policies relevant to this policy and undertake
associated mandatory training.

9.0 Document Control including Archive Arrangements
This policy will be reviewed, stored and archived in accordance with the Trust-wide
Procedural Documents Policy.
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13.0 Appendices
Appendix 1: Key guidance and guidelines
The National Institute of Clinical Excellence (NICE) clinical guidelines on selfharm, suicide, violence and aggression have helped to inform this policy. NICE
guidelines inform best clinical practice and the Care Quality Commission will
monitor the extent to which Sussex Partnership has implemented these
guidelines.
NICE guidelines lay open the best evidence / shortcomings / limitations of clinical
assessments, management and formulation in relation to risk. There are also
specific age related clinical guidance relating to risk of self-harm and suicide,
which all staff are expected to be informed about and to follow. The guidelines
also cover violence and aggression. Some of the key clinical standards are
referenced below:
For Risk of self-harm and suicide
General principles:
•

Do not use risk assessment tools and scales to predict future suicide or
repetition of self-harm (NICE cg 133)

•

Do not use risk assessment tools and scales to determine who should and
should not be offered treatment or who should be discharged (NICE cg 133)

•

Consider offering 3 to 12 sessions of a psychological intervention that is
specifically structured for people who self-harm (NICE cg 133)

•

Provide psychological, pharmacological and psychosocial interventions for
any associated conditions (NICE cg 133) for example those described in the
following published NICE guidance:
o Alcohol-use disorders: diagnosis, assessment and management of
harmful drinking and alcohol dependence (NICE cg 115)
o Depression (NICE cg 90)
o Psychosis and schizophrenia in adults (NICE cg 178)
o Borderline personality disorder (NICE cg 78)
o Drug misuse (psychosocial interventions or opioid detoxification)
(NICE cg 51 and 52)
o Bipolar disorder (NICE clinical guideline 185)

•

Temporary admission, which may need to be overnight, should be considered
following an act of self-harm, especially for people who are very distressed,
for people in whom psychosocial assessment proves too difficult as a result
of drug and/or alcohol intoxication, and for people who may be returning to an
unsafe or potentially harmful environment. Reassessment should be
undertaken the following day or at the earliest opportunity thereafter (NICE
cg16)

•

While it seems on the face of it a good idea to assess risk, all available risk
assessment measures are too inaccurate for it to be reasonable to assume
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that somebody assessed at low risk is in fact safe. The logic of risk
assessment (multi-determined risks, uncommon outcomes) tells us that it will
not be possible to develop a new and highly accurate measure that will solve
this problem (NICE cg 10)
For Risk of self-harm and suicide in older people:
•

All people over 65 years who self-harm should be assessed by mental health
professionals experienced in the assessment of older people who self-harm.
Assessment should follow the same principles as for working-age adults
(Nice cg 133)

•

Be aware that all acts of self-harm in older people should be taken as
evidence of suicidal intent until proven otherwise (NICE cg 133)
For Risk of self-harm and suicide in children and young people:

•

Children and young people under 16 years of age who have self-harmed
should be triaged, assessed and treated by appropriately trained children’s
nurses and doctors in a separate children’s area of the emergency
department (NICE cg 16)

•

All children or young people who have self-harmed should normally be
admitted overnight to a paediatric ward and assessed fully the following day
before discharge or further treatment and care is initiated. Alternative
placements may be required, depending upon the age of the child,
circumstances of the child and their family, the time of presentation to
services, child protection issues and the physical and mental health of the
child; this might include a child or adolescent psychiatric inpatient unit if
appropriate (NICE cg 16)

•

All children and young people who have self-harmed should be assessed by
healthcare practitioners experienced in the assessment of children and
adolescents who self-harm. Assessment should follow the same principles as
for adults who self-harm, but should also include a full assessment of the
family, their social situation, and child protection issues (NICE cg 16)
For Risk of violence and aggression:

•

Consider using an actuarial prediction instrument such as the BVC (Brøset
Violence Checklist) or the DASA-IV (Dynamic Appraisal of Situational
Aggression – Inpatient Version), rather than unstructured clinical judgement
alone, to monitor and reduce incidents of violence and aggression and to help
develop a risk management plan in inpatient psychiatric settings (NICE ng
10)

•

In forensic settings, national guidance requires high and medium secure
service providers to conduct a HCR-v3 (History – Risk – Clinical) on all
service users. Best practice would be to use HCRv3 when required, but
other similar specialist SPJ tools could be used (VRSSO, RSVP, VRS, PCLR / SV etc) when risk behaviour dictates.
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Appendix 2: Trust processes and panels to help manage and contain
risks

SAM*
Team
Involvement

Trustwide Risk
Panel

Complex Care Review
Team Formulation / MultiAgency Meetings
(MARAC/Safeguarding) / Local
Complex Case Review
MDT Meetings

Clinical Supervision

Safety Huddle / Zoning

NB: Practitioners do not have to go through each stage in turn. For instance, people
can be presented at risk panel without going to CDS complex care panels and vice
versa

*SAM is the Specialist Assessment Multidisciplinary Trust-wide team

