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                                                  Executive Summary


This policy sets out East London NHS Foundation Trust’s (ELFT) approach to supporting visits by children and young people to adult and children’s inpatient units. It recognises that inpatient admission can be highly disruptive for families and that maintaining appropriate contact may benefit both the child and the patient, provided this can be achieved safely.

The policy provides a clear framework to support staff in assessing, planning and managing visits by children in a safe, proportionate and lawful manner. It reinforces that visits must only take place where they are assessed to be in the child’s best interests, and that the welfare of the child is paramount in all decision making. Potential risks arising from the patient’s mental state or the inpatient environment must be identified, assessed and managed to prevent physical, sexual, psychological or emotional harm.

The policy applies to all children under 18 visiting patients receiving inpatient psychiatric care within the Trust, whether patients are admitted informally or detained under the Mental Health Act 1983. It is underpinned by statutory safeguarding duties and relevant legislation, including the Children Act 1989 and 2004, the Mental Health Act 1983 (as amended by the Mental Health Act 2025) and its Code of Practice, and the Human Rights Act 1998.

Clear roles, responsibilities and escalation processes are set out for staff, alongside guidance on risk assessment, visiting arrangements, supervision, and the circumstances in which visits may be restricted or refused. The policy supports ELFT’s commitment to safeguarding children, promoting family-centred care, and ensuring dignity, equality and respect.
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1.0 Introduction

Admission to an inpatient unit for psychiatric assessment, care or treatment can be significantly disruptive for patients and their families, particularly where children are involved. When a parent, sibling or close family member is receiving inpatient care, the impact on a child’s emotional wellbeing and sense of security may be considerable. Maintaining appropriate family contact can be beneficial for both the child and the patient, but must always be balanced against safeguarding responsibilities.
This policy provides a clear framework to support staff in facilitating visits by children to adult and children’s inpatient units in a safe, proportionate and lawful way. It sets out how decisions should be made, how risks should be identified and managed, and how visiting environments should be planned to protect children’s welfare while maximising therapeutic benefit.
Visits by children must only take place where they are assessed to be in the child’s best interests. The welfare of the child is paramount and takes precedence over the interests of adults in all decision making. Potential risks to the child, whether arising from the patient’s mental state or the inpatient environment, must be carefully assessed and managed to prevent physical, sexual, psychological or emotional harm.
This policy applies to all children visiting patients receiving inpatient psychiatric care within the Trust, whether patients are admitted informally or detained under the Mental Health Act 1983. This includes children visiting detained adolescent patients and adolescents receiving care within adult inpatient settings.
1.1 Duties
The Trust has specific duties under section 11 of the Children Act 2004 to make arrangements to safeguard and promote the welfare of children, and is committed to these responsibilities.
1.2 Written policy
The Mental Health Act 1983 and its Code of Practice (2015, Chapter 11.3) require hospitals to have a written policy governing visits by children, developed in consultation with local authorities and children’s social care services.
This policy has been developed in line with statutory safeguarding duties and in consultation with safeguarding professionals. A visit by a child must only take place following an assessment that concludes the visit is in the child’s best interests.
Decisions to allow, restrict or refuse visits must be proportionate, clearly documented, and subject to regular review to ensure they remain appropriate as circumstances change.
1.3 Planning the visit of a child
In planning visits, the safety of the children concerned will be the paramount consideration. Child-friendly environments should be provided to facilitate visits by younger children. The Mental Health Act 1983 Code of Practice (11.21) notes that information about visiting should be explained to children and young people in a way they are able to understand. The maintenance of contact with family and friends, and respect for privacy in these contacts, is especially important, subject only to consideration of the safety and wellbeing of patients and their families. The child’s welfare is paramount and must take precedence over the wishes or interests of any adult.
1.4 To allow or deny a visit
The decision to allow or deny planned visits will be based on risk assessment. In general, decisions will be straightforward and will support the planned visits of children. However, in a minority of cases where risk assessment identifies concerns, detailed planning will be required, which may involve other agencies. In accordance with the Children Act 1989 and the Children Act 2004, the welfare of a child is paramount and takes priority over the interests of any and all adults. The Mental Health Act 1983 Code of Practice (2015, Chapter 11.12) also notes two principal grounds that may justify restrictions or exclusions of a visitor: clinical grounds and security grounds.
1.5 Local safeguarding policies
This policy should be read in conjunction with the Trust’s Safeguarding Children Policy and the local safeguarding children procedures that apply in the geographical locations in which the Trust provides services.
1.6 Definition of a child
As defined in the Children Act 1989 and the United Nations Convention on the Rights of the Child 1989, a child is anyone who has not yet reached their eighteenth birthday. The term “children” as used throughout this policy therefore means “children and young people”.
1.7 Safeguarding
“Safeguarding” denotes the measures taken to protect the health, wellbeing and human rights of individuals, which allow people – especially children, young people and adults at risk – to live free from abuse, harm and neglect.
1.8 Is the child related to the patient?
There are times when an inpatient unit is approached by a child requesting to see a patient. It is strongly recommended that the parent, carer or person with parental responsibility is contacted to seek permission. It is also recommended that the Trust Safeguarding Children Team is consulted for advice in any such case.
1.9 What is parental responsibility?
All mothers and most fathers have legal rights and responsibilities as a parent, known as “parental responsibility” (section 2 Children Act 1989 and section 3 Children Act 1989). In some cases, parental responsibility may rest with another person as directed by a court. For example, under a special guardianship order (section 14A Children Act 1989), a local authority may share parental responsibility with a parent, or a local authority may hold sole parental responsibility (see the statutory guidance on applying corporate parenting principles to looked-after children and care leavers).
The Trust Safeguarding Children Team can offer further support, clarity and guidance.
2.0 Purpose
The purpose of this policy is to:
1. Safeguard and promote the welfare of children visiting adult and children’s inpatient units
1. Ensure that visits by children only take place where they are in the child’s best interests
1. Provide clear, consistent guidance to staff on decision making, risk assessment and escalation
1. Support therapeutic family contact while managing identified risks proportionately
1. Ensure compliance with relevant legislation, statutory guidance and safeguarding duties

3.0 Scope
This policy applies to:
1. All adult and children’s inpatient units within ELFT
1. All staff involved in admission, care planning, visiting arrangements and safeguarding
1. All children and young people under the age of 18 visiting inpatients
This policy applies whether the patient is detained under the Mental Health Act 1983 or admitted informally. For further information about the responsibilities, accountabilities and duties of all employees, please see Appendix A.
4.0 Legal Framework and Procedure
This policy is informed by:
1. Children Act 1989 and Children Act 2004
1. Mental Health Act 1983 (as amended by the Mental Health Act 2025) and Code of Practice (2015, Chapter 11)
1. Human Rights Act 1998 (Article 8)
1. Mental Capacity Act 2005
1. Equality Act 2010
1. Working Together to Safeguard Children 2026
1. United Nations Convention on the Rights of the Child 1989
1. ELFT Safeguarding Children Policy
The Mental Health Act 2025 received Royal Assent on 18 December 2025 and amends, rather than replaces, the Mental Health Act 1983. The 2015 Code of Practice remains in force; a revised Code of Practice is being developed and this policy will be updated when it is published.
4.1 Procedure
The following principles underpin the Trust’s approach to visits by children.
4.1.1 Enabling
1. Our patients and residents have the right to respect for private and family life.
1. Staff should enable and facilitate contact between patients and residents and their children, siblings and families.
4.1.2 Risk
1. In enabling contact between patients and residents and their children or siblings, consideration must be given to the therapeutic benefits of any visit to both the child and the patient.
1. An assessment of risk needs to be discussed with the patient, their family, the child (where appropriate) and other safeguarding partners.
4.1.3 Safeguarding
1. Safeguarding children is everyone’s business and responsibility, especially when children are accessing inpatient and residential areas.
1. Seek advice and support from the Trust Safeguarding Team as required.
4.1.4 Environment
1. Review the facilities available within the ward or residential area to ensure that children visiting are safe, the environment is quiet, and age-appropriate equipment is available.
4.1.5 Awareness
1. Ensure that staff teams are aware of the requirements of this policy in relation to children visiting inpatient and residential units within the Trust.
4.2 Key principles
All decisions about visits by children must be guided by the following principles:
1. Decisions must be made in accordance with the principle that the child’s welfare is paramount and overrides the interests of adults
1. Children’s wishes and feelings must be considered in line with their age and understanding
1. Risks must be identified, assessed and proportionately managed
1. Decisions should not be unnecessarily restrictive or bureaucratic
1. Visiting arrangements should maximise therapeutic benefit
1. Safeguarding is everyone’s responsibility
1. Parental consent is obtained (please see section 4.5)
4.3 Pre-admission
4.3.1 Patients subject to detention under the Mental Health Act 1983
When the compulsory admission of a patient is being considered, the needs and arrangements for any children involved with the patient will need to be taken into account, and this is usually part of the Approved Mental Health Professional’s assessment. This should include details of any child safeguarding concerns and any services or safeguarding partners already involved, for example a social worker, health visitor, school nurse, or early help support or lead (which may be an education setting). This information must be communicated to the inpatient clinical team responsible for the patient by the Approved Mental Health Professional.
4.3.2 Voluntary patients within inpatient services
If it is a planned admission, the needs and arrangements for any children or young people involved will need to be considered as part of the pre-admission assessment. This should include details of any child safeguarding concerns and any services or safeguarding partners already involved, for example a social worker, health visitor, school nurse, or early help support or lead (which may be an education setting). For help in identifying support around the child or family, seek support from the Trust Safeguarding Children Team as necessary. This information will then be communicated to the inpatient clinical team responsible for the patient.
4.3.3 Unplanned or emergency admissions within inpatient services
In the case of unplanned or emergency admissions, the needs and arrangements for any children involved will need to be considered as part of the admission assessment. This will need to include the details of any child, any safeguarding concerns, and any services already involved, such as a social worker, health visitor, school nurse, or early help support or lead (which may be an education setting).
4.3.4 Adult general inpatient services
Supporting children visiting is an integral part of the care provided to both the patient and their family, with the emphasis on facilitating contact between patients and their children. In the first instance, the decision to support children visiting will be reached by considering any risk that would impact on a child visiting a patient during the admission. Where this assessment indicates concerns, the matron responsible for the service is to be informed and a formal risk assessment completed, for which further guidance may be sought within the main body of this document.
4.4 On admission
On admission to the ward, the admitting nurse will make sure that any information gained in respect of any children involved with the patient is available in the clinical records. The family demographic and risk assessment must be updated in the patient’s electronic record. The admitting clinician will also give the patient details of the Trust’s arrangements for children visiting, and such visits should be planned in advance. It must also be made clear to the patient and their carer that visiting by children will only be allowed if supervised by an adult – not the patient – who is preferably a family member or the person with parental responsibility, and that the accompanying adult is responsible for the child’s safety while visiting any of the Trust’s inpatient facilities. The guiding principles at section 4.2 should be noted.
4.5 Visiting arrangements
When a visit by a child or young person is anticipated, the multidisciplinary team (MDT) should identify any concerns, taking into account information received and the completed risk assessments. Factors that may need to be considered include:
1. the wishes and feelings of the child
1. the age, competence and overall emotional state of the child
1. the child’s best interests
1. the views of those with parental responsibility (this may not always be the biological parent or parents)
1. the patient’s history and family situation
1. the patient’s current mental state
1. the response of the child to the patient’s mental distress or mental state, including any potential long-term impact on the child and whether delaying a visit would be in the child’s best interests
1. whether the risk assessment process can promptly establish the desirability of contact between the child and patient, identifying any concerns and assessing any risks to the child
1. the nature of the care environment and the patient population at the time
In the vast majority of cases where no concerns are identified, arrangements should be made to facilitate contact.
All decisions following risk assessment must be documented in the clinical care record (Rio) in relation to children and young people visiting the individual.
4.5.1 Unexpected visit by a child
If a child visits unexpectedly, the ward manager or nurse in charge is responsible for deciding whether it is feasible to proceed, ensuring that the child is safeguarded while they wait, and considering the available information about the child alongside the assessment of the patient’s needs for treatment and care and the current state of the patient’s mental health. Parental consent would still be required for the visit. Children under 16 are not allowed to visit unaccompanied by an adult, whether planned or not. Any unexpected visit by a 16- or 17-year-old may be considered by the ward manager or nurse in charge in line with this policy. The ward should consider contacting the local authority and the ELFT Safeguarding Team for further guidance. The ward manager or nurse in charge should then make the decision in consultation with other members of the multidisciplinary team. If this is not feasible, the visit must be refused and a further planned visit considered.
4.5.2 Appropriate environment for the visit
Parents worry about the impact their mental illness may have on their children, and may continue to worry about their children and their welfare even while in hospital. For example, parents admitted as inpatients have voiced concerns about unsuitable hospital visiting conditions for children. It is important for families to maintain contact in these circumstances, and hospital staff need to be aware of these issues and make visiting facilities as welcoming as possible (Robinson and Scott, 2007; Barnardo’s, 2008).
Some services within the Trust have designated family visiting rooms, and these are to be used for any visit by a child or young person. It is expected that these services will have a locally agreed booking system for the family visiting room to allow visits to take place in privacy.
Facilities provided for children visiting should be family-focused, welcoming and child-friendly. The space should be quiet, comfortable, clean and of an appropriate temperature. There needs to be safe access to toilet facilities, and access to items such as toys, books and the internet (Robinson and Scott, 2007; Barnardo’s, 2008). Access to baby-changing facilities may be problematic, and staff teams will need to be creative in such circumstances.
Within other services, the location of the visit should be considered carefully. Where the ward environment or the care needs of patients would be likely to affect the visit or create risks, arrangements should be made for the visit to take place away from the ward area.
Staff should be sensitive to the need for privacy while taking into consideration the need to manage risk where appropriate.
Within mental health wards and areas, children, as with all visitors, will not be permitted within bedroom areas and, in some cases, not onto the ward, depending on assessed risk.
4.5.3 Information for children
Children and young people should be provided with information about visiting arrangements in a way that is appropriate to their age, understanding and emotional needs. This may include verbal explanations, written information, or support from parents, carers or professionals to help the child understand what to expect and to reduce anxiety associated with visiting an inpatient setting.
Children under the age of 16 must be supervised at all times. Where supervision is required and cannot be provided by a responsible relative or carer, it may be arranged through children’s social care, subject to an agreed joint-working protocol. This protocol should reflect that sufficient notice should be given to children’s social care to arrange such supervision.
4.5.4 Supervision arrangements for visits
The multidisciplinary team (MDT), based on all the available information, should determine the degree of supervision required for the visit.
Where supervision of a child is deemed necessary because of protection or welfare concerns in relation to a patient, this is to be provided either by a responsible relative or carer or by children’s social care. At no time are Trust colleagues to accept responsibility for supervising a visiting child.
Within mental health and learning disability services, an assessment and review regarding a child visiting an individual should be carried out at each MDT review meeting, or when required, and visits will be subject to any restrictions under the Trust’s Supportive Engagement and Observation Policy (available on the intranet).
At times, and where risk requires it, the staff team may need to have a clear line of sight when a relative is visiting a patient with a child. This should be undertaken as sensitively as possible by the staff team.
4.5.5 Review of visiting decisions
All decisions relating to visits by children, including approvals, restrictions or refusals, must be kept under regular review by the multidisciplinary team.
Reviews must take place where there is a change in the patient’s mental state, treatment plan, ward environment, safeguarding information or the child’s circumstances.
Decisions must not be treated as static and should be reconsidered where it may become safe and appropriate to facilitate contact.
4.6 Decision to refuse a visit
Decisions to refuse or restrict visits by children must be exceptional and based solely on clinical grounds or security and safety grounds, in line with the Mental Health Act 1983 Code of Practice (2015). Blanket restrictions on children visiting are not permitted.
Any decision to refuse a visit is to be given in writing as well as verbally, and must be supported by clear evidence identified through risk assessment and recorded.
It is important that all those involved with the child are consulted and advised of the decisions. These decisions will be subject to review, and any changes will be communicated promptly to all concerned. The process must be visible and transparent, ensuring that the patient and others have the right to challenge any decision made. Further advice should be sought from the Trust Safeguarding Children Team.
Circumstances in which a decision to restrict a visit may arise include:
1. where there is a clearly identified risk to the child of distress or emotional harm due to the patient’s mental state
1. risk of harm to the child (physical, psychological, emotional, sexual or neglect)
1. risk of exploitation of the child by a patient – for example, where a child may be coerced into placing an adult patient at risk, such as bringing in unauthorised items that may place others at risk of harm
1. where there is a failure to agree between ward colleagues and the adult family member that the adult will supervise the child during visiting
1. where there is an infection outbreak on the ward
There may be occasions, particularly when the patient is in a psychiatric intensive care unit (PICU) or forensic unit, where it is not safe for a child to visit. Alternative arrangements may then need to be considered, for example:
1. telephone call
1. video calling methods
1. messaging
It may be required that such contact is closely supervised, and this should be identified on a risk management plan that is shared with the patient, the child (where appropriate) and their carers.
Where a visit is refused or restricted, the reasons must be clearly explained to the patient and those with parental responsibility, documented in the clinical record, and reviewed regularly.
4.7 Safeguarding children
Where colleagues have concerns regarding the safety or welfare of a child, the Trust Corporate Safeguarding Team can be contacted for specialist advice.
If an immediate risk is identified, and depending upon the urgency, the police are to be called, and staff are to refer the matter to children’s social care.
Children’s social care contact details and related documentation can be accessed through the Trust’s safeguarding children intranet pages (staff access only).
Where there is uncertainty about whether a visit is in a child’s best interests, or where safeguarding concerns are identified, staff must seek advice from the Trust’s Corporate Safeguarding Team and, where appropriate, liaise with local authority children’s social care services to inform decision making.


5.0 Breastfeeding Mothers Admitted to Psychiatric Inpatient Units
ELFT recognises the importance of supporting breastfeeding mothers who are admitted to psychiatric inpatient units and the benefits this brings to both the infant and the mother’s recovery. Wherever it is safe and clinically appropriate, the Trust will support the continuation of breastfeeding and the maintenance of the mother and infant relationship.
Women who require inpatient mental health care in the postnatal period should ordinarily be admitted to a specialist Mother and Baby Unit (MBU). Where this is not possible and a breastfeeding mother is admitted to a general adult psychiatric ward, a clear and proportionate plan must be in place to support breastfeeding, infant contact and safeguarding.
The following principles apply:
1. The welfare and safety of the child is paramount in all decision making.
1. The mother’s wishes regarding breastfeeding should be actively explored and supported wherever it is safe to do so.
1. Risks arising from the mother’s mental state, treatment or the inpatient environment must be assessed and managed.
1. Safeguarding responsibilities apply at all times, and advice should be sought from the Trust’s Corporate Safeguarding Team where required.
Where a baby is not resident with the mother, arrangements should be made to support the expression and safe storage of breast milk, in line with infection control and medicines management guidance. Mothers should be supported to express milk regularly to maintain supply and prevent physical complications, unless this is clinically contraindicated.
Planned visits by babies should be facilitated where assessed to be in the child’s best interests. Visits must be risk assessed, take place in a suitable child-friendly environment, and be supervised by a responsible adult with parental responsibility. The inpatient ward environment must not place the infant at risk, and visits should be reviewed regularly as the mother’s mental state changes.
Clinical teams must consider the impact of prescribed medication on breastfeeding and seek specialist advice where required. Decisions to restrict breastfeeding or infant contact must be evidence-based, clearly documented, proportionate and subject to regular review.
Please refer to Appendix D for the Ward Practice Checklist.



6.0 Training Implications
Familiarisation with this policy is critical and is to form part of inpatient-based induction and the dissemination of policy through team or ward meetings.
Attendance at safeguarding children and adults training is mandated through each member of staff’s statutory and mandatory training record on the NHS Electronic Staff Record (ESR). The Trust complies with the Intercollegiate Document, Safeguarding Children and Young People and Children and Young People in Care: Competencies for Health Care Staff, 5th edition (autumn 2025), published by the Royal College of Paediatrics and Child Health (RCPCH) on behalf of the contributing Royal Colleges.
Safeguarding training begins at the induction of new colleagues and continues on an ongoing basis. Compliance can be achieved using a blended learning approach.
7.0 Equality, Diversity and Inclusion
East London NHS Foundation Trust believes in fairness and equality and, above all, values diversity in all aspects of its work. Equality is not about treating everyone the same; it is about ensuring that access to opportunities is available to all by taking account of people’s differing needs and capabilities. Please refer to the Trust’s statement on equality, diversity and inclusion for further detail on how the Trust recognises and values difference through inclusion.
8.0 Equality Impact Assessment Screening
Please refer to Appendix E and Appendix F for the equality impact assessment for this policy.
8.1 Privacy, dignity and respect
The NHS Constitution states that all patients should feel that their privacy and dignity are respected while they are in hospital. High Quality Care for All (2008), Lord Darzi’s review of the NHS, identifies the need to organise care around the individual, not just clinically but in terms of dignity and respect.
As a consequence, the Trust is required to articulate its intent to deliver care with privacy and dignity that treats all service users with respect. All procedural documents will therefore be considered, where relevant, to reflect the requirement to treat everyone with privacy, dignity and respect (including, where appropriate, how same-sex accommodation is provided).
8.1.1 How this will be met
The Human Rights Act 1998, Article 8 (the right to respect for private and family life) recognises the importance of parents’ relationships with their children when hospitalised, and that loss of contact during an admission can exacerbate existing problems. Where appropriate and safe to do so, patients who are hospitalised should maintain contact with their children, for the welfare of both, in a suitable environment.
8.2 Mental Capacity Act 2005
Central to any aspect of care delivered to adults and young people aged 16 or over is consideration of the individual’s capacity to participate in the decision-making process. No intervention should be carried out without either the individual’s informed consent, the powers included in a legal framework, or an order of the court.
The Trust is required to ensure that all staff working with individuals who use our services are familiar with the provisions of the Mental Capacity Act 2005. All procedural documents will be considered, where relevant, to reflect the provisions of the Act, to ensure that the rights of the individual are protected, that they are supported to make their own decisions where possible, and that any decisions made on their behalf when they lack capacity are made in their best interests and are the least restrictive of their rights and freedoms.
8.2.1 How this will be met
All individuals involved in the implementation of this policy should do so in accordance with the guiding principles of the Mental Capacity Act 2005 (section 1).
9.0 Complaints by Patients and Families
A formal system exists for considering representations about any decision not to allow a child to visit. In the first instance, this would be done by letting the member of staff delivering the service, or their manager, know that you are unhappy, so that they can put things right at the time wherever possible.
It is understood that you may not always feel comfortable doing this. You can therefore contact the Patient Advice and Liaison Service (PALS), who can support you by contacting the service on your behalf. PALS can be contacted on:
1. Telephone: 0800 783 4839
1. Email: elft.pals@nhs.net
1. 
10.0 Talking with Children about Parental Mental Health Difficulties
Resources to support conversations with children about parental mental health are available from the NSPCC (parental mental health problems).
Please refer to Appendix C for additional information.
11.0 Links to Associated Documents
1. Mental Health Act 1983 Code of Practice
1. ELFT Safeguarding Children Policy (available on the intranet)
1. ELFT Safeguarding Adults Policy (available on the intranet)
1. Bedford Borough, Central Bedfordshire and Luton Safeguarding Children Partnership Procedures
1. London Safeguarding Children Procedures
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13.0 Appendices

Appendix A – Responsibilities, Accountabilities and Duties
Chief Nurse
The Chief Nurse has overall accountability for the policy for children visiting inpatient and residential units within the Trust.
Operational directors who provide inpatient services
Operational directors who provide inpatient services are responsible for:
1. disseminating this policy to modern matrons or service managers
1. the implementation of the policy
1. monitoring and reporting on compliance with the contents of this policy through the care groups
1. instigating the investigation of any reported instances of non-compliance with the contents of this policy
1. identifying the appropriate level of training required for staff, using the Intercollegiate Document, Safeguarding Children and Young People and Children and Young People in Care: Competencies for Health Care Staff (2025)
Modern matrons and service managers
Modern matrons and service managers are responsible for:
1. disseminating this policy to ward managers
1. overseeing the implementation of the policy
1. monitoring and reporting on compliance with the contents of this policy within their service
1. assisting in the investigation of any reported instances of non-compliance with the contents of this policy
1. applying the key principles into their practice for children visiting inpatient and residential units
1. monitoring colleagues’ compliance with the identified training requirements for safeguarding children
Ward managers
Ward managers are responsible for:
1. the dissemination of this policy to clinical colleagues, and its implementation and monitoring within their team
1. applying the key principles into their practice for children visiting inpatient and residential units
1. the release of colleagues to attend safeguarding children training as mandated through their statutory and mandatory training record
Clinical staff working within the Trust’s inpatient units
Clinical staff working within the Trust’s inpatient units are responsible for:
1. being aware of and implementing the contents of this policy
1. applying the key principles (section 4.2 of this policy) into their practice for children visiting inpatient and residential units
1. considering the needs and arrangements for any children involved with the patient as part of the admission assessment, ongoing care and discharge planning of the patient – including details of any child, any safeguarding concerns, and services already involved with the children
1. attending safeguarding children or integrated training as mandated through their statutory and mandatory training record
Approved Mental Health Professionals (AMHPs)
As part of the AMHP’s role, in the case of patients subject to voluntary admission (section 131 Mental Health Act 1983) or compulsory admission under the Mental Health Act 1983 (also noted at section 4.3.1 of this policy), the AMHP should consider the following:
1. as part of the AMHP’s assessment, the needs and arrangements for any children associated with the patient are considered
1. the details of any children associated with the assessed patient should be identified, along with any safeguarding concerns and services involved with the children, and shared with the inpatient unit and other safeguarding partners involved with the child, children or family
1. where there are concerns about the safety or care arrangements of the child or children, the AMHP must consult with, and request that, children’s social care services undertake an assessment
1. the details of any children associated with the patient being admitted into an inpatient or residential unit must be communicated to the clinical team responsible for that patient
Named Professionals
Named Professionals for safeguarding children are responsible for providing specialist advice and support to clinical staff in respect of any concerns about the safety and wellbeing of a child or young person.



Appendix B – Monitoring Arrangements
Any incidents that occur in respect of children visiting the Trust’s inpatient wards will be monitored as follows:
How: Investigation of any reported incidents and completion of an incident report (InPhase).
Who by: Modern matron or ward manager for the area.
Reported to: Associate Director / Lead Professional for Safeguarding.
Frequency: As and when an incident is reported.


Appendix C – Parents with Mental Health Problems
1. Definition
Mental health problems are relatively common in the overall population. The term does not in itself have one clear definition, and therefore the existence of mental health problems should not be taken as a risk factor without contextual information.
The state of a person’s mental health is usually not static and can vary according to several factors. Correspondingly, their capacity to parent safely may also vary, and therefore an understanding of the factors that may increase risk is an important part of any assessment.
Many adults who experience mental health problems also have substance misuse problems, described as dual diagnosis, and there may be several agencies and services, for both adults and children, working with the family.
National Serious Case Reviews, Child Safeguarding Practice Reviews and Domestic Homicide Reviews have identified domestic abuse, parental mental ill health, and drug and alcohol misuse as significant factors in families where children have died or been seriously harmed. Where all three concerns are present, they have been described as the “trio of vulnerabilities”, which practitioners should be alert to and consider in any assessment.
2. Risks
A child who has suffered, or is likely to suffer, significant harm, or whose wellbeing is affected by parental mental illness, could be a child:
1. who features within parental delusions
1. who is involved in their parent’s obsessive compulsive behaviours
1. who becomes a target for parental aggression or rejection
1. who has caring responsibilities inappropriate to their age and should be assessed as a young carer
1. who may witness disturbing behaviour arising from the mental illness
1. who is neglected physically or emotionally by an unwell parent
1. who does not live with the unwell parent but has contact (for example, formal unsupervised contact sessions, visits to the home, or overnight stays)
1. who is at risk of severe injury, profound neglect or death
1. who is an unborn child of a pregnant woman with any previous major mental illness
3. Indicators
To determine how a parent or care giver’s mental health problem may impact on their parenting ability and the child’s development, the following questions need to be considered within an assessment:
1. Does the child take on roles and responsibilities within the home that are inappropriate?
1. Does the parent or care giver neglect their own and their child’s physical and emotional needs?
1. Does the parent’s mental health problem affect the development of a secure attachment with the child?
1. Does the mental health problem result in chaotic structures within the home, for example around meal and bedtimes?
1. Does the parent or care giver’s mental health have implications for the child at school, in attending health appointments, and so on?
1. Is there a lack of recognition of safety for the child?
1. Does the parent or care giver have an appropriate understanding of their mental health problem and its impact on their parenting capacity and on their child?
1. Are there repeated incidents of hospitalisation for the parent or care giver, or other occasions of separation from the child?
1. Does the parent or care giver misuse alcohol or other substances?
1. Does the parent or care giver feel the child is responsible in some way for their mental health problem?
1. Is the child included within any delusions of the parent or care giver?
1. Does the parent or care giver’s mental health problem result in them rejecting, or being unavailable to, the child?
1. Does the child witness acts of violence, or is the child subject to violence?
1. Does the wider family understand the mental health problem of the parent or care giver, and its impact on their ability to meet the child’s needs?
1. Is the wider family able and willing to support the parent so that the child’s needs are met?
1. Do culture, ethnicity, religion or any other factor relating to the family have implications for their understanding of mental health problems and the potential impact on the child?
1. How does the family function, including any conflict or potential family break-up?
4. Protection and action to be taken
Where it is believed that a child of a parent with mental health problems may have suffered, or is likely to suffer, significant harm, a referral to children’s social care should be made in accordance with the relevant local authority’s referral procedures. Where there are concerns, the child and family may find early help services supportive, and an assessment of the needs of the child should take place at an early stage, for example through an early help assessment.
It is essential that staff working in adult mental health services and children’s social care work together collaboratively to ensure the safety of the child and the management of the parent or care giver’s mental health.
Joint working will include mental health workers providing all information with regard to:
1. treatment plans
1. the likely duration of any mental health problem
1. the effects of any mental health problem and medication on the parent or care giver’s general functioning and parenting ability
Children’s social care must assess the individual needs of each child and incorporate within this the information provided by mental health workers.
Mental health professionals should be invited to, and must attend, any meeting concerning the implications of the parent or care giver’s mental health difficulty on the child, including child protection conferences and child in need meetings, to provide information. Children’s social care professionals should be invited to attend other meetings related to the management and support of the parent’s mental health.
All plans for a child, including child protection plans and child in need plans, will identify the roles and responsibilities of mental health and other professionals, and the process of communication and liaison between professionals. All professionals should work in accordance with their own agency’s procedures and guidelines, and seek advice and guidance from line management or the organisation’s safeguarding lead when necessary.
5. Issues
Contingency planning: child care and mental health professionals should always consider the future management of a change in circumstances for a parent or care giver and the child, and how concerns will be identified and communicated.
If a parent or care giver disengages from mental health services, or is non-compliant with treatment, and the professional judgement is that there is ongoing risk to the child in these circumstances, this should be referred to children’s social care.
Professionals need to consider carefully the implications for children when closing their involvement with parents with a mental health problem. Consideration should be given to informing the appropriate children’s social care team, and any other professionals working with the family, so that the implications for the child are assessed.
Mental health services should always use “respectful uncertainty” and not readily accept a parent or carer’s assertion that their mental health problems are not affecting the care they provide to their children. Where there is any doubt, services should always err on the side of caution.
Confidentiality is important in developing trust between parents with mental health problems and practitioners in the agencies working with them. However, practitioners must always act in the best interests of the child and not prioritise their therapeutic relationship with the adult.
6. Further information
1. West London NHS Trust – Broadmoor Hospital: child visiting information
1. Social Care Institute for Excellence – Think Child, Think Parent, Think Family: a guide to parental mental health and child welfare
1. Mind
1. Royal College of Psychiatrists – Parental mental illness: the impact on children and adolescents (information for parents and carers)
1. NSPCC – Parental mental health problems



Appendix D – Ward Practice Checklist: Breastfeeding Mothers on Inpatient Wards
When a breastfeeding mother is admitted, ward teams must ensure that:
1. the presence of an infant or breastfeeding status is identified on admission
1. consideration is given to admission to a Mother and Baby Unit where appropriate
1. a documented plan is in place to support breastfeeding or milk expression
1. safe facilities are available for expressing and storing breast milk
1. medication risks are reviewed and specialist advice sought where required
1. infant visits are risk assessed, planned, supervised and documented
1. the visiting environment is safe, private and child-appropriate


Appendix E – Initial Equality Impact Assessment Form
A guide for staff who need to complete equality impact assessments.
If you are printing this form to complete by hand, please ensure you do so in BLOCK CAPITALS.
The initial EIA is a quick and easy screening process. This initial assessment allows you to identify whether the proposed policy, service or function has a negative, or potentially negative, impact on the protected characteristics. In some cases, an initial EIA is all you will need to establish whether you provide equal outcomes for staff and patients. On discovering a negative impact, or the potential for a negative impact, you will need to undertake a full EIA.
This assessment should either:
1. justify the reasons why a full EIA is not required, by evidencing that there are no negative impacts to any protected characteristics and that any potential risks have been mitigated; or
1. identify that a full EIA is required because a negative impact has been identified.
	Name of service, function or policy
	Visits to Psychiatric Inpatient Wards by Children

	Brief description of service, function or policy (purpose)
	This policy sets out ELFT’s approach to supporting visits by children and young people to psychiatric inpatient units in a safe, lawful and proportionate manner. It aims to safeguard and promote the welfare of children, ensure that visits only occur where they are in the child’s best interests, and provide clear guidance to staff on risk assessment, visiting arrangements, supervision and escalation. The policy applies to all inpatient services and aligns with statutory safeguarding duties and the Mental Health Act 1983 Code of Practice.

	Is the service, function or policy
	Under review

	Directorate (if all groups are impacted, please state ‘Trust-wide’)
	Trust-wide

	Who is completing the EIA? (name and role)
	Dinh Padicala, Associate Director of Safeguarding

	Which Trust strategies are supported by the service?
	Population Health; The Experience of Care; Staff Experience; Improved Value

	Who will benefit from the service, function or policy?
	Workforce; patients, service users and carers

	How will the service, function or policy be implemented to ensure access, meet health needs, and provide a safe and positive experience for everyone?
	The policy applies consistently across all inpatient services and includes proportionate, individualised decision making to ensure children and families are not unfairly excluded from visiting. Reasonable adjustments are embedded to support children and families with additional needs, disabilities, language barriers or cultural requirements. The policy supports therapeutic family contact where safe, recognising the emotional benefits for both children and patients. Safeguarding processes ensure that children’s health, wellbeing and developmental needs are prioritised. Risk assessment, supervision requirements, child-friendly environments and regular review ensure visits are planned, safe and responsive to changing needs, while maintaining dignity and respect.

	How will the service, function or policy be implemented?
	Through staff induction, safeguarding training, ward-level dissemination, MDT oversight, and escalation to safeguarding professionals where required. Compliance will be monitored through incident reporting, safeguarding assurance processes and routine governance arrangements.

	What are the intended outcomes of delivering the activity?
	Children are safeguarded and their welfare prioritised; visits occur only where in the child’s best interests; reduced distress and anxiety for children and families; consistent, lawful decision making across inpatient services; and improved staff confidence in managing children visiting safely.

	How will these outcomes be measured?
	Safeguarding incident reporting (InPhase); audit of documentation and risk assessments; feedback from patients and families (PALS and complaints); and assurance through safeguarding governance and quality reviews.

	Who are the key stakeholders for this activity and how have they been involved?
	Key stakeholders include inpatient clinical teams, safeguarding professionals, Approved Mental Health Professionals, patients and families, and local authority children’s services. The policy has been developed in line with statutory guidance and informed by safeguarding expertise and best practice.

	Does this service, function or policy impact other existing policies?
	Yes. The policy aligns with and supports the ELFT Safeguarding Children Policy, Safeguarding Adults Policy, Mental Health Act procedures, and perinatal mental health pathways. It strengthens consistency across policies without creating conflict.

	Is there any data available that influences, affects or shapes this EIA?
	Yes. National safeguarding reviews, Mental Health Act Code of Practice guidance, complaints and PALS feedback, and learning from serious case reviews inform the policy approach.

	Are there gaps in information?
	No.


Does the service, function or policy have a negative impact on any particular group?
	Protected characteristic
	Yes
	No
	Unclear

	Age
	
	X
	

	Disability
	
	X
	

	Race
	
	X
	

	Marriage and civil partnership
	
	X
	

	Pregnancy and maternity
	
	X
	

	Gender reassignment
	
	X
	

	Religion or belief
	
	X
	

	Sex
	
	X
	

	Sexual orientation
	
	X
	

	Could the way the service, function or policy is implemented have an adverse impact on equality of opportunity or good relations between different groups?
	No. The policy promotes equitable access and explicitly avoids blanket restrictions. Any limitations on visiting are based on individual risk assessment and safeguarding considerations rather than protected characteristics.

	Where a negative impact has been identified, can changes be made to minimise it?
	Not applicable. No negative impacts have been identified.

	Is the service, function or policy indirectly discriminatory, and can it be justified?
	No.

	Is the service, function or policy intended to increase equality of opportunity by permitting positive action or reasonable adjustment?
	Yes. Reasonable adjustments are made in line with the Equality Act 2010, including accessible information, culturally sensitive practice and tailored visiting arrangements.


Outcome of screening:
	
	This EIA indicates that there is insufficient evidence to judge whether there is differential impact.

	X
	This EIA shows that the service or function has a differential impact which is not negative.

	
	This EIA reveals a differential impact which amounts to a negative impact.


Submit the completed initial EIA to the project lead or sponsor and the EDI Team (elft.edi-team@nhs.net) for review.
	EDI Team sign-off – reviewed by EDI Team
	

	Date
	

	Project lead / sponsor sign-off – has a negative or potential negative impact been identified?
	

	Name
	

	Role
	

	Date
	


If a negative impact has been identified, please proceed to completing the full equality impact assessment (Appendix F).
Appendix F – Full Equality Impact Assessment Form
Having completed the initial EIA form (Appendix E), which identified a negative or potential negative impact that you are not able to mitigate, you are required to complete this full assessment form. This will involve questioning aspects of a proposed or existing service, function or policy, and forecasting the likely effect on different groups.
For further support, you can register as a Quality Improvement (QI) project when completing the full EIA. The QI process provides you with a coach and structure to make real changes to areas where quality can be improved (qi.elft.nhs.uk).
	Name of service, function or policy
	

	Summary of service, function or policy
	

	Age
	

	Disability
	

	Race
	

	Marriage and civil partnership
	

	Pregnancy and maternity
	

	Gender reassignment
	

	Religion or belief
	

	Sex
	

	Sexual orientation
	

	Who else is affected by the service, function or policy? (consider other socially excluded groups or communities, e.g. rural community, carers, areas of deprivation, low literacy skills, long-term conditions)
	

	Who have you consulted with to complete the full EIA? (be as specific as possible, mentioning key roles, groups, external organisations, etc.)
	


For each protected characteristic, please explain: what negative impacts have been identified; whether there are any positive impacts; what further research you have done to understand these impacts since completing the initial EIA; and what evidence you have gathered to mitigate any risks or concerns.
EIA action plan
Please detail how you are going to address the negative impact, stating the timescales involved. Each action should be simple and have a specific focus on one of the priority areas. The EDI Team will hold a log of all EIA actions and will review it as and when required. All leads named below are responsible for completing their action within the allocated timescale.
	#
	Issue / impact identified
	Actions required to address
	How will impact / progress be measured?
	Expected outcome
	Timescale (dates)
	Lead

	1
	
	
	
	
	
	

	2
	
	
	
	
	
	

	3
	
	
	
	
	
	

	4
	
	
	
	
	
	

	5
	
	
	
	
	
	

	6
	
	
	
	
	
	


Send the completed EIA to elft.edi-team@nhs.net.
	EIA sign-off by Programme Equality Board – has sufficient information been provided to approve the EIA?
	

	Lead name
	

	Role
	

	Date
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