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NHS mental health services' policies on leave for detained
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The term covers multiple scenarios, for example short periods to get off the ward
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health services are free to implement their own policies or not to implement one
atall.

What the paper adds to existing knowledge?

e The leave policies of NHS mental health services in England and Wales are highly
inconsistent.

e The extent to which policies are consistent with guidance differs depending on
which service is providing care.

What are the implications for practice?

e |t is very likely that, because of inconsistencies between services and policies,
practice also differs.

e Clinicians need to understand their responsibilities in the leave process to ensure
that patients are supported in their recovery journey.

e Policymakers need to revisit leave policies in light of evidence from this study.

Abstract

Introduction: Considerable guidance is available about the implementation of leave
for detained patients, but individual mental health services are free to determine their
own policies.

Aim: To determine how consistent leave policies of NHS mental health services in
England and Wales are with relevant guidance and legislation.

Method: A national audit of NHS mental health services leave policies. Data were ob-
tained through web searching and Freedom of Information requests. Policies were as-

sessed against 65 criteria across four domains (administrative, Responsible Clinician,
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analysed.

relevant guidance.

KEYWORDS

1 | INTRODUCTION

‘Leave’ is defined as ‘(a) permission to do something; (b) authorized
especially extended absence from duty or employment’ (Merriam-
Webster https://www.merriam-webster.com/dictionary/leave). In
mental health care, leave occurs when an inpatient exits their hos-
pital ward having received the appropriate and/or necessary autho-
rization; and it has been studied internationally, most frequently in
the UK, but also in the US, Australia and the Netherlands (Barlow &
Dickens, 2018). For detained patients in England and Wales, their
responsible clinician may grant [them] ‘leave to be absent from the
hospital subject to such conditions (if any) as that clinician consid-
ers necessary in the interests of the patient or for the protection of
other persons’ (Mental Health Act, 1983 17(1)). Without such autho-
rization, legal powers are available to return them to the hospital or
to a place of safety. Leave applies across multiple scenarios involv-
ing varying durations and destinations, and differing complexity in
terms of purpose or aim. Leave is used to facilitate short trips to walk
on the hospital grounds or to go to the local shops, and extended
periods at home prior to discharge from the hospital (Department
of Health, 2015a: p. 316). Leave should be recognized not only as a
sanctioned activity but also as a therapeutic endeavour with poten-
tial restorative properties, aligned with modern conceptualizations
of recovery-focused mental health services (Anthony, 1993) and as
an exercise in therapeutic risk-taking (Felton et al., 2018).

Granting of leave is common in mental health services across the
western world, although governed by different legislation and na-
tional guidance. Reports of the incidence of leave are rare but across
four studies, the median rate of all escorted and unescorted leave
within or outside of the hospital was 575.8 (range 204.5-782.8) in-
cidents per 100 beds per month (Barlow & Dickens, 2018). In this
paper, we focus on leave policies in England and Wales where the
relevant legislation is section 17 of the Mental Health Act (1983),

types of leave and nursing). Definitions of leave-related terms were extracted and

Results: Fifty-seven (91.9%) policies were obtained. There were considerable incon-
sistencies in how policies were informed by relevant guidance: Domain-level consist-
ency was 72.3% (administrative), 64.0% (Responsible Clinician), 44.7% (types of leave)
and 41.9% (nursing). Definitions varied widely and commonly differed from those in

Discussion: Mental health professionals are inconsistently supported by the policy in
their leave-related practice. This could potentially contribute to inconsistent practice
and leave-related patient outcomes.

Implications for Practice: To ensure patients are treated fairly clinicians need to be
aware of their responsibilities around leave. In some services, they will need to go

beyond their organization's stated policy to ensure this occurs.

detained patients, mental health legislation, mental health nursing, therapeutic leave

commonly referred to as ‘section 17 leave’ including information for
patients and carers (e.g. Rotherham, Doncaster and South Humber
NHS Foundation Trust, 2014). Under this legislation, a detained pa-
tient's Responsible Clinician, this being the Approved Clinician with
overall responsibility for the patient, is the only person who has
the authority to grant and revoke section 17 leave (Mental Health
Act, 1983). The detained patient is allocated to their Responsible
Clinician by the managers of that mental health hospital. In the
absence of the Responsible Clinician, another Approved Clinician
has the authority to implement section 17 leave (Mental Health
Act, 1983). The Approved Clinician role, and by extension that of
Responsible Clinician, can be undertaken by a medical registered
practitioner, chartered psychologist, relevantly trained nurse, oc-
cupational therapist or social worker. The uptake of these roles by
non-medical staff has been limited with only 56 becoming Approved
Clinicians in England and Wales in the decade to 2017 (Oates
et al,, 2018).

In England, the Mental Health Act Code of Practice (Department
of Health, 2015a: p.316), which interprets Mental Health Act leg-
islation for professionals, patients and their families and carers,
directs readers to understand the principles of leave. Leave is
viewed as an important part of a patient's care plan with potential
recovery-related benefits but also potential risks (p. 317). The Welsh
Assembly Government (Welsh Assembly Government, 2016) echo
these principles in the Mental Health Act, 1983 Code of Practice
for Wales, within which there is an identical chapter on ‘Leave of
Absence’ (p.193).

In a systematic review of empirical studies of leaves, those
that focused on non-forensic patients were dated (median date
of publication 1998, range 1968-2013) (Barlow & Dickens, 2018);
as a result, the contemporary evidence base on almost all aspects
of leave is lacking. The best evidence relates to the use of leave
compared with community treatment orders in a randomized
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controlled trial to successfully reintegrate detained patients back
into the community (Burns et al., 2013); neither intervention was
superior in any outcome. Otherwise, the scant evidence indicates
that patients can be unaware of leave-related aspects of their care
plan (Atkinson et al., 2002a, 2002b), staff-patient communication
around leave is a concern, and there is insufficient monitoring of
leave (Barre, 2003). In forensic settings, studies have reported that
patients' psychiatrists endeavoured to involve the wider multi-
disciplinary team in leave decision-making processes and that dis-
agreement within the team about leave decisions were uncommon
(Lyall & Bartlett, 2010; Stacey et al., 2016). Based on observations
of team discussions about leave, Lyall and Bartlett (2010) con-
cluded that decisions about the use of unofficial ‘trial’ periods of
leave were largely ritualistic rather than evidence-based. Similar
issues have been raised in studies conducted in the US (Donner
et al., 1990), Australia (Walker et al., 2013) and the Netherlands
(Schel et al., 2015).

Pressures on mental health services are ever increasing (Lamb
et al., 2019) and, regrettably, failures in mental health care occur
(British Medical Association, 2018), including those related to
discharge provisions and associated risk management decisions
(Parliamentary and Health Service Ombudsman, 2018). Section
17 leave practices could be applicable to such failures. Suicide
statistics consistently demonstrate that the immediate post-
discharge phase from a mental health hospital is a critical time
of risk (National Confidential Inquiry into Suicide and Safety in
Mental Health, 2018) and therefore well-timed and well-risk as-
sessed discharge processes are imperative. It is undoubtedly a
well-intentioned assumption that graduated exposure outside of
a hospital ward is beneficial for assisting a patient back to com-
munity living (Newman et al., 1988), however, section 17 leave's
therapeutic potential is largely unevidenced.

The National Institute for Health and Care Excellence (2018)
has produced clinical guidelines for the NHS since 2002 and have
over 80 publications guiding practices embedded in the UK's
mental health services. Their guidelines communicate the best
available evidence and give direction to mental health clinicians.
However, there are currently no guidelines in situ for leave, thus
there is no national guidance mandating a standardized approach
to its use. Instead, in England and Wales, direction on the use
of leave occurs within the boundaries determined by local NHS
Trust/Health Board policies in the light of their own interpretation
of relevant guidance in documents including the Mental Health Act
Code of Practice (Department of Health, 2015a; Welsh Assembly
Government, 2016). While such policies are not an obligatory re-
quirement of NHS Trusts and Health Boards, their presence and
content will indicate how clinicians are being supported to deliver
leave-related practice. Thus, as a first step in the development of
an empirical body of work about the issue of leave, in the current
study we aimed to establish the prevalence of leave policies in
those NHS Trusts and Boards in England and Wales which deliver
inpatient mental health services and to ascertain the consistency
of those policies with key aspects of relevant guidance. The study

ﬂ(,r(‘—Wl LEYy-L2

concentrates on policies related to services provided for civil (i.e.
non-forensic) patients.

The aim of the study was to measure policy content against no-
tional gold standards derived from relevant legislation and guidance
and from our own reading and clinical experience. We acknowledge
that it is legitimate to ask whether, if the gold standard is defined in
legislation and guidance, then could a leave policy that simply says
‘adhere to the Mental Health Act and the related Code of Practice’ is
sufficient. We suspect that it would not and that gaps would still re-
main. One purpose of the current study was to examine the content
of policies in order to inform precisely this kind of debate. Design,
data extraction and analysis were guided by principles of policy
audit. Policy audit involves a systematic review of a set of policies
and usually focuses on a particular policy area to aid understanding
of their content and scope (Bull et al., 2014).

2 | METHODS
2.1 | Design

The study applied a census survey approach to identifying and ob-
taining data and a policy audit approach to data analysis.

2.2 | Sample

The study examined policies pertaining to leave for patients detained
under civil legislation in NHS mental health services in England and
Wales; thus inclusion criteria policies covering leave made by any
NHS provider of relevant services. Included policies could be out of
date (requiring review), and, while they did not have to be explicitly
identified as a ‘leave policy’, it was a requirement that inclusions con-
tained at least one section dedicated to leave. Policies were eligible
irrespective of length (including appendices) or the purpose of the
leave covered. Policies from independent sector providers of men-
tal health services, for services outside of England and Wales, and
those pertaining to patients in non-mental health services only were
excluded. Policies from Community Health Trusts, Acute Trusts,
Ambulance Trusts, Children's Trusts and Special Health Authorities
were also excluded. The study focused only on leave for patients
detained under civil legislation and therefore we did not include poli-
cies that dealt exclusively with leave for patients detained under fo-
rensic sections or for non-detained informal patients. Where policies
covered these in addition to leave for patients detained under civil

sections then only information relating to the latter was extracted.
2.3 | Procedure
Data were obtained through web searching and a Freedom of

Information (FOI) request which allows anyone to be informed,
in writing, as to whether a public authority holds information as
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specified in a designated request (Freedom of Information Act, 2000).
This method of data collection is well suited for obtaining infor-
mation held by public authorities including NHS Trusts (Savage &
Hyde, 2014).

The study protocol was approved by Abertay University's eth-
ics committee. All individual NHS Trust/Board information has
been anonymized. NHS Mental Health Trusts and Health Boards in
England and Wales were identified (Care Quality Commission, 2017;
Office for National Statistics, 2017). At the point of the FOI request
(the census date), there were n = 54 NHS Mental Health Trusts in
England; a further n = 7 Health Boards in Wales provided mental
health services. Internet searching was conducted to locate policies
available in the public domain resulting in the acquisition of n = 12
policies. An FOIl request was sent to all Trusts and Boards whose pol-
icy was not retrieved in the web search (n = 50). Further clarification
was provided when requested by the Trust or Board FOI team. Each
policy was screened on receipt from the FOI team to confirm that it
met the inclusion criteria. All policy materials provided to us includ-

ing appendices and forms were scrutinized for information.

2.4 | Data extraction

Data extraction involved a purpose-designed tool (Leave Policy
Index [England & Wales Civil Version]) or LPI. Items were derived
from the England & Wales Mental Health Act (1983), the Mental
Health Act Code of Practice (Department of Health, 2015a; Welsh
Assembly Government, 2016), and other sources including our clini-
cal and academic experience, and from examination of leave policies.
Three phases of development involved the random selection of poli-
cies (n =10, n =4, n = 5) from which information was extracted using
the developing LPI. In each phase, items were refined, re-worded
or removed when found to be inappropriate. At phase 2, data were
independently extracted by both authors and discussed to ensure
consistency of approach. The initial version of the tool comprised
128 items; after the 3-phase development, it comprised 101 items.
Four items detail facts about the policy itself including word count,
number of appendices, other policies referred to and citations of
sources including legislation and literature. Sixty-five items are rated
dichotomously Yes/No (e.g. ‘does the policy contain a definition of
short-term leave?’) and are non-contingent on responses to other
items, that is they could be measured for all included policies and
were not dependent on a previous item having been answered af-
firmatively. These 65 items were organized into four domains (see
Table 1) to facilitate comparisons across different policy areas,
namely administrative (11 items), Responsible Clinician responsibil-
ity (19 items), types of leave (24 items) and nursing responsibility
(11 items). The final included items were derived from the Mental
Health Act Code of Practice (Department of Health, 2015a; Welsh
Assembly Government, 2016; n= 34), the Mental Health Act (1983;
n= 6) and from other sources but deemed to be ‘of interest’. In ef-
fect, the audit instrument comprised 40 items that should be con-
sidered as ‘gold standard’ derived from legislation and a further 25

which could be considered good practice. The remaining LPI items
were supplementary to and contingent on responses to dichoto-
mous questions and involved the verbatim extraction of definitions
or other material from the policy. For example, an item supplemen-
tary to that for short-term leave was ‘provide definition if yes'.

2.5 | Data analysis

Data analysis involved the calculation of the number and propor-
tion of policies judged to be consistent with each of the 65 audit
criteria. The mean percentage policy consistency across the data set
per domain in terms of both audit standards derived from the Code
of Practice or Mental Health Act and of those derived from and the
number of policies deemed to achieve <50% compliance per domain
were calculated (see Table 1). Regarding definitional items relating to
short- and long-term leave and escorted leave, we judged whether
each policy met or partially met the definitions included in the
Mental Health Act Code of Practice (Department of Health, 2015a;
Welsh Assembly Government, 2016) or whether they were absent.
For terms including ‘ground leave’, which is not explicitly defined in
the Code of Practice, we recorded simply whether it was mentioned
and, if so, how it was described.

3 | RESULTS

In total, 57 policies were retrieved through the search strategy
for a response rate of 91.9%. The policies came from NHS Trusts
in England (n= 51) and NHS Boards in Wales (n= 6). The policies
drew on a range of references, most frequently cited were the
Mental Health Act Code of Practice (Department of Health, 2015a
and Welsh Assembly Government, 2016; n = 48), the Mental Health
Act (1983; n = 40), the Department of Health Reference Guide to the
Mental Health Act, 1983 (Department of Health, 2015b; n = 21) and
Jones' Mental Health Act Manual Guidelines (Jones, 2016; n = 19).
All policies bar one, which contained no references at all, cited at
least one of these four documents. The most common recom-
mended period of policy review was 3 yearly (n = 35; 61.4%; range
1-5 yearly). The median word count of policies including appendices
was 5355 words (range 1048-74,987 words).

The number and proportion of policy items deemed to be consis-
tent with audit criteria are presented in Table 1. All were specifically
titled as ‘leave’ policies; eight (14.0%) were out of date. The mean
number of dichotomous items deemed consistent with guidance
was 35.4 (62.1%; SD = 10.9, range 3-55). Across the four domains,
consistency with audit principles was greatest for the administrative
items (72.3%), followed by the Responsible Clinician items (64.0%),
while those for types of leave (44.7%) and nursing responsibility
(41.9%) were lower. Two thirds or more of policies failed to achieve
more than 50% consistency in the types of leave and nursing do-
mains while around a quarter of policies in the Responsible Clinician
and administrative domains were similarly inconsistent.
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TABLE 1 Consistency of NHS England and Wales Trusts and Health Board Leave policies with audit criteria

Item

Policy content

Administrative

1

2
3
4
5

o

10
11

Specific leave policy

Policy in date

Training recommended

Policy addresses revoking leave

Copy of leave authorisation provided to
the patient

Other relevant parties to receive copies
Copy in notes

Up to date description of patient in
records

Photograph of patient in records
Outcome should be recorded

Patient's views on outcome to be
recorded

RC Responsibility

12
13
14
15
16

17
18

19
20
21

22

23

24
25
26
27
28

29

30

RC to record conditions of leave
RC responsible for granting leave
AC responsible for RC absence

RC responsible for leave conditions

Consider benefits/risks for health and
safety

Consider recovery-related benefits

Consider balance of benefits versus risk
to others

Consider child welfare issues
Consider the patient's wishes

Consider the wishes of carers, friends, and
others

Consider the support required and the
availability

Ensure need to know of community
services

Ensure patient aware of contingency plans
Liaise with relevant agencies

Undertake a risk assessment

Enact safeguards from risk assessment

Consider issues related to non-consent to
inform carers

Specify circumstances in which leave
should not go ahead

Mention team discussion in decisions

Origin of audit
criterion

Of interest
Of interest
Of interest
Of interest
CoP

CoP
CoP
CoP

CoP
CoP
CoP

Of interest
MHA

CoP

MHA

CoP

CoP
CoP

CoP
CoP
CoP

CoP

CoP

CoP
CoP
CoP
CoP
CoP

CoP

CoP

n (%) consistent

57 (100.0)

49 (86.0)
36(63.2)
54 (94.7)
51 (89.5)

44(77.2)
44 (77.2)
26 (45.6)

21(36.8)
42(73.7)
29(50.9)

45 (78.9)
55 (96.5)
46(80.7)
51 (89.5)
27 (47.4)

25(43.9)
27 (47.4)

29 (50.9)
44 (77.2)
47 (82.5)

34 (59.6)

44 (77.2)

37 (64.9)
30 (52.6)
45(78.9)
22(38.6)
29 (50.9)

14 (24.6)

42 (73.7)

n (%) <50%
Mean consistency % consistent
86.0 9 (15.8%)
64.4
78.9 16 (28.1%)
63.2

(Continues)
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TABLE 1 (Continued)

Item Policy content

Types of Leave

31 ‘Short-term leave’ defined/[partially
defined]

32 ‘Longer-term leave’ defined/[partially
defined]

33 ‘Ground leave’ or ‘Hospital leave’
mentioned

34 Policy quantifies the geographical area of
the hospital grounds

35 Map/diagram provided

36 Only hospital staff or those authorized by

managers are permitted to complete
an escorted leave

37 Accompanied Leave mentioned

38 Defined as different from escorted leave

39 Guidance about who can facilitate

40 Meets MHA definition of 7 days to section
expiry

41 Section 17a (CTO) to be considered before
granting longer-term leave

42 Above decision to be explained to the
patient (CTO or S17)

43 Above decision to be fully documented

Types of Leave continued

44 Indicates RC should be satisfied that
the patient can manage outside the
hospital before granting leave

45 Policy states no formal procedure is
required

46 ‘Escorted leave’ defined/ [partially
defined]

47 Person completing accompanied leave
must understand and accept legal
custody

48 Policy covers leave to other hospitals

49 Policy says a transfer should be
considered

50 Policy reflects that RC at Hospital 1

retains the overall charge

51 Policy states RC responsibility remains the
same while patient on leave

52 Patient granted leave under s.17 remains
liable to be detained

53 To be aware of the patient's address

54 Carers and professionals should have
access to RC while patient on leave

Origin of audit
criterion

Of interest

Of interest

Of interest

Of interest

Of interest

Of interest

Of interest
Of interest
Of interest
MHA

MHA

CoP

CoP

CoP

CoP

MHA

CoP

MHA

CoP

CoP

CoP

CoP

CoP
CoP

n (%) <50%

n (%) consistent Mean consistency % consistent

34 [25+9] (59.6) 47.0 12(21.1)
39 [21+18](68.4)

42(73.7)

8(14.0)

1(1.8)

27 (47.4)

34 (59.6)
27 (47.4)
29 (50.9)
8(14.0) 43.4

46(80.7)

14 (24.6)

35(61.4)

16 (28.1) 43.4 40 (70.2%)

32(56.1)

36 [31+5](63.2)

11 (19.3)

35 (61.4)

16 (28.1)

24 (42.1)

25(43.9)

34 (59.6)

21(36.8)
18 (31.6)
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TABLE 1 (Continued)

Origin of audit
Item Policy content criterion
Nursing
55 Mentions nursing staff Of interest
56 Indicates implementation is a nursing Of interest
responsibility
57 Nurses assess mental state prior Of interest
58 Nurses assess risk prior Of interest
59 Nurse confirms leave arrangements Of interest
60 Nurse ensures contact details known Of interest
61 Nurse ensures patient knows contact Of interest
details
62 Circumstances for non-implementation Of interest
identified
63 Policy stipulates procedures for Of interest
non-implementation
64 Policy states which nurses can rescind Of interest
leave
65 Indicates nursing role to evaluate leave Of interest

with the patient

ﬂ(,r(‘—Wl LEY-L7

n (%) <50%

n (%) consistent Mean consistency % consistent

52(91.2) 41.9
20(35.1)

37 (64.9)

25(43.9)
24 (42.1)
19 (33.3)
6(10.5)
5(8.8)

39 (68.4)

31(54.4)

25 (43.9)

17 (29.8)

Abbreviations: AC, approved clinician; CoP, code of practice; CTO, community treatment order; MHA, MHA 1983/2007; MHA, mental health act;

RC, responsible clinician.

While the items from the Responsible Clinician and record-
ing leave domains were better represented within policies, there
were still a significant number of items where consistency was low.
Notably, stipulating the recording of consideration of various poten-
tial risks and recovery-related benefits of leave in the Responsible
Clinician domain fell below 50% as did items in the administrative
domain related to ensuring accurate descriptions and photographs
are held in medical notes.

In the nursing domain, the scope of responsibility of nurses in
the leave process was inconsistently addressed. Three policies failed
to even mention nursing staff, and increasing numbers of policies
omitted to state that the circumstances of non-implementation of
leave should be considered (54.4% consistent with the audit defini-
tion), that the policy should identify which nurses can rescind leave
(43.9%) and that nurses have broad responsibility for implementing
leave (35.1%). No policies included appendices which outlined sepa-
rate nursing procedures for these issues.

Fourteen of twenty-two audit items within the Types of Leave
domain were unrepresented in half or more of policies. While most
policies mentioned specific terms that are defined within the Mental
Health Act Code of Practice (Department of Health, 2015a; Welsh
Assembly Government, 2016) including ‘short-term leave’ (n = 38;
66.7%), ‘long-term leave’ (n = 43; 75.4%) and ‘escorted leave’ (n = 50;
87.7%), fewer offered definitions or partial definitions of these terms.
Where they were defined there was inconsistency among those
definitions. The most common definition of short-term leave, de-
fined by the Code of Practice (Department of Health, 2015a; Welsh
Assembly Government, 2016) as occurring ‘when a mental health
in-patient exits the hospital ward with the appropriate authorisation

and then returns within a seven-day time period’, comprised ele-
ments relating to duration, frequency, geography, time of day and
responsibility, for example: ‘Short periods of local leave granted on
a regular basis (during the day) at the discretion of nursing staff i.e.
2 hours per day to the shops’. To iterate, this definition is not found
in either the Code of Practice (Department of Health, 2015a; Welsh
Assembly Government, 2016) or Mental Health Act (1983).

Long-term leave, defined in the Code of Practice as occurring
when a mental health in-patient exits the hospital ward with appro-
priate authorisation, for a time period which extends beyond seven
consecutive days was defined or partially defined in n = 40 (70.2%)
policies, of which we judged n= 21 to be wholly consistent with the
Code of Practice definition.

Section 17 leaves can be authorized with conditions attached by
the Responsible Clinician. ‘Escorted’ is one such condition, whereby
the patient must remain in the legal custody of a member of hospital
staff, or any person authorized in writing by the hospital managers
(i.e. the ‘escort’) (Department of Health, 2015a; Welsh Assembly
Government, 2016). Thirty-six (63.2%) policies contained a defini-
tion of escorted leave. Six different definitions of escorted leave
were identified, with the most frequent (25%; n = 14) reflecting
that of the Code of Practice (Department of Health, 2015a; Welsh
Assembly Government, 2016): ‘the patient must remain in the legal
custody (during leave) of staff, or of any other person authorised
in writing by the managers of the Trust’. Anomalously, one policy
coined the term ‘shadowed leave’ which is described as occurring
when a staff member observes and follows a patient at a discreet
distance. This term is not identified or described within any national
leave document that we are aware of. A range of other relevant
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information on escorted leave was captured from policies. While
there was no clear pattern, individual policies variously stipulated
that escorted leave should only be authorized in hour long-time
slots; that authorization should involve consideration of the escort's
need to use the toilet; that the Responsible Clinician mandate the
escort's gender and that the Responsible Clinician should mandate
the escort's gender and ethnicity. The rationale for these provisions
was not described. Individual policies provided direction about es-
corts' conduct and behaviour during leave including their use of eye
contact; prohibited the escort from smoking; stated that the escort
should walk with the patient, rather than ahead or behind; required
that the escort should ‘re-capture’ a patient should they ‘escape’ and
required escorting staff to carry ‘complaints cards’, to be offered to
the public should there be an incident during leave. The skillset of
the escorting staff member was mandated in n= 8 policies.

Two terms that are not defined in the Code of Practice, ‘ground
leave’ and ‘accompanied leave’, were commonly mentioned in poli-
cies (n = 42; 73.7% and n = 34; 59.6% respectively). Most (n = 32;
56.1%) offered no formal procedure for ground leave, only n = 8
(14.0%) defined the relevant geographical area, and just one (1.8%)
provided a map or diagram. For accompanied leave, around half of
the policies defined it explicitly as different from escorted leave
(n = 27; 47.4%) and provided guidance on who could facilitate it
(n=29; 50.9%), while a minority (n = 11, 19.3%) explicitly stated that
the person completing the leave with the patient should understand

and accept their legal responsibility for the patient during the event.

4 | DISCUSSION

In the current study, we aimed to identify the presence of leave-
related policies in all NHS Trusts and Health Boards in England and
Wales that provide inpatient mental health services and to evaluate
their consistency with key aspects of published legislative guidance.
It is important to recognize that there may be other sources of guid-
ance for specific clinical areas which feed into policies, for exam-
ple the (Quality Network for Inpatient Working Age Mental Health
Services, 2019) include standards in their ‘acute inpatient services’
standards, which that would likely feed into policies.

We retrieved policies from 57 (91.9%) of 62 relevant NHS Trusts
and Health Boards. While it is not obligatory for NHS Trusts and
Health Boards to have a leave policy in place, the vast majority did.
Neither is it mandated what the content of leave policies should be
and, hence, we have used the term ‘consistent with’ rather than ‘com-
pliant with’ relevant guidance. Perhaps unsurprisingly then, there
were considerable variations in the policy content in most respects,
and in the level of consistency with guidance across all four domains
studied; mean rates were from 41.9% to 86.0% for items derived
by ourselves and 43.4%-64.4% for the gold standard items derived
from legislation and guidance. Taking the level of consistency with
individual items as an index of item importance, that is high presence
of consistency indicates high importance, the leave policies of some
organizations were lacking in respect of even basic aspects such as

being in date, stating that a copy of leave authorization should be
provided to the patient, and that the Responsible Clinician should
record the conditions of leave. Upwards of 20% of policies failed to
state that a copy of the leave authorization should be recorded in the
clinical record, that the outcome of leave should be recorded, that
the patient's wishes regarding leave should be considered and that
a risk assessment should be undertaken prior to leave being taken.
On the other hand, items with relatively low representation in pol-
icies are presumably viewed as being of lower priority or, perhaps,
considered to be self-evidently an existing part of practice such that
their need to be articulated in policy is redundant. However, while it
is possible that certain aspects might well be embedded in practice
without representation in policy, it does not seem prudent to take
this for granted. For example, just 19.3% of policies contained a ref-
erence to the need to ensure that a person completing accompanied
leave with a detained patient understands and accepts their legal
responsibilities, but it is not immediately obvious why this would not
be included in the policy. Other items, including maintaining an ac-
curate description and photograph of the patient in their records,
approached representation in around half of policies. This suggests
a distinct lack of consensus about what should and should not be in-
cluded in the leave policy. Of course, the absence of various aspects
of guidance in policies is no guarantee that they are not enacted in
practice, nor does their presence indicate that they are. However,
what we can say with some certainty, is that the extent to which
the stated policies of NHS Trusts and Health Boards in England and
Wales supports their clinicians to deliver section 17 leave in accor-
dance with principles outlined in the Mental Health Act (1983) and
the associated codes of practice is vastly inconsistent. It would be
highly surprising if this did not translate into variations in practice,
effectively ensuring a postcode lottery for detained patients in
terms of how they are supported to take steps towards recovery
(Russell et al., 2013).

Unwarranted variations in practice, such as those described
above, are not unusual in health care (Westert et al., 2018) and the
key driver appears to be the shaping of policies over time according
to local capacity (Mulley, 2009). This goes some way to explaining
the manifest variations in how leave practices are, at least, defined
at a local level. For example, we found ‘short-term leave’ to be in-
consistently defined with the most common definition incorporating
multiple clauses including duration, frequency, geography, time of
day and responsibility which do not appear in the definition in the
Mental Health Act Code of Practice (Department of Health, 2015a;
Welsh Assembly Government, 2016). Presumably, this will reflect
the unique situations of individual services in respect of, inter alia,
their location, topography and resources. Given this, it is quite sur-
prising that those unique aspects were very rarely operationalized
in terms of actual quantification or by the inclusion of a map of the
relevant areas for ground leave. The variation evidenced here could
also lead to difficulties when staff change jobs or when different
organizations take over the responsibility of service provision.

Consistency of related guidance of 64.0% in the Responsible
Clinician responsibility domain was high relative to the levels
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achieved in the nursing and types of leave domains. This reflects
the centrality to, and legal responsibility of this group in the leave
process, theoretically anyone from a range of disciplines but, in
reality, almost always a medic. The policies' representation of the
Responsible Clinicians' role in leave to a significantly greater degree
than other healthcare professionals, notably nurses who do have
clear responsibilities in the leave process as established both in
guidance and previous leave-related literature, reflects that found in
the national leave documents, (Department of Health, 2015a; Welsh
Assembly Government, 2016). Nevertheless, a considerable number
of policies failed to include guidance aimed at Responsible Clinicians
including the need to consider the recovery-related benefits of leave
for the patient, and the need to balance the benefits of leave versus
any risk to others. It could be argued that those who are Responsible
Clinicians will, of course, consider these issues as part of their role
and that a mechanistic policy written against a checklist will merely
be an attempted proactive defence against litigation (Ho et al., 2018)
rather than something which bolsters recovery-oriented practice.
It was striking, however, that only a quarter of policies stipulated
that the circumstances in which leave should not go ahead should
be made explicit. If the lack of representation in policy really does
impact on practice then this would seem to place an unnecessary
burden on those who are responsible for implementing leave, chiefly
nursing staff, if they have not been provided with clear boundaries
to work within.

This issue then extends to the poor explication of nurses' respon-
sibility in the leave process more generally. Only three items, one of
which merely required nurses to be mentioned in the policy, were
present in more than half of the policies. Again, this must reflect
the dearth of literature regarding leave as a specific nurse-facilitated
practice (Barlow & Dickens, 2018). There are well-developed litera-
tures on other specific aspects of the mental health nursing role in
relation to seclusion (Muir-Cochrane et al., 2018), restraint (Hawsani
et al., 2020) and harm minimization practices for self-harm (Dickens
& Hosie, 2022). It is curious that this simply is not the case for leave.
With virtually zero high-quality evidence to draw on in relation to
the implementation of leave, nor about its effectiveness as a ther-
apeutic endeavour, this issue is long overdue for a programme of
systematic investigation. An initial programme of research should
primarily address aspects of service user experience of leave and
perception of its importance or otherwise. Of course, investigation
of the perceptions of various disciplinary groups involved in the
granting and implementation of leave, primarily medical and nursing
staff, are important. In terms of addressing potential variations in
practice, leave is so utterly unexplored that it warrants mapping in
order to better understand how and when it is used, in what circum-
stances, and how successful it is (Sutherland & Levesque, 2019).

When policymakers wrote original content in policies then,
on occasion, it was factually inaccurate and in direct conflict with
existing leave guidance (Department of Health, 2015a; Welsh
Assembly Government, 2016). The impact of such negligence un-
doubtedly could create confidence issues with policy-making pro-
cesses. In addition, conflicting inter-policy guidance exists around
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the documentation of escorted leave; whether the Responsible
Clinician should personally see the patient prior to authorizing
their leave; if and how carers are involved in leave; and staff train-
ing needs around leave. If the policies do serve as a mechanism to
shape the behaviour and conduct of staff, then it is to some ex-
tent sheer chance what policies staff in different services are ex-
posed to. Ambiguous guidance was also problematic with respect
to leave documentation; the results cannot conclusively determine
a consensus on how to record leave progress or outcomes, such
as what to write, where to write it, or who is responsible for doc-
umenting what. It is highly probable that, without explicit guid-
ance on what salient leave details to record, that documentation is
open to inconsistency as is reflected in the background literature
(Donner et al., 1990; Kasmi & Brennan, 2015). Both the policies
themselves and the background literature suggest that successful
leave episodes are indicative of future leave authorization (Lyall &
Bartlett, 2010) and, for that reason, failure to accurately document
a patient's leave events could disadvantage their future leave epi-
sodes because documentation is evidence, without which it may be
difficult to clinically demonstrate progression-based decisions for
leave (Mathioudakis et al., 2016).

This study found various definitions of leave, despite definitions
serving to establish a collective understanding of a word or phrase
(Stichler, 2018). Short-term leave was described as all the following:
‘overnight leave at home’, ‘weekend leave’, ‘week's leave’, ‘thera-
peutic community leave’, ‘court attendance’, ‘emergency leave’ and
‘special leave'. This is despite ‘short-term leave’ being executively
defined in mental health legislation, that is ‘leave up to seven con-
secutive days’ (Mental Health Act, 1983). Confusion around leave
definitions intensifies when the policies communicate conflicting
leave practices. For instance, one policy provides incongruous time
restrictions with the use of ‘short-term leave'.

The definitions of ‘accompanied leave’ and ‘escorted leave’ were
also problematic, illustrated by the two policies which erroneously
suggested these disparate terms have the same meaning. The poli-
cies did not provide a consensus about the responsibility held by any
person facilitating an episode of accompanied leave, despite this in-
formation already being detailed in the Code of Practice (Department
of Health, 2015a; Welsh Assembly Government, 2016).

Healthcare providers are expected to provide services that are
underpinned by a commitment to respect and dignity (e.g. National
Health Service, England, 2014). Practising with value-based prin-
ciples proves advantageous for patient outcomes (Delaney, 2018)
which should underpin all processes in mental health care delivery,
including that of leave. Not all leave policies reflected such values,
with one of the most striking examples occurring when escorted
staff were advised to ‘re-capture’ a patient should they ‘escape’
while on leave. Further examples in the policies include reference
to the practice of ‘shadowed leave’; the use of ‘complaints cards’ for
the public; and failure to provide guidance about patients receiving
their own leave paperwork. While these were isolated instances, this
policy language does not reflect a collaborative and empowering re-
lationship between the clinical team and the patient utilizing leave.
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While we have identified a serious lack of evidence for the value
and practice of leave in civil settings, we note that patients in fo-
rensic settings identify it as an important factor in improving their
quality of life (Schel et al., 2015; Vorstenbosch et al., 2014), that it
relieves boredom and provides enjoyment (Rees & Waters, 2003).
While there is an urgent need to develop the evidence base, the de-

fault position should be to facilitate leave.

4.1 | Limitations

While the study obtained over 90% of leave-related policies from
NHS providers of mental health services in England and Wales, we
were unable to ensure blanket coverage despite repeated communi-
cation to FOI officers in non-responding Trusts and Health Boards.
We did not attempt to obtain policies from non-NHS providers
and doing this would present an opportunity to extend the current
work. Further, we excluded some Trusts, notably acute Trusts and
Community Health Trusts, that may hold some responsibilities for
mental health patients on leave. We do not consider this a major limi-
tation since there is no reason to believe that they would perform
any better in terms of representing legal requirements in policy. The
methodology chosen can only inform us about policy content, and
all inferences about associated practices are essentially speculative.
Further, the results of this study are limited to the data obtained,
which was acquired by virtue of FOI processes and web search-
ing. We acknowledge that FOI teams do not employ mental health
professionals who understand legislation and leave processes and
who may have high workload demands. As a result, we do not know
if there was additional relevant information that could have been
provided. To mitigate this risk, we gave clear instructions about our
criteria and offered clarification where required. Finally, the study
was conducted in England and Wales only and therefore within the
context of legislation from these jurisdictions only. However, we
note that leave has been addressed in the international research lit-
erature (Barlow & Dickens, 2018) and it is likely that similar issues
are relevant. We encourage researchers to adapt our data collec-
tion instrument to suit the details of their own legislative guidance in

order to conduct further studies.

5 | CONCLUSION

This study found serious inconsistencies among the leave policies of
NHS Mental Health Trusts and Health Boards in England and Wales.
This suggests a high probability that practice deviates from estab-
lished principles, and to combat such dissonance, there is a need to
transition leave into an intervention which operates consistently na-
tionally while accounting for the relevant local variations which may
constrain or facilitate its use. Literature suggests that policy-making
customarily occurs within administrative siloes despite those very
policies affecting a range of external parties (Hudson et al., 2019).
If mental health service users had the opportunity to be involved

in policy-making, they would have the opportunity to communicate
the importance of being empowered by leave processes and demon-

strate how this impacts their quality of life.

6 | RELEVANCE STATEMENT

‘Leave’ is a central part of practice in inpatient mental health set-
tings. It is a practice in which mental health nurses may be involved
in decision-making as a responsible or Approved Clinicians or, more
commonly, in facilitating its implementation. Despite this, current
leave-related practice is based on a palpable absence of research ev-
idence. We have conducted a national survey of leave policies to de-
termine how clinicians are supported in their leave-related practice.
The policies are very inconsistent, those related to nurse-specific
responsibilities especially so, and there are clear implications for
mental health nursing practice.

DATA AVAILABILITY STATEMENT
The data that support the findings of this study are available from

the corresponding author upon reasonable request.

ETHICAL APPROVAL
The study protocol was approved by Abertay University Research
Ethics Committee.

ORCID

Geoffrey L. Dickens "= https://orcid.org/0000-0002-8862-1527

REFERENCES

Anthony, W. A. (1993). Recovery from mental illness: The guiding vision
of the mental health service system in the 1990s. Psychosocial
Rehabilitation  Journal, 16, 11-23. https://doi.org/10.1037/
h0095655

Atkinson, J., Garner, H., Gilmour, H., & Dyer, J. (2002a). The end of in-
definitely renewable leave of absence in Scotland: The impact of
the mental health (patients in the community) act 1995. Journal of
Forensic Psychiatry, 13(2), 298-314. https://doi.org/10.1080/09585
180210150122

Atkinson, J., Garner, H., Gilmour, H., & Dyer, J. (2002b). Changes to leave
of absence in Scotland: The views of patients. Journal of Forensic
Psychiatry, 13(2), 315-328. https://doi.org/10.1080/0958518021
0151257

Barlow, E., & Dickens, G. L. (2018). Systematic review of thera-
peutic leave in inpatient mental health services. Archives of
Psychiatric Nursing, 32(4), 638-649. https://doi.org/10.1016/j.
apnu.2018.02.010

Barre, T. (2003). Evaluation of the use of leave of absence: An organisa-
tional case study. Mental Health Practice, 7(4), 34-36.

British Medical Association. (2018). Breaking down barriers - The challenge
of improving mental health outcomes. British Medical Association.
https://unitementalhealth.files.wordpress.com/2018/02/break
ing-down-barriers-mental-health-briefing-apr2017.pdf  Accessed
28/6/2022.

Bull, F. C., Milton, K., & Kahlmeier, S. (2014). National policy on physi-
cal activity: The development of a policy audit tool (PAT). Journal
of Physical Activity and Health, 11(2), 233-240. https://doi.
org/10.1123/jpah.2012-0083

85UB01 7 SUOWILOD 3AIIRID 8|edl|dde auy Aq pausenob are sejone WO ‘8sn Jo SaIn1 10} Areiq1 8Ul|UO A1 UO (SUOIPU0D-pU-SWBIALID™ A8 | 1M Afe.q 1 )BuUO//SRY) SUORIPUOD PR SWB 18U} 88S *[£202/£0/0T] Uo Ariqiauliuo A8 ‘sa.L Aq 8682T wdlTTTT OT/I0p/L00 48| im Afeiq 1 Bul|UO// SRy L.} pepeojumoq ‘v ‘€202 ‘0S82S9ET


https://orcid.org/0000-0002-8862-1527
https://orcid.org/0000-0002-8862-1527
https://doi.org/10.1037/h0095655
https://doi.org/10.1037/h0095655
https://doi.org/10.1080/09585180210150122
https://doi.org/10.1080/09585180210150122
https://doi.org/10.1080/09585180210151257
https://doi.org/10.1080/09585180210151257
https://doi.org/10.1016/j.apnu.2018.02.010
https://doi.org/10.1016/j.apnu.2018.02.010
https://unitementalhealth.files.wordpress.com/2018/02/breaking-down-barriers-mental-health-briefing-apr2017.pdf
https://unitementalhealth.files.wordpress.com/2018/02/breaking-down-barriers-mental-health-briefing-apr2017.pdf
https://doi.org/10.1123/jpah.2012-0083
https://doi.org/10.1123/jpah.2012-0083

BARLOW anp DICKENS

Burns, T., Rugkasa, J., Molodynski, A., Dawson, J., Yeeles, K., Vazquez-
Montes, M., Voysey, M., Sinclair, J., & Priebe, S. (2013). Community
treatment orders for patients with psychosis. (OCTET): A ran-
domised controlled trial. The Lancet, 381, 1627-1633. https://doi.
org/10.1016/50140-6736(13)60107-5

Care Quality Commission. (2017). The state of care in mental health ser-
vices 2014 to 2017. https://www.cqc.org.uk/sites/default/files/
20170720_stateofmh_report.pdf Accessed 27/6/2022.

Delaney, L. (2018). Patient-centred care as an approach to improving
health care in Australia. Collegian, 25(1), 119-123. https://doi.
org/10.1016/j.colegn.2017.02.005

Department of Health. (2015a). MHA 1983: Code of practice. https://as-
sets.publishing.service.gov.uk/government/uploads/system/uploa
ds/attachment_data/file/435512/MHA_Code_of_Practice.PDF
Accessed: 28/6/2022.

Department of Health. (2015b). Reference guide to the MHA 1983. The
Stationery Office. https://assets.publishing.service.gov.uk/gover
nment/uploads/system/uploads/attachment_data/file/417412/
Reference_Guide.pdf Accessed 28/6/2022.

Dickens, G. L., & Hosie, L. (2022). Coercive containment measures for the
management of self-cutting versus general disturbed behaviour:
Differences in use and attitudes among mental health nursing staff.
International Journal of Mental Health Nursing, 31, 962-973. https://
doi.org/10.1111/inm.13006

Donner, L., Kopytko, E., McFolling, S., Cronin-Stubbs, D., Szczesny,
S., Mayton, K., & Pasch, S. K. (1990). Increasing psychiat-
ric inpatients' community adjustment through therapeutic
passes. Archives of Psychiatric Nursing, 4(2), 93-98. https://doi.
org/10.1016/0883-9417(90)90015-d

Felton, A., Repper, J., & Avis, M. (2018). Therapeutic relationships, risk,
and mental health practice. International Journal of Mental Health
Nursing, 27, 1137-1148. https://doi.org/10.1111/inm.12430

Freedom of Information Act. (2000). C.36. https://www.legislation.gov.
uk/ukpga/2000/36/contents Accessed 21/12/2022.

Hawsani, T., Power, T., Zugai, J., & Jackson, D. (2020). Nurses' and con-
sumers' shared experiences of seclusion and restraint: A qualita-
tive literature review. International Journal of Mental Health Nursing,
29(5), 831-845. https://doi.org/10.1111/inm.12716

Ho, D. E., Sherman, S., & Wyman, P. (2018). Do checklists make a differ-
ence? A natural experiment from food safety enforcement. Journal
of Empirical Legal Studies, 15(2), 242-277. https://doi.org/10.1111/
jels.12178

Hudson, B., Hunter, D., & Peckham, S. (2019). Policy failure and the policy-
implementation gap: Can policy support programs help? Policy
Design and Practice, 2(1), 1-14. https://doi.org/10.1080/25741
292.2018.1540378

Jones, R. (2016). MHA Manual (19th ed.). Sweet and Maxwell.

Kasmi, Y., & Brennan, D. (2015). Developing a patient leave request form
for a secure setting. Mental Health Practice, 18, 30-35.

Lamb, D., Davidson, M., Lloyd-Evans, B., Johnson, S., Heinkel, S., Steare,
T., Pinfold, V., Weich, S., Morant, N., Kirkbride, J., & Marston, L.
(2019). Adult mental health provision in England: A national survey
of acute day units. BMC Health Services Research, 19, 866. https://
doi.org/10.1186/s12913-019-4687-8

Lyall, M., & Bartlett, A. (2010). Decision making in medium security: Can
he have leave? Journal of Forensic Psychiatry and Psychology, 21(6),
887-901. https://doi.org/10.1080/14789949.2010.500740

Mathioudakis, A., Rousalova, I., Gagnat, A., Saad, N., & Hardavella, G.
(2016). How to keep good clinical records. Breathe, 12(4), 369-373.
https://doi.org/10.1183/20734735.018016

Mental Health Act. (1983). C.20. https://www.legislation.gov.uk/ukpga/
1983/20/contents Accessed 21/12/2022.

Muir-Cochrane, E., O'Kane, D., & Oster, C. (2018). Fear and blame in mental
health nurses' accounts of restrictive practices: Implications for the
elimination of seclusion and restraint. International Journal of Mental
Health Nursing, 27(5), 1511-1521. https://doi.org/10.1111/inm.12451

ﬂ,?—wl LEYy-L7Z

Mulley, A. G. (2009). Inconvenient truths about supplier induced de-
mand and unwanted variation in medical practice. BMJ, 339, b4073.
https://doi.org/10.1136/bmj.b4073

National Confidential Inquiry into Suicide and Safety in Mental Health.
(2018). The national confidential inquiry into suicide and homi-
cide by people with mental illness: Annual report. The University of
Manchester.  https://documents.manchester.ac.uk/display.aspx-
?DoclD=38469 Accessed 24/6/2022.

National Health Service England. (2014). Health and social care act 2008
(Regulated Activities) regulations 2014. https://www.cqc.org.uk/
sites/default/files/20150510_hsca_2008_regulated_activities_
regs_2104_current.pdf Accessed 12/10/2022.

National Institute for Health and Care Excellence. (2018). Benefits of im-
plementing NICE guidance. https://www.nice.org.uk/About/What-
we-do/Into-practice/Benefits-of-implementing-NICE-guidance
Accessed 28/6/2022.

Newman, L., Bohles, M., & Becker, C. (1988). Evaluating the therapeutic
leave of absence: A tool that meets needs. Rehabilitation Nursing,
13(4), 195-197. https://doi.org/10.1002/j.2048-7940.1988.tb006
21.x

Oates, J. L., Brandon, T., Burrell, C., Ebrahim, S., Taylor, J., & Veitch, P.
(2018). Non-medical approved clinicians: Results of a first na-
tional survey in England and Wales. International Journal of Law and
Psychiatry, 25, 51-56. https://doi.org/10.1016/j.ijlp.2018.07.005

Office for National Statistics. (2017). Local health boards (December
2016) names and codes in wales. https://data.gov.uk/dataset/d3d2a
225-9029-4bb7-9856-553aed54c45f/local-health-boards-decem
ber-2016-names-and-codes-in-wales Accessed 27/6/2022.

Parliamentary and Health Service Ombusman. (2018). NHS failing pa-
tients with mental health problems. https://www.ombudsman.org.
uk/news-and-blog/news/nhs-failing-patients-mental-health-
problems Accessed 22/6/2022.

Quality Network for Inpatient Working Age Mental Health Services.
(2019). Standards for acute inpatient services for working age
adults (7th ed.). Quality Network for Inpatient Working
Age Mental Health Services. http://rcpsych.ac.uk/ Accessed
08/10/22.

Rees, G., & Waters, R. (2003). ‘Lost and locked In’: Patients perspectives on
leave under section 37-41. The Mental Health Foundation. https://
www.mentalhealth.org.uk/sites/default/files/lost_locked_in.pdf
Accessed 28/6/2022.

Rotherham, Doncaster and South Humber NHS Foundation Trust. (2014).
Section 17 leave from hospital information for service users and carers.
https://www.rdash.nhs.uk/wp-content/uploads/2014/03/WZT68
4-DP4552-Section-17-Leave-from-hospital-web.pdf Accessed
24/6/2022.

Russell, J., Greenhalgh, T., Lewis, H., MacKenzie, |., Maskery, N.,
Montgomery, J., & O'Donnell, C. (2013). Addressing the ‘postcode
lottery’ in local resource allocation decisions: A framework for clin-
ical commissioning groups. Journal of the Royal Society of Medicine,
106(4), 120-123. https://doi.org/10.1177/0141076813479192

Savage, A., & Hyde, R. (2014). Using freedom of information requests
to facilitate research. International Journal of Social Research
Methodology, 17(3), 303-317. https://doi.org/10.1080/13645
579.2012.742280

Schel, S., Bouman, Y., & Bulten, B. (2015). Quality of life in long-term
forensic psychiatric care: Comparison of self-report and proxy as-
sessments. Archives of Psychiatric Nursing, 29(3), 162-167. https://
doi.org/10.1016/j.apnu.2015.01.004

Stacey, G., Felton, A., Morgan, A,, Stickley, T., Willis, M., Diamond, B.,
Houghton, P., Johnson, B., & Dumenya, J. (2016). A critical narra-
tive analysis of shared decision-making in acute inpatient mental
health care. Journal of Interprofessional Care, 30(1), 35-41. https://
doi.org/10.3109/13561820.2015.1064878

Stichler, J. F. (2018). Ensuring shared understanding: Defining and an-
alyzing concepts. HERD: Health Environments Research & Design

85UB01 7 SUOWILOD 3AIIRID 8|edl|dde auy Aq pausenob are sejone WO ‘8sn Jo SaIn1 10} Areiq1 8Ul|UO A1 UO (SUOIPU0D-pU-SWBIALID™ A8 | 1M Afe.q 1 )BuUO//SRY) SUORIPUOD PR SWB 18U} 88S *[£202/£0/0T] Uo Ariqiauliuo A8 ‘sa.L Aq 8682T wdlTTTT OT/I0p/L00 48| im Afeiq 1 Bul|UO// SRy L.} pepeojumoq ‘v ‘€202 ‘0S82S9ET


https://doi.org/10.1016/S0140-6736(13)60107-5
https://doi.org/10.1016/S0140-6736(13)60107-5
https://www.cqc.org.uk/sites/default/files/20170720_stateofmh_report.pdf
https://www.cqc.org.uk/sites/default/files/20170720_stateofmh_report.pdf
https://doi.org/10.1016/j.colegn.2017.02.005
https://doi.org/10.1016/j.colegn.2017.02.005
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/435512/MHA_Code_of_Practice.PDF
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/435512/MHA_Code_of_Practice.PDF
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/435512/MHA_Code_of_Practice.PDF
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/417412/Reference_Guide.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/417412/Reference_Guide.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/417412/Reference_Guide.pdf
https://doi.org/10.1111/inm.13006
https://doi.org/10.1111/inm.13006
https://doi.org/10.1016/0883-9417(90)90015-d
https://doi.org/10.1016/0883-9417(90)90015-d
https://doi.org/10.1111/inm.12430
https://www.legislation.gov.uk/ukpga/2000/36/contents
https://www.legislation.gov.uk/ukpga/2000/36/contents
https://doi.org/10.1111/inm.12716
https://doi.org/10.1111/jels.12178
https://doi.org/10.1111/jels.12178
https://doi.org/10.1080/25741292.2018.1540378
https://doi.org/10.1080/25741292.2018.1540378
https://doi.org/10.1186/s12913-019-4687-8
https://doi.org/10.1186/s12913-019-4687-8
https://doi.org/10.1080/14789949.2010.500740
https://doi.org/10.1183/20734735.018016
https://www.legislation.gov.uk/ukpga/1983/20/contents
https://www.legislation.gov.uk/ukpga/1983/20/contents
https://doi.org/10.1111/inm.12451
https://doi.org/10.1136/bmj.b4073
https://documents.manchester.ac.uk/display.aspx?DocID=38469
https://documents.manchester.ac.uk/display.aspx?DocID=38469
https://www.cqc.org.uk/sites/default/files/20150510_hsca_2008_regulated_activities_regs_2104_current.pdf
https://www.cqc.org.uk/sites/default/files/20150510_hsca_2008_regulated_activities_regs_2104_current.pdf
https://www.cqc.org.uk/sites/default/files/20150510_hsca_2008_regulated_activities_regs_2104_current.pdf
https://www.nice.org.uk/About/What-we-do/Into-practice/Benefits-of-implementing-NICE-guidance
https://www.nice.org.uk/About/What-we-do/Into-practice/Benefits-of-implementing-NICE-guidance
https://doi.org/10.1002/j.2048-7940.1988.tb00621.x
https://doi.org/10.1002/j.2048-7940.1988.tb00621.x
https://doi.org/10.1016/j.ijlp.2018.07.005
https://data.gov.uk/dataset/d3d2a225-9029-4bb7-9856-553aed54c45f/local-health-boards-december-2016-names-and-codes-in-wales
https://data.gov.uk/dataset/d3d2a225-9029-4bb7-9856-553aed54c45f/local-health-boards-december-2016-names-and-codes-in-wales
https://data.gov.uk/dataset/d3d2a225-9029-4bb7-9856-553aed54c45f/local-health-boards-december-2016-names-and-codes-in-wales
https://www.ombudsman.org.uk/news-and-blog/news/nhs-failing-patients-mental-health-problems
https://www.ombudsman.org.uk/news-and-blog/news/nhs-failing-patients-mental-health-problems
https://www.ombudsman.org.uk/news-and-blog/news/nhs-failing-patients-mental-health-problems
http://rcpsych.ac.uk/
https://www.mentalhealth.org.uk/sites/default/files/lost_locked_in.pdf
https://www.mentalhealth.org.uk/sites/default/files/lost_locked_in.pdf
https://www.rdash.nhs.uk/wp-content/uploads/2014/03/WZT684-DP4552-Section-17-Leave-from-hospital-web.pdf
https://www.rdash.nhs.uk/wp-content/uploads/2014/03/WZT684-DP4552-Section-17-Leave-from-hospital-web.pdf
https://doi.org/10.1177/0141076813479192
https://doi.org/10.1080/13645579.2012.742280
https://doi.org/10.1080/13645579.2012.742280
https://doi.org/10.1016/j.apnu.2015.01.004
https://doi.org/10.1016/j.apnu.2015.01.004
https://doi.org/10.3109/13561820.2015.1064878
https://doi.org/10.3109/13561820.2015.1064878

BARLOW anp DICKENS

730 [ r
™ Livey- JS

Journal, 11(3), 6-10. https://doi.org/10.1177/1937586718
772635

Sutherland, K., & Levesque, J.-F. (2019). Unwarranted clinical variation
in health care: Definitions and proposal of an analytic framework.
Journal of Evaluation in Clinical Practice, 26(3), 687-696. https://doi.
org/10.1111/jep.13181

Vorstenbosch, E., Bouman, Y., Braun, P., & Bulten, E. (2014). Psychometric
properties of the forensic inpatient quality of life questionnaire:
Quality of life assessment for long-term forensic psychiatric care.
Health Psychology and Behavioral Medicine, 2(1), 335-348. https://
doi.org/10.1080/21642850.2014.894890

Walker, A., Farnworth, ., & Lapinski, S. (2013). A recovery perspective on
community day leaves. Journal of Forensic Practice, 15(2), 109-118.
https://doi.org/10.1108/14636641311322296

Welsh Assembly Government. (2016). MHA 1983 code of practice for wales
review. https://gov.wales/sites/default/files/publications/2019-03/
mental-health-act-1983-code-of-practice-mental-health-act-1983-
for-wales-review-revised-2016.pdf Accessed 28/6/2022.

Westert, G. P., Groenewoud, S., Wennberg, J. E., Gerard, C., DaSilva, P.,
Atsma, F., & Goodman, D. C. (2018). Medical practice variation:
Public reporting a first necessary step to spark change. International
Journal for Quality in Health Care, 30(9), 731-735. https://doi.
org/10.1093/intghc/mzy092

How to cite this article: Barlow, E. M., & Dickens, G. L. (2023).
NHS mental health services' policies on leave for detained
patients in England and Wales: A national audit. Journal of
Psychiatric and Mental Health Nursing, 30, 719-730. https://doi.
org/10.1111/jpm.12898

95U8917 SUOWWIOD aA 181D 8qed!jdde aup Ag peusenob o sajoite O 8sn Jo sejni Joj Aeiq 1 8uluo 3|1 UO (SUONIPUOO-PUR-SWLB)/W0D A3 | I Aleid 1jeul Uo//Sdny) SUONIPUOD pue WS 1 8u) 89S *[£20z/20/0T ] Uo Areiqiauluo Ao|im ‘s Aq 86821 wdl/TTTT OT/I0p/L0D A1 Aleld1jpul|uo//Sdny WO} pepeojumod ‘v ‘€202 ‘0S8ZS9ET


https://doi.org/10.1177/1937586718772635
https://doi.org/10.1177/1937586718772635
https://doi.org/10.1111/jep.13181
https://doi.org/10.1111/jep.13181
https://doi.org/10.1080/21642850.2014.894890
https://doi.org/10.1080/21642850.2014.894890
https://doi.org/10.1108/14636641311322296
https://gov.wales/sites/default/files/publications/2019-03/mental-health-act-1983-code-of-practice-mental-health-act-1983-for-wales-review-revised-2016.pdf
https://gov.wales/sites/default/files/publications/2019-03/mental-health-act-1983-code-of-practice-mental-health-act-1983-for-wales-review-revised-2016.pdf
https://gov.wales/sites/default/files/publications/2019-03/mental-health-act-1983-code-of-practice-mental-health-act-1983-for-wales-review-revised-2016.pdf
https://doi.org/10.1093/intqhc/mzy092
https://doi.org/10.1093/intqhc/mzy092
https://doi.org/10.1111/jpm.12898
https://doi.org/10.1111/jpm.12898

	NHS mental health services' policies on leave for detained patients in England and Wales: A national audit
	Accessible Summary
	1|INTRODUCTION
	2|METHODS
	2.1|Design
	2.2|Sample
	2.3|Procedure
	2.4|Data extraction
	2.5|Data analysis

	3|RESULTS
	4|DISCUSSION
	4.1|Limitations
	5|CONCLUSION
	6|RELEVANCE STATEMENT

	DATA AVAILABILITY STATEMENT

	ETHICAL APPROVAL
	REFERENCES


