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Abstract 
 

Introduction  

‘Leave' occurs when a mental health inpatient exits their hospital ward with authorised permission; 

limited research has explored the use of leave, nor its implementation in practice (Barlow and 

Dickens 2018). This study determines the content of leave policies, which operate across 

National Health Service (NHS) Trusts and Health boards in the UK.  

Design 

A ‘Freedom of Information Act’ (Legislation.gov.uk, 2000; Scottish Parliament, 2002) request 

was sent to all UK NHS Trusts and Health boards. Retrieved policies were subject to content 

analysis whereby data were extracted using the most pertinent of five self-designed tools. 

Findings 

Seventy-five leave policies were obtained; 75% of these mandate the practice of civil leave under 

section 17 principles (DoH, 1983/ 2007), in England and Wales. The policies did not relay national 

information with accuracy and original information was often varied and disconnected. The values of 

mental health practice, broadly speaking, are not collectively represented in the leave policies’ 

practices’ or language.   

Discussion 

Leave decisions and practices should be informed by explicit knowledge, within the context of 

available resources, yet an un-evidenced governing philosophy is echoed in many policies, 

disregarding therapeutic principles such as empowerment and involvement. 

Originality 

This is the only research which presents both the prevalence and content of leave policies across the 

UK. The researcher offers a best practice guideline to communicate key leave principles, salient 

processes and novel recommendations for good practice. 

Keywords  

Mental Health Act, Mental Health Care and Treatment Act, Code of Practice, Section 17 Leave, Leave 

of Absence, Leave, Therapeutic Leave, Civil Leave, Forensic Leave, Informal Leave, Civil patient, 

Detained patient, Forensic patient, Informal patient, Policy, Policy Content, Leave Policy.  
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CHAPTER ONE 

1. Introduction 
 

The purpose of this thesis is to explore each local NHS’s guiding content for the intervention, ‘leave’. 

This thesis will begin by introducing leave in an overall sense, firstly by defining what leave is and 

offering insight about leave’s function in mental health practice. Thereafter this chapter will outline 

the legislation and national guidance which directs each subcategory of leave in England, Wales and 

Scotland. 

“‘Leave' is the process by which a mental health inpatient exits their hospital ward, having received 

the appropriate authorisation” (Barlow and Dickens, 2018; P638). Etymologically, to be ‘on leave’ 

reflects this, simply meaning [that the patient has] ‘permission to be absent’ (Collins English 

Dictionary, 2017). Without such authorisation for leave, provisions in mental health legislation 

requires the patient to be returned to their original hospital or to a place of safety. Leave may be for 

short periods of time i.e. to go to the local shops, or for lengthier periods i.e. a trial period of leave 

prior to a patient being discharged from hospital (Department of Health, 2015).  

There is no differentiation between ‘practical leave’ which is authorised with a functional purpose, 

for example to attend a medical appointment, or ‘therapeutic leave’ which is granted with a 

recovery focussed rationale. Leave, when viewed as a therapeutic endeavour, provides the clinical 

team with demonstrable evidence that the patient can cope with the responsibility of managing 

their own safety, agitation levels and mental health symptomatology for a pre-determined period of 

time. An alternative to the aforementioned definition, ‘to give leave’ is to allow ‘someone to make a 

choice or decision about something, or to make someone responsible for something’ (Cambridge 

Dictionary, 2021). This mind-set sees leave as more than just a sanctioned activity. Rather, leave is 

an intervention with restorative and therapeutic properties, aligned with more modern 

conceptualisations of recovery-focussed mental health services (Anthony, 1993) and in recognition 

of therapeutic risk-taking (Felton et al., 2017).  

Leave is an intervention which is commonplace internationally; comparable principles are 

employed in Canada (British Columbia Ministry of Health, 2005), Australia (Victorian Department of 

Health, 2014), the Netherlands' (Psychiatric Hospitals [Compulsory Admissions] Act, 2000), and the 

United Kingdom (Department of Health, 1983 [amended 2007]); Scottish Government, 2007). Three 

categories of leave occur: ‘civil leave’, ‘forensic leave’ and ‘informal leave’: 
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2. Civil leave  
i. England and Wales 

In England and Wales, ‘Section 17 leave’ is the legislative terminology used to describe civil leave 

(Department of Health [DoH], 2007). A patient detained within a mental health hospital, under the 

MHA (DoH, 2007), may only exit the hospital grounds with section 17 leave in place. 

The patient’s psychiatric medical consultant, their ‘Responsible Clinician’ (RC), is the only person who 

can grant civil leave 1 (DoH, 2007).  The detained patient is allocated to their RC by the organisation, 

which is the detaining mental health hospital. The RC is also responsible for revoking the authority 

for leave. In the absence of the RC, an ‘Approved Clinician’ (AC) has the authority to implement 

civil leave (DoH, 1983/2007). An AC could be a medical registered practitioner, chartered 

psychologist, relevantly trained nurse occupational therapist or social worker “who is for the time 

being acting as the patient’s responsible clinician” (DoH, 2015; P316). 

The ‘Mental Health Act, Code of Practice’ (CoP) (DoH, 2015) interprets MHA legislation (DoH, 2007) 

and includes a seven paged chapter, entitled ‘Leave of Absence’, which directs the reader to 

understand: “who has the power to grant leave of absence, short- and long-term leave, escorted 

leave, leave to reside in other hospitals, and recall from leave. It also draws attention to differences 

when considering leave of absence, including short-term leave for restricted patients” (DoH, 2015; 

P316). The Welsh Assembly Government [WAG] echo these principles within a similar document, 

‘Mental Health Act 1983 Code of Practice for Wales’ (WAG, 2008; WAG, 2016).  

i. Scotland 

The term ‘Section 17 leave’ is not used in Scottish legislation, instead it is replaced by ‘Suspension of 

detention’ (SUS) (Scottish Parliament, 2003). Rather than additional legislation being granted and 

applied2, a patient detained in Scotland has their existing legislative order lifted, i.e. temporarily 

suspended. SUS can be applied to 3 different detentions orders, as detailed within the ‘Mental 

Health Care and Treatment Act’ (MHCTA) (Scottish Parliament, 2003)3. SUS is the legislative term to 

describe Scotland’s civil leave.  

 
1 Section 17 leave can only be granted to patients detained under sections 2, 3, 37, 47 and 48 of the MHA 

(1983 / 2007). 
2  As with section 17 leave, in England and Wales under the MHA (1983 / 2007).  
3 SUS can be applied to either an ‘Emergency Detention Certificate’ (section 41 and 42), a ‘Short-Term 

Detention Certificate’ (section 53 and 54), or a ‘Compulsory Treatment Order’ (section 127 and 129); these are 

all detentions detailed within the MHCTA (Scottish Parliament, 2003). 
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The patient’s psychiatric medical consultant, known legally as the ‘Responsible Medical Officer’ 

(RMO), is the only person who can suspend a patient’s detention under the MHCTA, thus allowing 

the patient to exit the hospital. The RMO is also responsible for revoking this authority for leave. The 

RMO must be an ‘Approved Medical Practitioner’ (AMP), who is a trained consultant psychiatrist 

with experience of diagnosing and treating mental disorders (Scottish Executive, 2015).  The 

detained patient is allocated to their RMO by the organisation, which is the detaining mental health 

hospital. In the absence of the RMO, in the instance of their sickness or annual leave, the hospital 

managers should appoint another AMP to that patient’s care.  

The national publication, ‘Guidance on best practice when suspending compulsory treatment’ 

(Mental Welfare Commission for Scotland, 2008) provides further detail about civil leave: “what is 

suspension of detention; who suspends detention; what forms should be used; who must be notified; 

suspension of detention in practice; and special situations” (Social Care Institute for Excellence, 

2008).  

 

3. Forensic leave 
Criminal mental health legislation instructs the use of forensic leave. These patients are subject to 

criminal legislation and are detained within a mental health hospital, which ordinarily is within a 

designated forensic mental health service. Additional approval from legislative governing bodies is 

required for the authorisation of forensic leave, a system which is recognised internationally (Human 

Rights and Equal Opportunity Commission, 1992). Typically, forensic leave forms part of the forensic 

patient’s rehabilitation plan. Their leave will involve a decreasing amount of staff supervision and 

the patient’s increased access to public areas for longer periods of time (Barlow and Dickens, 2018), 

to assure public safety.  

As with civil leave, England and Wales operate forensic leave with separate legislation to Scotland 

(Ministry of Justice, 2017; Scottish Parliament, 1995).  

 

i. England and Wales  

The legislative terms ‘mentally disordered offender’ and ‘restricted patient’ describe those patients 

who are detained in a mental health hospital and who are subject to additional legislative controls 

by the Secretary of State, due to the level of risk they pose (Ministry of Justice (MOJ), 2017)4.  

 
4  This patient is typically detained under a ‘restricted hospital order’ (section 37/41), a ‘hospital and limitation 

direction’ (section 45a), or a ‘transfer from prison’ (section 47/49) (DoH, 1983 / 2007). 
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As per England and Wales’ civil legislative processes, this patient is allocated to an RC by the 

detaining mental health hospital. However, the RC is not able to independently authorise this 

patient’s leave because of the additional legislative controls in place. Instead the patient’s RC must 

complete additional paperwork and request authorisation from the Secretary of State. 5 Requests for 

forensic leave are customarily written as part of a graduated phased programme and the leave is 

typically applied to that forensic patient’s rehabilitation plan.  Both the Secretary of State and the RC 

have authority to revoke this patient’s leave. 

To note, these authorisation measures only applies to leave which takes place outside of the hospital 

grounds. The forensic patient’s RC can authorise leave from the in-patient ward to the hospital 

grounds without additional Secretary of State approval.  

The CoP (DoH, 2015; WAG, 2016) interprets and details some legislative principles of forensic leave 

however, this is more robustly presented in “Mental Health Casework Section. Section 17- Leave of 

Absence” (National Offender Management Service (NOMS), 2014), which outlines the categories of 

leave available to forensic patients. 6 

ii. Scotland 

Patients who are detained in a mental health hospital and who are subject to additional legislative 

controls by the Scottish Ministers may be eligible for forensic leave. For an individual to be in the 

care of Scottish forensic services they must have a mental disorder, treatment must be available 

which would likely prevent that disorder from deteriorating and a significant risk must be posed if 

that treatment is not provided (Scottish Executive, 2015). The legislative terms ‘mentally disordered 

offender’ and ‘forensic patient’ are used to describe this patient group.7 SUS is the legislative term to 

describe this leave.  

 

The Scottish Ministers’ statutory responsibilities for forensic leave are comparable to that of the 

Secretary of State in England and Wales. The forensic patient in Scotland is allocated to an RMO by 

the detaining mental health hospital. The RMO is not able to independently grant this patient leave 

because of the additional legislative restrictions in place. A patient’s RMO applies for forensic leave 

(aka, SUS) to the Scottish Ministers8. Requests for forensic leave are typically presented in a 

 
5 These legal provisions are laid out in Section 41(3) (c)(i) of the MHA (Ministry of Justice, 2017b).   
6 Since the beginning of this study, NOMS has been renamed to ‘Her Majesty’s Prison & Probation Service’. 
7 The term ‘restricted patient’ has a different meaning in Scotland, whereby a person is detained in hospital 

under a subsection of the Criminal Procedure (Scotland) Act [CPSA] (Scottish Parliament, 1995) i.e. a 
compulsion order with a restriction order.  
8 This is granted under section 224 of the MHCTA (Scottish Parliament, 2003). 
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graduated phased programme, explaining how the leave will facilitate that forensic patient’s 

rehabilitation. Both the Scottish Ministers and the RMO have authority to revoke this patient’s leave. 

As with England and Wales, these authorisation measures only apply to leave outside of the hospital 

grounds and the RMO can independently authorise leave which takes place within the hospital 

grounds9.  

In Scotland, the ‘Scottish Executive Health Department’ (SEHD) (Scottish Executive, 2006) provide 

additional direction for forensic leave including information about equipment, police liaison, and 

staffing levels. Scotland conceptualises forensic leave as an aspect of relational security, as opposed 

to physical or procedural security (Collins and Davies, 2005). In order to maintain relational security, 

SEHD (2006) suggest adopting: clear leave management plans, non-negotiable boundaries, decisive 

action when beaches occur, and applying astute clinical judgement to unanticipated situations. 10 

 

4. Informal Leave 
No legislation mandates ‘informal leave’. Informal patients are not legally detained in hospital and 

therefore have the right to leave at any time (DoH, 2007).  

The Mental Health Act Commission (2008) warn against using just the term ‘leave’ to describe the 

occurrence of an informal patient exiting a mental health hospital. This is because it suggests that 

hospital staff have a right to prevent that patient from leaving, which they do not. However, no 

alternative terminology is suggested by the Mental Health Act Commission. 

The only explicit detail about informal leave, within any national document, is located within the CoP 

for England and Wales (DoH, 2015; WAG, 2016): “27.38: Patients who are not legally detained in 

hospital have the right to leave at any time. They cannot be required to ask permission to do so but 

may be asked to inform staff when they wish to leave the ward” (P322).  

Informal patients should be aware of their rights, including their freedom to leave the hospital ward 

at any time, thus protecting their liberty and human rights (DoH, 2015; WAG, 2016). This premise is 

echoed in Scottish legislation too (Scottish Parliament, 2003).  

No national documents suggest the processes clinical teams should adopt for the implementation of 

informal leave. 

 
9 The only exception to this rule is the ‘Orchard Clinic’, a medium secure forensic mental health service in 

Edinburgh (Scottish Government, 2010). 
10 Full details of Sottish forensic leave parameters are found in the ‘Memorandum of Procedure on Restricted 

Patients’ (P39-46; Scottish Government, 2010).  
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5. Summary 
 

To summarise, leave is the period that mental health patients are authorised to spend away from 

their assigned inpatient environment. Leave is an intervention which occurs internationally, with 

comparable principles evident across the western world. The therapeutic value of leave is assumed, 

in so much that the patient is more prepared for their hospital discharge through their gradual 

exposure to community settings, during their inpatient stay. Three subcategories of leave exist in the 

UK; civil and forensic leave are governed by different legislation and national guidance in England 

and Wales to Scotland. Informal leave is not mandated in legislation or national documents, 

whereby the same principles apply to all three countries.  
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Background literature 

An existing systematic review of 28 leave studies (Barlow and Dickens, 2018) confirms that leave 

occurs internationally and across a variety of inpatient mental health services, including civil and 

forensic hospitals. The overall quality of the 28 studies were poor and as such, this review could not 

resolve: “basic information about leave, its duration, what inpatients do during leave, or about any 

objective outcomes, ideal ways of introducing leave, indicators for leave termination, or staff training 

for facilitating therapeutic leave as opposed to preventing unauthorised leave” (p.647) nor provide 

the characteristics of patients who use leave, aside from reflecting demographic details of the 

inpatient population in general.  

To maximise on currency, the researcher re-ran this systematic review’s search strategy, searching 

multiple electronic databases, for papers published from January 1967 to March 2020: CINAHL; 

Criminal Justice database; PsycARTICLES; Scopus; OpenGrey; Cochrane; GoogleScholar. The ‘search 

terms’ and ‘search strategy’ can be found in Appendix One. As per the original search, inclusion 

criteria were ‘English language, empirical studies that focused on therapeutic leave involving civil or 

forensic adult mental health inpatients’. Studies which compared leave with any other intervention, 

treatment as usual, or no treatment were included. Studies describing any other relevant outcome 

or processes, for example the clinicians’ perspectives or decision-making, were included. Participants 

included were patients and/or staff; studies whose units of analysis were leave incidents were 

included. Non-English language studies and those whose focus was unauthorised leave were 

excluded. This search yielded one additional paper (Berge et al., 2015).  

The original review (Barlow and Dickens, 2018) and the searches’ re-run, do not provide any data 

which establishes the incidence of leave, which is a consequence of limited data and non-

comparable leave-types. Eight operational definitions of leave were identified from this review, 

which can be found highlighted in the table in Appendix two, ‘background literature studies’ 

characteristics and findings’.  

The literature confirms the UK’s legislative leave processes (MHA, 1983 / 2007; Scottish Parliament, 

2007), that a civil patient’s medical consultant11 authorises leave. The medical consultant’s 

responsibility for leave decision-making is also recognised across clinical healthcare teams (Lyall & 

Bartlett, 2010; Stacey et al., 2015). The decision to authorise leave is influenced by the patient’s 

admission length; perceived trust between the patient and the healthcare team; time restraints 

 
11 ‘Responsible Clinician’ in England and Wales and ‘Registered Medical Officer’ in Scotland. 
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during the decision-making process, and public safety (Cronin-Stubbs et al., 1988; Green & Baglioni, 

1998). Authoritative leave decisions are not influenced by the patient’s request to access smoking 

permissible areas, when these are outside of the hospital grounds (Berge et al., 2014).  

Leave documentation is found to be simplistic and decision-making is not typically justified (Donner 

et al., 1990). No evidence establishes the impact, if any, that nurses’ leave-related decisions have 

upon a patient (Hilterman et al., 2011). The literature does indicate that nurses typically implement 

and facilitate individual episodes of leave; nurses decide if it is appropriate in that moment for a 

patient to exit the hospital ward and any decisions involved during escorted leave. Escorted leave 

occurs when a staff member, who is typically part of the nursing team, stays with a patient during 

their leave (Walker et al., 2013).  

The literature confirms that Parliamentary bodies12  are involved in leave decision-making for the 

sanctioning of forensic leave. Fourteen of the original 28 studies occurred in a forensic setting. The 

findings suggest that patients in higher security settings have limited community leave, in 

comparison to patients detained within lower security settings. The literature suggests that forensic 

leave is often used to structure the transition between different security levels (Mohan et al., 2011) 

or from hospital to the community (Tully et al., 2016), as part of a patient’s discharge preparation. If 

the leave is considered ‘unsuccessful’, for example in the event of treatment breakdown, relapse, or 

non-compliance, the patient can then be returned to their previous placement. Most of the forensic 

leave studies highlight the necessity for individualised patient leave risk assessments (Hilterman et 

al., 2011), which should consider the patient’s opportunity for reoffending whilst on leave (Scott and 

Meehan, 2016). Such risk assessments must be balanced against the principle that “Persons with 

mental health disorders should be provided with health care which is the least restrictive” ((World 

Health Organisation, 1996: P4).  

There is limited literature describing other non-medical professionals’ roles in leave processes 

however, two studies (Lyall & Bartlett, 2010; Stacey et al., 2015) did report that the patient’s medical 

consultant endeavours to involve the wider ‘Multi-Disciplinary Team’ (MDT) in leave decision-making 

processes and that disagreement amongst the team is uncommon.  

The background literature recognises leave for its therapeutic value, which is unsurprising given the 

recovery-oriented nature of this practice. For context, ‘the recovery model’ is a principled approach 

to understanding the experience of mental illness. There is no accepted definition of ‘the recovery 

model’ however, it’s principles support people with mental illness to retain choice, control and 

 
12 Secretary of State in Scotland, and the Ministry of Justice in England and Wales.  
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involvement over their lives (Wyder and Bland, 2014). The recovery model champions the values of 

person-centred care, whereby people are meaningfully listened to and treated with dignity 

and respect (Jacobson and Greenley, 2001). 

Recovery concepts now underpin standard models of care delivery (NICE, 2021); after its 

introduction in the early 1990’s (Anthony, 1993), the recovery model substantially transitioned the 

western world away from preceding medical understandings of mental illness. Unlike a physical 

ailment, which can be appreciated medically, the concept of recovery does not draw a definitive 

conclusion to a person’s mental illness. As such, recovery is not measured by the person’s ability to 

return to and re-engage with their lives at their premorbid level of functioning (Jacob, 2015).  For 

many, symptoms of mental illness remain (Anthony, 1993). The concept of recovery champions a 

person’s ability to remain resilient to residual symptomology and in contempt of this, can remain 

active participants in their own care, retaining control over their own lives (Wyder and Bland, 2014). 

The recovery model encourages people to develop their own coping strategies, rather than passively 

accepting other people's interventions (Davidson et al., 2005; Deegan, 1988). In doing so, people 

learn to manage their own symptoms and their personal distress, which allows individuals to take 

responsibility for their own lives. The recovery model is now so well established, many NHS Trusts 

have organisation-specific literature demonstrating how their service champions such recovery-

orientated values (Birmingham and Solihull Mental Health NHS Foundation Trust, 2021; Norfolk and 

Suffolk NHS Foundation Trust, 2017; South West London and St Georges NHS Trust, 2016). These 

documents promise patients the opportunity to regain control over their lives.  

The background literature on leave demonstrates that leave encourages: reintegration into the 

community, rehearsal of daily living skills, reduction in hospital admission length, and cessation in 

mental health legislation, which in turn allows detained patients to transfer to ‘informal patient’ 

status (Walker et al., 2013; Cronin-Stubbs, et al., 1988; James et al., 1996; Mohan et al., 2001; 

Hilterman et al., 2011; Donner et al., 1990; Burns et al., 2013; Lyall and Bartlett, 2010. Scott et al., 

2014. Scott and Meehan, 2016). Furthermore, patients identify that leave improves their quality of 

life (Schel et al., 2015; Vorstenbosch et al., 2014) by relieving boredom and providing enjoyment 

(Rees and Waters, 2003). Arguably, leave is not merely a sanctioned activity but is a therapeutic 

intervention, echoing the recovery-oriented conceptualisations of mental health service delivery 

(Anthony, 1993). However, Walker et al. (2013) demonstrate that if escorting nurses adopt an 

inflexible approach which disrespects patient autonomy, this undermines such recovery principles.  

To summarise, the background literature did not determine any basic statistics about leave: any 

measurable outcomes; ideal ways of introducing leave; how non-medical professionals are involved 
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in leave processes; immediate proximal antecedents to granting an individual leave episode; what 

patients and staff do post leave; what people find beneficial (or not) about leave; the training staff 

receive; factors which influence a nurse’s decision to (or not) implement an individual episode of 

leave; situations which would indicate that leave should be terminated. In essence, we do not know 

what leave practice looks like, much less best practice, but we do know leave can be a therapeutic 

intervention. One intention of this thesis is to add to the evidence base for leave by exploring the 

content of local NHS leave policies.  
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Justification for the study 

This Masters by Research study is being conducted when mental ill-health is at an all-time high and 

the pressures on mental health services are ever increasing (Lamb et al., 2019). Regrettably, there is 

evidence of failures in the UK’s mental health services (British Medical Association, 2018) and 

consequently, there is increasing pressure on the NHS to consistently deliver high quality mental 

health care (Parliamentary and Health Service Ombudsman, 2018). Such failures include premature 

discharge from mental health services, questions around the safety of current practices and the 

quality of associated risk assessments (Parliamentary and Health Service Ombudsman, 2018). Leave 

practices could be directly applicable to such failures. 

The evidence base suggests that patients can easily adapt to life in a mental health hospital, who 

consequently require significant readjustment when they return to community living once more 

(Redding, 2017). Suicide statistics consistently demonstrate that the immediate post-discharge 

phase from a mental health hospital is a critical time of risk (National Confidential Inquiry, 2019) thus 

well-timed and well-risk assessed discharge processes are imperative. Although it is a well-

intentioned but un-evidenced assumption that graduated exposure outside of a hospital ward is 

beneficial for assisting a patient back to community living (Newman et al., 1988; Keys, 2000), the 

background literature demonstrates that leave’s therapeutic potential is ineptly charted despite 

leave practice operating within UK mental health services since at least the late 19th century (Landor, 

1876). Since the NHS was launched 70 years ago, this service has continually communicated a 

commitment to improving their standards for mental health care delivery (NHS Improvement, 2020). 

Given the current concerns for mental health services (Parliamentary and Health Service 

Ombudsman, 2018) research which focuses on leave, particularly with a view to application to 

discharge provisions and the correlating risk management, is highly relevant.  

The National Institute for Health and Care Excellence (NICE) have been producing clinical guidelines 

for the NHS since 2002 and have over 80 publications guiding practices embedded in the UK’s 

mental health services (NICE, 2018). NICE guidelines communicate the best available evidence and 

give direction to mental health clinicians. There are currently no NICE guidelines in situ for leave, 

thus there is no national guidance mandating a standardised approach to the use of leave. Instead, 

direction on the use of leave occurs within the boundaries determined by local NHS Trust / Health 

board policies. 

Leave as a research topic is relatively unexplored and, as the background literature demonstrates, 

the scientific community have not empirically established what current leave practices are. As such, 

there are a wealth of unexplored investigative research opportunities, which would all valuably 

contribute to the limited leave evidence base. Having considered the justification for targeted 
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research in this area, the researcher wanted to approach this research topic in a systematic and 

methodical manner and considered it important to design a study which allowed for an overview of 

current leave practices, as opposed to examining one narrowed niche area. 

The main body of this thesis will explore the prevalence and content data about UK leave policies, to 

determine what instructions currently guide this practice.  
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CHAPTER TWO 

Methodology 
 

Methodology is the set of processes taken by any researcher to compile and investigate their data, in 

order to answer their identified research questions (Collis and Hussy, 2009). This chapter will 

describe the research methodology used in this study. 

This study investigated the content of existing local NHS leave policies. The Cambridge dictionary 

defines a policy as “a set of ideas or a plan of what to do in particular situations that has 

been agreed to officially by a group of people, a business organization, a government, or 

a political party” (2021). Organisations, such as NHS Trusts or Health boards, hold bureaucratic 

positions on issues which are pertinent to them; in this instance, the issue is leave. Leave policies 

communicate the NHS Trust or Health board’s position and provide guidance and direction on the 

issue to the intended readers i.e. to other people involved in that organisation, such as employees. 

Policies outlines ‘what to do’, offering either broad or explicit direction for the behaviour and 

decision-making which should be followed within that organisation. Policies are inherently political; 

policymakers and stakeholders may hold opposing values, interests, and desired outcomes for the 

policy issue (Anderson, 1975). As each NHS Trust and Health board will have different policymakers 

and stakeholders, the content of each leave policy may vary, according to these variables. 

The researcher has led a systematic review of leave (Barlow and Dickens, 2018) and has practical 

experience of implementing leave as a mental health nurse, thus is competently able and well-

informed to substantially review NHS leave policies (Fielding, 2006). This is particularly so given that 

policy analysis has been considered to draw on intuition as much as method (Bardach, 2000).  

This study served several functions: firstly, it intended to fill gaps in the leave evidence base, by 

evaluating the content of NHS level policies, and secondly it allowed for comparison between policy 

content, allowing for the consistency of leave practice to be evaluated.  

 

1. Aims and Purpose 

The principle aim of this research was to obtain prevalence and content data about UK leave 

policies. This was in consideration to five different patient groups: civil patients in England and 

Wales; civil patients in Scotland; forensic patients in England and Wales; forensic patients in 

Scotland; and informal patients across England, Wales and Scotland.  
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The ultimate purpose of obtaining this data was to develop a supportive ‘best practice guideline’ for 

patient-facing practitioners involved in leave. Such a guideline would then transparently 

communicate an overview of the key principles and salient leave processes. The researcher also 

recognised there could be an opportunity to share recommendations of good practice, which then 

may support clinicians’ decision-making around leave.  

Given the investigative nature of this work, the research questions were pre-emptively decided, to 

provide focus and direction. The specific questions which guided this research are detailed below: 

I. What is the prevalence of leave policies in NHS Trusts/ Health boards in 2017? 

II. Do NHS Trust/ health boards’ leave policies provide information, in accordance with relevant 

national legislation and guidance? 

III. What definitions are provided in the UK’s leave policies? 

IV. Who do leave policies provide information in relation to?  For example, medical staff, 

nursing staff, the MDT, the hospital, carers or patients (either non-restricted, informal or 

restricted/forensic)? 

 

2. Study Design 

This study will conduct a ‘policy analysis’, the generic term to describe the techniques with which 

established policies can be investigated (Collins, 2004). Existing literature considers policy analysis to 

be either one of two different processes; one being to analyse the policy formation and the other 

being an analysis of the policy content (Collins, 2004). This work focused on the latter definition. 

Content policy analysis is the process by which established policy data is identified, collected and 

examined for its characteristics (Collins, 2004), allowing for interpretation of its constructs and ideas. 

Policy content analysis also allows for comparisons across the dataset. This methodology sits within 

a quantitative paradigm. 

As with any study design, content policy analysis is not without its limitations. Procedurally it can be 

extremely time consuming. Despite the effortful nature of the initial coding process, it is vital to 

execute this with accuracy, in order to prevent errors from occurring and thus invalidating findings. 

Theoretically, content analysis can be reductive as it does not consider the context of the policy’s 

development (Allen, 2017; Hu, 2015). Triangulating the content analysis, by integrating both 

quantitative and qualitative methods of analysis would have mitigated this by allowing for a 

contextual appreciation of the policies’ phenomena. The qualitative content analysis would have 

allowed for the discovery of patterns and themes, through systematic coding (Mays and Pope, 

1995). However, the researcher recognised that this study could yield an extensive dataset and given 
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the priorities of this study, to establish and analyse the components and content of leave policies 

rather than their social context, a content analysis was considered satisfactory.   

 

3. Data Collection 

Data were obtained through a ‘Freedom of Information’ (FOI) request (Legislation.gov.uk, 2000; 

Scottish Parliament, 2002) which allows anyone to be informed, in writing, as to whether a public 

authority holds information, as specified in a designated request; this method of data collection is 

well suited for obtaining information held by public authorities, such as an NHS Trust or Health 

board (Savage and Hyde, 2014). See Appendix three for this study’s ‘FOI request letter’ (Brown, 

2009).  

At the point of data collection there were 258 NHS Trusts / Health boards13 14 in operation, as 

identified via a Government website (National Health Service, 2017)15. All NHS Trust / Health boards’ 

underwent title screening and were excluded if their title indicated that inpatient mental health 

services were not provided within their service (and thus leave was not facilitated by that Trust / 

Health board).  

A FOI request was sent to every NHS Trust and Health board who met the initial inclusion criteria, 

that being any policy which is currently in operation in any NHS Trust or Health board in England, 

Wales or Scotland which provided guidance about the use of leave from an in-patient mental health 

setting. The inclusion criteria allowed the leave policy to be of any length, with any number of 

appendixes attached. The policy could also be out of date, requiring a review. The leave policy could 

have a focus on leave generally, for a specific type of leave or for a specific patient group. The 

policy’s main purpose did not need to be to provide guidance on leave, but it must have had at least 

one subsection which is specifically designated for the practice of leave.  

The FOI request asked for access to any policies which guide the use of any leave, including but not 

limited to: generic mental health policies which include a subsection about leave; specific section 17 

leave policies; informal leave policies; and leave policies specific to a forensic setting. Further 

clarification was provided when this was requested by the FOI team. NHS Trusts / health boards self-

 
13 Trusts operate in England, and Health boards within Wales and Scotland.  
14 NHS trust’s / health boards could have separate therapeutic leave policies, to regulate leave particular to 

security levels or patients’ legislative status. Ergo, the maximum number of therapeutic leave policies could 

have exceeded 258. 
15 228 NHS trusts in England (NHS, no date), 13 NHS health boards in Scotland (NHS Scotland, 2017) and 7 NHS 

health boards in Wales (NHS Wales, no date). 
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excluded, if they either: did not provide mental health services; operated under a different trust’s 

leave policy; or did not have any leave policies in operation.  See Appendix 4 for ‘FOI request search 

strategy’.  

The study was limited to the number of leave policies obtained across the UK’s (England, Wales and 

Scotland) NHS, in 2017.  

 

4. Data Analysis 

In order to compare information across the leave policies, the data needed to be extracted and 

analysed commensurably. Data should be analysed in a manner which allows for the researcher to 

present their findings, create meaning and accurately draw conclusions (Yin, 2009).  

There are two overarching categories of content analysis: conceptual and relational. Conceptual 

analysis determines the existence and frequency of concepts, relational goes further by also 

examining the relationships between these concepts. This study will use the former category; 

‘conceptual content analysis’ allows for the quantification of words and phrases contained within 

each NHS leave policy (Baumeister and Vohs, 2007). There are different working definitions but, for 

the purpose of this study, the researcher is aligning their ‘conceptual content analysis’ with the 

following understanding: “A research technique for the objective, systematic and quantitative 

description of the manifest content of communication” (Berelson, 1952: 18). Conceptual content 

analysis gives insight into complex models of human thought and the use of language. When 

executed well, it is considered a relatively ‘exact’ research method which is readily understood by 

others. On the other hand, conceptual content analysis can be considered reductive, especially when 

the dataset includes complex texts and the context of data is not considered (Busha and Husher, 

1980). The researcher recognised that further scrutiny of the data could mitigate some of these 

limitations, which could be done by incorporating relational analysis. However, this was not included 

due to the parameters and restrictions of the study (time, resources, and word count), which did not 

allow for the dataset to be further measured and presented. It is recognised, however, that 

integrating ‘affect extraction’ into the analysis, a subcategory of relational analysis which allows for 

an emotional evaluation of concepts explicit in a text, would be an optimal addition (Birmingham 

and Wilkinson, 2003).  

The researcher has followed an establish method to conceptual content analysis (Hsieh and 

Shannon, 2005), described within the following 3 sub-headings organisation, extraction and coding. 
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5. Data Organisation 

After data collection, the first step to conceptual content analysis involved organising the data into 

manageable categories. This allows the researcher to focus on specific words or patterns. Once 

retrieved, each leave policy was organised into 1 of 5 different categories, as guided by the policies’ 

country of origin, and thus the leave’s guiding mental health legislation16 and the type of leave 

described in the policy17. These categories are of crucial importance, not only as a tool for data 

organisation but for also structuring the study’s theoretical output (Kuckartx and Rädiker, 2019): 

Category one: Civil Leave policies (not specific to one service or demographic i.e. forensic or 

informal patients) and operating within England or Wales; 

Category two: Civil Leave policies (not specific to one service or demographic i.e. forensic or 

informal patients) and operating within Scotland; 

Category three:  Forensic Leave policies, operating within England or Wales; 

Category four:  Forensic Leave policies, operating within Scotland; 

Category five:  Informal leave policies, operating in either England, Wales or Scotland. 

 

6. Data Extraction 

A comprehensive search of the literature could not identify any established tool (either with or 

without quantitative metrics), with which leave policies could be analysed and conceptually 

evaluated and an extraction tool was needed for consistent extraction. The ‘Therapeutic Leave Local 

NHS Policy Criteria Index’ has been developed, as per the guiding research questions. The intention 

of these tools were to systematically extract data from the leave policies about specific concepts 

(National Center for Injury Prevention and Control, no date).  A different ‘Therapeutic Leave Local 

NHS Policy Criteria Index’ has been developed for each category of policy, as detailed above18. See 

 
16 Mental Health Act (DoH, 1983 /2007) in England and Wales; Mental Health Care and Treatment Act (Scottish 

Parliament, 2003) in Scotland. 
17 I.e. civil, forensic or informal leave. 
18 I.e. one for each of the following: ‘Civil leave polices for England and Wales’; ‘Civil leave policies for Scotland’; 

‘Forensic leave policies for England and Wales’; ‘Forensic leave policies for Scotland;’ and ‘Informal leave 

policies for England, Wales and Scotland’. 
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Appendix 6 for each ‘Extraction tool’s development processes and characteristics’. See Appendix 7-11 

to view each category’s individual extraction tool19. 

As well as each extraction tool obtaining pre-considered concept data, the researcher has allowed 

for the introduction and analysis of new information, where this may have significant implications 

for the study’s research question. This is captured within each subcategory’s ‘additional information’ 

free text box. The only ‘rule’ for the ‘additional information’ data was that it must be directly 

applicable to that subcategory. For example, within the ‘additional information’ box of the 

‘Responsible Clinician’ subcategory, only data about the RC which had not already been answered 

from the pre-considered extraction tool questions could be recorded. Any data input into the 

‘additional information’ box was initially extracted verbatim, typically sentences long. Subsequently, 

the researcher looked at each subcategory’s ‘additional information’ boxes collectively, to see if any 

general trends and patterns could be identified.  

 

7. Data Coding 

In order to distinguish between the significance of different concepts, the researcher developed 

coding rules in order to maintain organisation and consistency. This included what information 

should be ignored and if information should be coded in relation to its existence or frequency. Such 

coding rules guarantees accuracy and reliability of the data analysis (Yin, 2009). The rules are as 

follows: 

1. When a question could not be answered with a ‘yes or no’, (i.e. “If the RC is not immediately 

available, is there a procedure to follow for getting leave reviewed and what is this?”) and 

more than one response per policy was possible (i.e. in this example the patient’s RC can 

both ‘approve the leave via telephone’ and conjointly ‘fax/e-mail the section 17 form to the 

ward’) each response was accounted for separately; 

2. There was no upper limit of the number of appendices, references, or ‘in-Trust policies and / 

or procedural documents’ cited per policy; 

3. Each policy appendix was accounted for separately, even if the content was duplicated i.e. a 

‘handwritten section 17 form’ and an ‘electronic copy of a section 17 form’; 

 
19 Appendix 7: ‘Therapeutic Leave Local NHS Policy Criteria Index’ (for England and Wales)’; Appendix 

8:‘Therapeutic Leave Local NHS Policy Criteria Index (for Scotland); Appendix 9: ‘Therapeutic Leave Local NHS 

Policy Criteria Index (for Forensic Services in England and Wales); Appendix 10:‘Therapeutic Leave Local NHS 

Policy Criteria Index (for Forensic Services in Scotland only); and Appendix 11:‘Therapeutic Leave Local NHS 

Policy Criteria Index (for informal patients in England, Wales and Scotland). 
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4. Any appendix which was a separate leave policy, i.e. a forensic leave policy appended to a 

civil leave policy was not be categorised as an appendix. Instead this policy was introduced 

into the original data set and categorised as an additional policy; 

5. Each reference was only counted once per policy, regardless of the number of times it was 

cited; 

6. If appendices were not attached to the policy and their purpose was not identifiable 

(because their name is coded) these were not be presented in the data set; 

7. Only one response was accepted for all definition questions.          

                  

 

8. Inclusion / Exclusion Policy Criteria  

All NHS trusts (England) or Health boards (Wales and Scotland) who had one or more policies about 

the use of leave (of any description) and provide in-patient mental health services met the inclusion 

criteria (see Appendix 5). There were three stages of screening to ensure external validity: 

1. Trusts/health boards were title screened prior to sending out FOI request letters. If the 

Trust/health board’s name indicated that the organisation did not provide an inpatient 

mental health service, and thus would not have a policy for leave, then no FOI request was 

sent i.e. Women and Children’s trusts, Community Service trusts, Ambulance Service trusts.  

 

2. Trusts/ health boards could self-exclude if their FOI team identified that they did not meet 

the inclusion criteria. This was done by the FOI team on receipt of the FOI request, who 

responded by stating that they did not providing mental health services or that their Trust/ 

health board did not have a leave policy in operation. 

 

3. Each policy was screened on receipt from the FOI team to confirm it met the inclusion 

criteria. 

 

10. Internal Consistency 

To ensure validity and reliability in both the extraction tool, the process of extraction and the data 

coding, the researcher’s supervisors have participated in auditing measures. The researcher’s initial 

supervisor was involved in auditing each category’s extraction tool, leading to their refinement. This 

led to the addition and removal of certain questions and the clarification of others. This process 

increased the usability and reliability of each of the extraction tools, eliminating any discrepancies 
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between different extractor’s decision-making. After a change in supervisors, a sample of the 

extracted and coded data was audited. This was to identify any discrepancies through error. High 

internal consistency was confirmed, between researcher and supervisors, after each of these 

processes.  

 

11. Methodological Limitations  

As with any methodological approach, there are limitations associated with this study’s design. 

Certainly, the results of this study are limited to the data obtained, which was acquired entirely by 

virtue of FOI processes. The researcher recognises that this is not a faultless system and that FOI 

teams have increasing workload demands (Unison, 2019).  Additionally, the researcher 

acknowledges that FOI teams do not employ mental health professionals who understand legislation 

and leave processes. Thus, FOI teams are not expected to have a working understanding of this 

study’s FOI request. If the FOI team did not understand this study’s request letter, coinciding with 

the team’s high workload demands, appropriate data may, consequently, not have been offered.  

A further methodological limitation is the choice of analysis endorsed for this study, in terms of 

ensuring reliability (Potter and Levine-Donnerstein, 1999). The researcher was conscious of this 

limitation when designing and executing this study and, to alleviate such concerns, implemented 

several mitigating processes. Firstly, each extraction tool’s questions are designed from existing 

leave documents, reducing the degree of researcher interpretation. Each tool asks the same 

subdivision of questions to every policy document, edited and cross-referenced to the relevant 

legislative processes. Thus, each policy document has been extracted and analysed to the same level 

of scrutiny. Additionally, the processes described within ‘internal consistency’ encourage 

methodological validity. 

Bias could be considered more relevant in respect to the free text ‘additional information’ box 

(Edwards, 2010). Reliability can be conceptualized differently, depending on the content for analysis 

(Potter and Levine-Donnerstein, 1999). All ‘additional information’ data was manifest content and 

extracted verbatim rather than interpretatively, thus objectivity is more likely (Stempel and Westley, 

1989). The ‘additional information’ content was always anomalous with leave’s existing legislation 

and national guidance. Consequently, the researcher did not consider it feasible to develop a list of 

micro-level coding rules, whereby unknown content was pre-anticipated. The researcher relied on 

their own existing schemas to ensure relevant data extraction and concept-analysis (Potter and 

Levine-Donnerstein, 1999), which is appropriate given their academic and professional experience of 
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leave. However, advantageously, the researcher’s supervisors are from differing professional 

backgrounds and acted as an objective sounding board of the potential concepts identified by the 

research. Collaborative discussions with supervisors allowed the researcher to regularly consider 

many ways to present this content. 

 

12. Ethical consideration 

The study design was approved by Abertay University’s ethics management system. All Trust 

information has been anonymised and coded accordingly. All Trusts / Health boards have been 

anonymised.  
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CHAPTER THREE 
 

I. Introduction  
This chapter will present this study’s results which are organised into five chapters, in accordance 

with the data categories as previously described in the ‘methodology’ section of this thesis.  

102 policies were acquired by virtue of FOI processes20. These policies underwent screening, as per 

Appendix 5’s ‘Policy inclusion and exclusion criteria’. All policies which were excluded on their 

retrieval, guided leave which operated from a general hospital setting rather than from a mental 

health setting21.  

75 leave policies were identified in this study, which either guide civil leave (N = 58; N = 51 in 

England, N = 6 in Wales and N =1 in Scotland); forensic leave (N = 11; N = 8 from England and N = 2 

from Scotland); or informal leave (N = 6, all from England). Civil leave policies which operate in 

England and Wales dominate this study’s results and regrettably, Scottish leave policies (both civil 

and forensic) are significantly under-represented. Additionally, there is no representation of Scottish 

informal leave policies in these results. 60 NHS trusts / health boards had at least one leave policy in 

operation, as of April 2017, please see Appendix 12 for ‘Categorisation of policies’ and Appendix 13 

for ‘Policy properties’.  

An initial review of the attained policies demonstrated significant variation in the choice of endorsed 

information, the level of detail provided, and the use of language. However, most policies did 

include information from their corresponding mental health legislation and confirmed correlative 

leave authorisation processes, for instance that medical staff grant civil leave and the Secretary of 

State authorises forensic leave. Nursing staff, the MDT and carers were mentioned in the vast 

majority of policies but specific details about their actual involvement in leave was underwhelming, 

albeit better described in the forensic leave policies (category three and four) when compared to 

civil leave policies (category one and two). Likewise, the importance of recording leave was 

commonplace, but more direction was provided in the forensic leave policies, as to civil leave 

 
20  The 102 policies were not singularly obtained from 102 different Trust/ Health boards, as 9 Trusts/ health 

boards sent more than one policy.   
21 When a patient in a general hospital facility wishes to leave hospital but there are concerns noted, 
professionals may utilise provisions within the Mental Capacity Act (DoH, 2005).  
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policies. An ‘absent without leave / missing patients’ policy was associated with all categories of 

leave.  

Relatively few policies provided alternate provisions for leave authorisation if the standard process 

could not occur, for instance if the RC was not available to authorise civil leave. Typically, 

organisations do not train their staff in understanding leave, although forensic policies were more 

likely to note associated training, that being in either security procedures or escorting duties. Patient 

involvement was not well represented although again this was better described in forensic policies, 

in comparison to civil leave policies.  Policies typically do not permit student nurses to escort leave 

nor do the policies require leave documentation to be audited. 

A key feature of the dataset was the compelling lack of consensus, with most policies describing 

disparate leave processes or highlighting isolated pieces of information. Examples include the 

definitions of leave, who should record leave and where, the processes around ‘ground leave’, and 

the associated documents and appendixes. This feature was particularly pertinent in respect to the 

‘additional information’ box, where data was customarily unique to the policy document from which 

it was extracted. This lack of consensus proved unsettling for the researcher, who found it 

challenging to formulate an overall understanding of the UK’s leave processes.  

To provide structure to the results, the dataset for each of the five categories were organised 

thematically in accordance with the guiding research questions: 

1. Theme one: Legislative and Governing Content 

Guided by the research question: Do NHS Trust/ health board’s leave policies provide 

information, in accordance with relevant National legislation and guidance? 

 

2. Theme two: Definitions of Leave 

Guided by the research question: What definitions are provided in the UK’s leave policies? 

 

3. Theme three: Roles and Responsibilities  

Guided by the research question: Who do leave policies provide information in relation to: 

medical staff, nursing staff, the MDT, the organisation, carers or patients (either non-

restricted, informal or restricted/forensic)? 

Each of the five categories will present their results in accordance with these three headings.  
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II. Category One; Civil leave policies in England and Wales 22 

 

This category encompasses civil leave policies which operate within England or Wales. As described 

in the introduction of this thesis, civil leave occurs when patients detained under civil legislation 

receive authorisation to leave the ward from their RC, in accordance with the MHA (DoH 1983/ 

2007). The overall dataset yielded 75 policies, with 57 of these policy documents organised into this 

category. 

 

1. Theme One: Legislative and Governing Content 

The civil leave policies included information which is representative of the MHA (DoH, 1983 / 2007) 

more so than the CoP (DoH, 2015) or MHCS (NOMS, 2017). The data shows that 70% of the 57 

policies contained information which relates to specific items of the MHA (DoH, 1983 / 2007). This 

compared to 57% for the CoP (DoH, 2015) and only 12% for the MHCS (NOMS, 2017).  

Despite these figures demonstrating that the MHCS (NOMS, 2017) is not customarily represented, 

interestingly 58% of policies did indicate that victim involvement should be incorporated in leave 

planning; this information originates from the MHCS.  

 

2. Theme two: Definitions of Leave 

Four definitions of leave were identified in the civil leave policies: ‘short-term leave’; ‘long-term 

leave’; ‘escorted leave’; and ‘accompanied leave’:  

 

i. ‘Short-Term Leave’ 

‘Short-term leave’ occurs when a mental health in-patient exits the hospital ward with the 

appropriate authorisation and then returns within a seven-day time period (DoH, 2015).  

Most policies acknowledge the term short-term leave (68%; N = 39) and eleven different definitions 

of short-term leave were identified. These eleven definitions are either distinguished by length of 

time (11%; N = 6), destination (5%; N = 3) or inpatient status (4%; N = 2). The most frequent 

 
22 To note, although civil polices do not exclusively instruct forensic or informal leave processes, reference may 

be made to forensic or informal leave as a subsection of the overall policy document.  
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definition of short-term leave, which was found in just under a third of the policies (30%; N = 17), 

was: “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 note, this definition is not found in the CoP (DoH, 

2015) or MHA (DoH, 1983 / 2007). 

 

Alternate terminology to short-term leave was also identified: ‘overnight leave at home’, ‘weekend 

leave’ and ‘weeks leave’ (N = 2); and ‘therapeutic community leave’, ‘court attendance’, ‘emergency 

leave’ and ‘special leave’ (N = 1). These terms are not recognised legislatively or in any preceding 

national documents.  See Appendix 14 for the full spectrum of short-term leave definitions 

identified.  

 

The ‘additional information’ box captured some unrelated details about short-term leave. One policy 

provided time restrictions for the use of short-term leave23 and another policy allowed the RC to 

authorise short-term local leave ‘flexibly’; the details of this flexibility are not specified but the policy 

suggested that authorisation paperwork be written in such a way that it allowed for respondent 

changes.  

A further policy stated that whilst on short-term leave, a patient’s empty bedrooms could be used 

for another patient’s emergency admission. The impact this may have on either the patient on leave 

or the patient occupying the (only temporarily vacant) room is not discussed.   

 

ii. ‘Long-term Leave’ 

‘Long-term leave’ occurs when a mental health in-patient exits the hospital ward with appropriate 

authorisation, for a time period which extends beyond seven consecutive days (DoH, 1983/ 2007).  

Over three quarters (77%) of the policies mentioned long-term leave but only 33% of these provided 

a definition, either explicitly or implied. All of these definitions were characterised by their length of 

time. See appendix 15 for the full spectrum of ‘definitions of long-term leave’. 

 

The ‘additional information’ box captured some unrelated details about long-term leave. One policy 

suggested that long-term leave should be authorised for a month’s length at most, to allow for the 

regular assessment of that patient’s mental state. Another policy stipulated that patients should 

have direct contact with mental health services within the first seven days of their long-term leave. 

 
23 This suggested leave should only to be granted between 10:00am-20:00pm.  
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The rationale for this is not specified but one may assume it is for the same rationale, to assess the 

patient’s mental state assessment. 

 

iii. ‘Escorted Leave’ 

Leave can be authorised with conditions attached. ‘Escorted’ is one such condition, whereby the 

patient must remain in the legal custody of a member of hospital staff, or any person authorised in 

writing by the hospital managers [i.e. the ‘escort’] (DoH, 2015). 

The overwhelming majority of civil leave policies (89%; N = 51) mentioned the term escorted leave. 

Six different definitions of escorted leave were identified, with the most frequent definition (25%; N 

= 14) reflecting the CoP definition of escorted leave (DoH, 2015): “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”. See Appendix 16 for all policy ‘definitions of escorted leave’. 

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 pre-established 

within any national leave document.  

 

The ‘additional information’ box captured considerable details about escorted leave. For clarity, this 

data has been coded and assorted into the following four headings: ‘Escorted Leave Authorisation’; 

‘Escorting Staff’s Conduct’; ‘Escorting Staff’s Competency’; and ‘Escort Guidance’. 

 

a. Escorted Leave Authorisation 

One policy dictated that escorted leave should only be authorised in hour long time slots, although it 

did not provide any rationale for this regulation. To note, the CoP (DoH, 2015) and MHA (DoH, 1983 

/ 2007) do not stipulate escorted leave’s maximum duration. 

Another policy required the authorisation of escorted leave to consider the escort’s bladder 

function. A further policy did not require the RC to consider the escort’s bladder function but did 

suggest authorising two escorts per episode of escorted leave, in order to navigate this same issue.  

One policy suggested the RC mandate the escort’s gender and a further four policies required the RC 

to stipulate the escort’s gender and ethnicity, thus ensuring the staff member’s demographic 

makeup matched that of the patients. The rationale for these provisions is not described in any of 

the five policies.  

 

b. Escorting Staff’s Conduct 
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The policies provided direction about the escorts’ conduct and behaviour during leave. This included: 

the escort’s use of eye contact (N = 1); that the escort must not smoke (N = 1); that the escort should 

walk with the patient, rather than ahead or behind (N = 1); the necessary apparatus for the escort to 

carry, that being either a mobile phone (N = 4) or a radio (N = 1); and that the escort should “re-

capture” a patient if they “escape” (N = 1); Finally, one policy required escorting staff to carry 

‘complaints cards’, to be offered to the public should there be an ‘incident’ during leave. 

 

c. Escorting Staff’s Competency 

The skillset of the escorting staff member was mandated in eight policies. One example of this was 

that only a registered nurse should facilitate any escorts which involve “giving or receiving a clinical 

handover, assessing social skills, transferring section papers, or escorting a patient to an acute 

hospital” (N = 1).  One policy permitted student nurses to escort leave but only under staff 

supervision. Another policy allowed student nurses to escort leave alone but only if they are 

assessed as being ‘competent’ to do so. The assessment of this competency is not defined within the 

policy.  

After the episode of leave has occurred, two policies suggested that it is the escorting staff member 

who should document the leave intervention. Conflictingly, a separate policy explicitly stated that 

this documentation should only be completed by a registered nurse, who may not have been the 

escort.  

Only one policy required the staff escort to be aware of that patient’s present mental state, their 

clinical history and any associated risk factors.  

 

d. Escort Guidance 

Two policies provide appendix guidance about escorted leave. One of these policies described 

operational security measures and the other ‘prescribed’ escort levels, which reflected a tiered 

‘freedom of movement’ system and directly correlated to the patient’s clinical risk assessment.  

Three further policies ascribed to a separate escorting policy but the content of these were not 

accessed, as per the scope of this study. 

 

iv. ‘Accompanied Leave’ 

A further condition of leave may be for the patient to be accompanied. ‘Accompanied leave’ 

requires the patient to remain in the legal custody of a friend or relative and the person completing 

an accompanied leave must understand and accept this legal responsibility (DoH, 2015; DoH, 2007).  
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Only four policies distinguished between the terms ‘accompanied’ and ‘escorted’ leave. All of these 

four policies cite ‘family and friends’ as being involved in accompanied leave, as opposed to staff. 

However, none of these policies communicated the accompanying person’s legal authority. Concern 

about this legislative understanding is exacerbated further when, contrary to information in the CoP 

(DoH, 2015), a further five policies explicitly state that a patient is not in the legal custody of a carer / 

relative during their accompanied leave. See appendix 17 for the policy ‘definitions of accompanied 

leave’. 

One policy document directs the clinical team to consider the lifestyle choices of carers and 

relatives, when assessing individuals’ suitability to accompany a patient on leave (N = 1).  

Two policies provided written guidance for any person facilitating accompanied leave and in a 

further policy, this is attached as an appendix. A further policy suggested verbal guidance be 

provided to any person facilitating accompanied leave, specifically what action this person should 

take if the patient goes AWOL.  

 

3. Theme three: Roles and responsibilities  

The policies provided detail and direction about the different roles and responsibilities of leave, 

which are associated with distinct groups of people. The dataset has been subcategorised into the 

following headings: medical staff, nursing staff, the wider MDT, the hospital, carers and the patient 

themselves (either the ‘civil’, ‘informal’ or ‘forensic’ patient): 

 

i. Medical staff, aka ‘The Responsible Clinician’ (RC) 

Decisions about the scope, length and conditions of leave are the responsibility of the RC, typically 

this is the patient’s consultant psychiatrist (DoH, 2007). The RC retains the authority for legally 

authorising, amending, and revoking leave under the MHA (DoH, 1983 / 2007). 

98% of the policies (N = 56) stipulated that “only the RC has the responsibility to make decisions 

about leave” (DoH, 2015). Two policies stipulated that the RC should have direct involvement in 

leave authorisation, should there be any potential risk from the patient (who is taking leave) towards 

children. This level of risk was not described; neither was the process for assessing this risk. To note, 

the MHA (DoH, 1983 / 2007) requires the RC’s involvement in all leave authorisations, regardless of 

any specific risk factors (including any risk to children).  

If the RC was not immediately available to make authorising leave decisions, just over a quarter of 

policies (26%; N = 15) provided alternate provisions. The most common provision was for the RC to 
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“authorise section 17 via telephone in an emergency” (53% of policies; N = 8). However, 60% of 

policies (N = 34) did not specify any procedure for getting leave reviewed in the RC’s absence. 

Should there be a transfer of RC, whereby a patient’s care is moved from one RC to another, one 

policy stated that all leave which has been previously authorised is no longer valid. Consequently, 

the transitional authorisation process must begin again. Two further policies included an appendix 

on ‘Allocating and / or transfer of Responsible Clinician’.  

Further details about the RC’s responsibilities were identified within the ‘additional information’ 

box: an RC can grant leave without having personally seen the patient (N= 1); authorisation is not 

required for the emergency evacuation of a hospital (N= 1); and RC’s cannot sign blank leave forms, 

with the intention of these being subsequently completed by other staff member (N= 1). 

The extraction tool associated with this category (Appendix 7) asks 34 questions (60% of the tool’s 

overall questions) about the RC’s leave practices24. This information was present 53% of the time 

(range 5-98, median 49) and was more likely to be in the policy if the intelligence was derived from 

the MHA (1983/ 2007; mean = 98%; N = 4; range 91-98, median 92), rather than the CoP (DoH, 2015; 

mean= 56%; N = 22, range 26-88, median 51) or the MHCS (NOMs, 2017; mean=10%, N = 6; range 5-

14, median 0%). This reflects the findings within theme 1: ‘Legislative and Governing Content’, that 

the MHA is most represented in this category of policies.  

 

ii. Nursing staff  

Typically, mental health nurses are responsible for facilitating individual leave episodes (Barlow and 

Dickens, 2018). This responsibility includes any immediately preceding authorisation (or not), as well 

as organising any practical arrangements in line with the RC’s stipulated leave conditions, for 

example if the patient must be escorted. Ninety-five per cent of policies (N = 54) mentioned nursing 

staff as being involved in leave. The extraction tool associated with this category (Appendix 7) asks 

15 questions about nursing staff’s involvement in leave25 and these questions were answered 45% of 

the time (range 9-93, median 44).  

Further details about the nurse’s responsibilities were identified, within the ‘additional information’ 

box. This data has been organised into four headings: ‘Implementing leave’; ‘Rescinding leave’; ‘Post 

Leave Activities’; and ‘Appended Guidance’: 

 

 
24 Each extraction tool was devised from information already found in national leave documents. Thus, the 

representation of questions about the RC, 60%, is indicative of representation about the RC within national 

leave documents.  
25 The representation of questions about nursing staff is again indicative of representation about this profession 

within national leave documents. 



38 | P a g e  
 

a. Implementing leave 

Prior to implementing leave, a small number of policies assigned responsibility for completing ‘pre-

leave checks’ to nursing staff (7%, N = 4) however, these are not detailed or described in any of the 

policies.  

Nursing staff are considered responsible for the ward’s staffing levels (N = 6) and any adverse 

weather (N = 1), should these factors prevent a patient from accessing their leave. 3 policies 

suggested, in either of these circumstances, that the nurse completes an adverse incident report. 

One policy suggested holding a ‘leave planning meeting’ at the beginning of each day, as a strategy 

for managing such issues.  

Finally, one policy stipulated that nurses must be qualified for at least six months before 

implementing any episodes of leave. 

 

b. Rescinding leave  

Just under half of policies (47%; N = 27) suggested the circumstances which would indicate that 

nursing staff should rescind an episode of leave. The most common response was a ‘deterioration in 

[the patient’s] mental state’ (N = 18, 32%), followed by ‘change in (the patient’s) risk’ (N = 15, 26%). 

One policy specifically noted that nurses should not refuse to implement leave with a punitive 

rationale (N= 1). 

Rescinding an episode of leave is noted to be the responsibility of either the ‘nurse in charge’ (N = 

20), the patient’s ‘named nurse or nurse in charge’ (N= 1), or the ‘shift co-ordinator, primary worker 

or associate worker’ (N= 1).  30% (N = 17) of policies communicated the procedures that nursing staff 

should follow, in the circumstance that they must rescind an episode of patient leave. The most 

common response was to ‘document / record’ (N = 18, 32%), followed by getting the ‘RC to review 

patient’ (N = 19, 33%). 

 

c. Post Leave Activities  

After an episode of leave, only one policy required nursing staff to review the outcome of leave with 

the patient (N = 1). Separately, two polices stipulated that leave documentation should be audited, 

either weekly (directed to be the responsibility of the nursing ward manager [N = 1]) or monthly (the 

responsibility of all staff nurses) (N = 1). 

 

d. Appended Guidance 
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Three policies (5%) attached, as an appendix to their document, nursing guidance for the 

implementation of leave. A further policy included a flowchart, which demonstrates the involvement 

of nursing staff in leave processes.  

 

v. The MDT 

The MDT is a group of health or social care professionals, who each have expertise in their individual 

specialist field, and who are united for the purpose of planning and implementing a patient’s care. 

Six questions asked (within this category’s extraction tool) specifically relate to the MDT’s 

involvement in leave (see Appendix 7)26. Five of these questions are answered with a ‘yes or no’ 

response, which produced a response rate of 63% (range 9-93, median 44). 

Further details about the MDT’s responsibilities were identified. This data has been categorised into 

two headings: ‘Paperwork’ and ‘Miscellaneous’. 

 

a. Paperwork 

79% of policies (n = 45) indicated that “professionals (and other people in the community who need 

to know) should receive copies of leave authorisation”. However, one policy suggested this is only 

necessary if the patient’s leave exceeds eight hours in time.  

A separate policy stated their Trust’s community workers are responsible for accessing and 

searching the Trust’s online recording systems for any updates on their patient’s leave. This is an 

alternative to waiting for direct updates about their patient’s leave from the ward staff. 

 

b. Miscellaneous  

There were some details captured within the ‘additional information’ box which did not co-ordinate 

with other details about the MDT. For example, one policy document described monthly risk 

meetings, which take place between the police’s vulnerable people’s unit and the nursing ward 

managers. Another policy suggested good practice involves the MDT reviewing leave at least 

monthly and a further policy required all patients utilising leave to be allocated a care co-ordinator. 

Only one policy explicitly identified wider members of the MDT as being able to facilitate an 

accompanied leave arrangement, that being a “social worker [or] support worker from an external 

agency”.  

 

vi. Organisational 

 
26 26 The representation of questions about the MDT is again indicative of their representation within national 

leave documents. 
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The organisation, from which leave takes place, retains overarching responsibility for the quality and 

safety of any care delivery. In the context of this study, each NHS health board or Trust is an 

individual organisation27. 

The organisation’s ‘duty of care’ extends to the patients receiving care and to the staff delivering this 

care. Organisational duties and responsibilities encompass clinical negligence and misconduct, 

governing staff, and training needs; these are typically orchestrated by the organisation’s board of 

directors or hospital managers. Each organisation is also responsible for devising their policy’s leave 

content.  

Twenty-two questions (within this category’s extraction tool, see Appendix 7) ask about the 

organisation’s responsibilities for leave. 73% of these questions (N= 16) can be answered with a ‘yes 

or no’ response, which averaged a 42% positive response rate (range 2-88, median 44).  

The dataset identified six different organisational responsibilities for leave. These were: ‘Policy 

appendices, associated documents and citations’; ‘Systems for Recording Leave’; ‘Staff Training’; 

‘Hospital Grounds and Buildings’; ‘Renewal of leave’; and ‘Photography’:  

 

a. Policy appendices, associated documents and citations  

There were, on average, three different appendices per policy (range 1-39, median 2). 56 different 

categories of appendix were identified and classified as either: ‘leave paperwork’; ‘professional 

guidance’ and ‘non-professional guidance’; ‘clinical’; ‘forensic’; ‘legislative’; ‘trust level’ and ‘policy 

compliance’. The most common appendix, found in most policies (70%; N = 39), was a ‘section 17 

form’. Six policies did not attach any appendices. Intriguingly, ‘Information for press release in event 

of absconsion’, is available as an appendix in one policy. See Appendix 18 for ‘Appendices attached 

to category one leave policies’.  

There was an average of four different policy and / or procedural document citations per leave 

policy (range 1-41, median 3). 56 different policy and / or procedural document were identified, 

categorised as either ‘clinical’, ‘legislative’, ‘forensic’ or ‘procedural’. The policy most associated with 

leave policies, found in 73% of policies (N = 41), was an ‘absent without leave / missing patients’ 

policy. 13% of policies (N = 7) do not cite any other policy or procedural document as being relevant 

to their leave policy. See Appendix 19 for ‘Associated policies, as cited within category one leave 

policies’.   

On average, each policy referenced four different external documents (range 1-46, median 1). The 

53 referenced documents have been categorised in this study as either ‘legislative’, ‘court cases’, 

 
27 As per the MHA (1983 / 2007).  
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‘Department of Health documents’, ‘literature’, ‘Care Quality Commission documents’, ‘forensic’ or 

‘other’. The top three most cited references were: the ‘Department of Health (2015). Mental Health 

Act Code of Practice, TSO: London’ (cited in 81% of policies, N= 46); the ‘Mental Health Act (1983) as 

Amended (2007). HMSO: London’ (or any specific part thereof) (cited in 68% of policies, N= 39); and 

the ‘Department of Health (2008) Reference Guide to the Mental Health Act, TSO: London’ (cited in 

35% of policies, N= 20). Only one policy did not include any references. See Appendix 20 for 

‘Referenced documents, as cited within category one leave policies’.  

 

b. Systems for Recording leave 

20 different methods of recording leave were identified, with three systems overwhelming the 

overall responses. 88% of policies (N = 50) state that leave (either routine or emergency) should be 

recorded on a legislative authorisation form (‘Section 17 form/ Leave authorisation form/ MHA local 

form’), either electronic or handwritten; 72% of policies (N = 41) required leave to be recorded in the 

patient’s clinical notes and 47% of policies (N= 27) stated that leave should be recorded in an 

‘electronic recording system’ (i.e. RIO, PARIS)’.  Five policies attached an appendix, describing how to 

record leave. A further policy had the appendix ‘leave monitoring/ recording form/ log’. 

 

c. Staff Training 

Four policies (7%) acknowledged some form of training as being associated with leave. Two of these 

polices described their training as: ‘forensic service radio’, ‘escort training’, ‘S17 leave training’ and 

‘MAPPA breakaway training’ (N = 1) and ‘security training’ (N = 1). The third policy’s training is titled: 

‘Trust standards around the granting and exercising of leave’ (N = 1), which takes place every two 

years for qualified nurses and ‘mental health professionals’. The final policy required doctors and 

qualified nursing staff to be trained on the use of leave as part of ‘yearly Mental Health Act 1983 

updates’ (N = 1), which takes place on an ‘ad hoc’ basis. 

Contrastingly, one policy explicitly stated that no training is required for any staff on the use of 

leave. 

 

d. Hospital Grounds and Buildings  

14% of policies (N = 8) provided details of their organisation’s hospital grounds parameters. The 

mean word count of these descriptions was 141 words (range 24-322; median 74) which reflects the 

level of detail provided. Only one policy includes a map of the hospital grounds (attached as an 

appendix to their policy). Three further policies referred to their hospital sites but did not provide 

the exact boundaries of these grounds.  
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Despite the CoP (DoH, 2015) explicitly stating that there are no formal authorisation procedures 

associated with grounds leave, some policy documents gave conflicting guidance. Two policies 

impose a formal authorisation procedure, which must be followed in all circumstances. Another 

policy suggested the patient’s individual ‘risk level’ should direct whether a formal authorisation 

procedure is adopted; the patient’s ‘risk level’ is neither detailed nor described in this policy. A 

separate policy requires formal authorisation but specifies that this is only because some parts of 

the hospital (which are located on the same site) are managed by a different organisation. Two 

further policies provide conflicting information about the authorisation of grounds leave; that a 

formal procedure is necessary but also, within a separate section of their policies, that it is not 

necessary.   

One policy attached a form with which the RC should ‘authorise’ grounds leave. This policy does 

acknowledge that this form is not legally binding authorisation paperwork (such as with a section 17 

form) and that it is not necessary if a patient is only moving around the hospital building. 

 

e. Renewal of leave  

Four policies stated that they do not require a patient to be physically ‘living’ in the hospital in order 

to receive leave authorisation. This reflects the Court of Appeal rulings: “it is not necessary for a 

patient to be an ‘inpatient’ at the time that detention was renewed, but that it was sufficient for the 

patient’s care plan to include periods of treatment in hospital” (1999).  

 

f. Photography  

Four policies had procedures for photographing civil patients. These were either cited as being 

available in separate document (N = 3) or were contained within that policy’s appendix, (N =1). As an 

alternative to photography, a further policy referenced the use of CCTV imagery.  

 

IV. Relatives and Carers 

Any person who is either connected to the patient by blood or marriage and / or provides unpaid 

care may be considered a relative or carer. Whilst the term ‘nearest relative’28 is used in legislation 

(DoH, 1983 / 2007), which grants one family member certain rights and responsibilities, ‘carers / 

relatives’ do not have any contractual or legal responsibilities. As there is no legislation surrounding 

carers / relatives, this person may be under the age of 18 years old. No policies specified otherwise.  

The COP allows relatives and carers to accompany a patient on leave (DoH, 2007). 

 
28 Section 26 of the MHA (DoH, 1983 / 2007) sets out a list of people who can be the nearest relative.  
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Six questions (within this category’s extraction tool, see Appendix 7) specifically ask about carers 

and/ or relatives. All these questions can be answered with a ‘yes or no’ response and averaged a 

55% positive response rate (range 2-98, median 57). A staggering 98% of policies acknowledged 

carers / family and yet the level of detail about this groups involvement in leave was 

underwhelming.  

Only one policy detailed the procedures for carers to follow, in order to access the patient’s RC and 

only one policy states that relative’s involvement in leave planning must be documented. 

Only four policies provided written guidance for carers about leave, and one of these is titled as 

being suitable for both patients and carers.  

Of great concern, two policies stated that leave should not be given if the patient does not consent 

to their family’s involvement in leave planning processes, which directly contradicts direction from 

the CoP (DoH 2015). 

 

v. Civil Patients  

For the purpose of this study, any person who is admitted and detained in hospital has been 

classified as a ‘civil patient’. This person is unable or unwilling to agree to their hospital admission, 

but they are not subject to forensic jurisdictions. This person is eligible for section 17 leave but is 

subject to authorisation processes as detailed under the MHA (DoH, 1983 / 2007).  

Thirteen questions (within the extraction tool associated with this category, see Appendix 7) ask 

about the civil patient. Twelve of these questions can be answered with a ‘yes or no’ response and 

averaged a 57% positive response rate (range 19-91, median 61).  

91% of policies indicated that leave paperwork should be given to the patient themselves (the 

highest response to any question about the civil patient), indicating some involvement of patient’s in 

their own leave processes. However, patient involvement in leave is not embellished in the policies 

much further. For example, only two of the 57 policies require the patient’s agreement with their 

own leave arrangements, with an equal number of policies (N = 2) explicitly stating that the patient’s 

agreement is not required.   

Only 10 policies (18%) specified where a patient’s own views about their leave should be recorded, 

which was either within the patient’s clinical notes (N = 5), a specifically designated ‘patient’s views’ 

record (N = 3) or within their leave care plan (N=1). Furthermore, only one of these policy’s note that 

a patients’ views about leave should “inform future decision making” and “could include directives 

about how to deal with crisis or goals to be achieved”. When recalling leave, two policies required 

these details to be recorded in the patient’s notes but did not specify that this rationale should be 

explained to the patient too. This not only conflicts with information found in the CoP (DoH, 2015) 
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but also does not indicate patient involvement. Finally, only one policy specified that the details of 

leave (restrictions and requirements) must be personal to the patient. 

 

vi. Informal Patients 

Informal patients voluntarily agree to their mental health hospital admission and are not detained 

under any legislation (MHA, 1983 / 2007). Despite no legal procedures existing to describe informal 

leave processes, three policies used legislative terminology which are associated with the MHA 

(1983 / 2007); these are ‘section 17 leave’ (N =2) and ‘RC’ (N = 1). A further policy suggests leave is 

formalised within a “formal, binding, written contract with the patient” (N = 1). 

Three separate policies did distinguish between informal leave processes and the implementation of 

section 17 leave. Two of these three policies required the MDT’s agreement to authorise informal 

leave, rather than just the RC alone. The other policy permitted the nurse in charge to authorise 

informal leave (N = 1).  

Eight questions (within this category’s extraction tool, see Appendix 7) ask about informal patients 

accessing informal leave. All these questions are answered with a ‘yes or no’ response. Despite the 

majority of policies (53%; N=30) mentioning informal patients and leave, there was only a 19% 

averaged positive response rate (range 2-53, median 13) and only one policy explicitly stated that 

informal patients have the right to leave hospital at any time and that they should be aware of this 

right (the lowest response rate obtained from any question about informal leave).  

 

Four policies have informal leave appendixes, which includes an ‘informal patient’s leave of absence 

form’ (N = 1) and a ‘practice note’, which details how the clinical team should consider the impact of 

clinical observations on any informal patient’s leave (N = 1). A further policy identified that an 

informal patient may have restrictions on their leave because of independent legal bail conditions. 

 

vii. Forensic patients 

Forensic patients require the additional authorisation of the Secretary of State in order to have 

access to leave (MOJ, 2017). Nineteen questions (within category one’s extraction tool, see 

Appendix 7) ask about the forensic patient utilising leave; all these questions can be answered with a 

‘yes or no’ response. Despite 93% of policies (N=53) mentioning restricted patients, these questions 

only averaged a 32% positive response rate (range 4-93, median 12). The anomaly in this data, and 

the overwhelming highest response rate, is the 93% of policies (N=53) which state that the RC can 

only grant leave with ‘Secretary of State’ approval. 
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Four policies stated that forensic patients require ‘Secretary of State’ authorisation in order to gain 

access to the hospital grounds. This directly contradicts the procedures for grounds leave as detailed 

in the MHCS (NOMS, 2017). A further policy stated that any ‘restricted patient’, who is subject to 

additional ‘Multi-Agency Public Protection Arrangements’29 and who is seeking leave authorisation, 

requires additional paperwork to be submitted to the Secretary of State. 

 One policy note that accompanied leave is not recognised by the MOJ for forensic patient’s, 

suggesting this leave should be classified as ‘unescorted’ instead. 

Six different categories of forensic appendix were identified, which predominantly reflected existing 

MOJ guidance and leave forms (2017). A link to a MOJ website was cited in 16 policies.   

 

4. Category One Summary  

To summarise, the information within category one policies originate from the MHA (DoH, 1983 / 

2007) significantly more so than the CoP (DoH, 2015) or the MHCS (NOMS, 2017). However, this 

largely reflects the original content verbatim, rather than the policy expanding upon or applying this 

information practically for its readers; this matter is significant given that only 7% of policies refer to 

staff training for leave. From this one may assume that staff direction and their understanding of 

civil leave is predominantly communicated via leave policies. For example, despite 98% of policies 

recognising that the RC is the only person who can make decisions about leave, as specified in the 

CoP (DoH, 2015), very few policies provide any direction about how these leave decisions should be 

authorised in the RC’s absence. In the small number of policies who did provide an alternate 

provision, this was typically to allow the RC to authorise leave via telephone but only in an 

emergency scenario.  

Information about the nursing profession also mirrors the above paradigm, whereby 45% of leave 

policies mention existing information about nursing staff (already detailed in the CoP [DoH, 2015]) 

but seldom expand on this content. As such, this study’s results do not provide a robust and 

collective understanding of the nurse’s role in civil leave. This is significant given that nursing staff 

appear to be responsible for the day to day planning and management of civil leave. The only 

nursing details which are ascertained is that the ‘nurse in charge’ is responsible for rescinding 

individual episodes of leave and the most frequent rationale for them doing so is a “deterioration in 

[the patient’s] mental state”. 

 
29 ‘Multi-agency public protection arrangements’ are implemented for the management of violent and sexual 

offenders.  
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The above pattern can also be seen regarding carers. An overwhelming 98% of policies mention 

carers and/or relatives. However, the value of this is questionable, given the relative absence of any 

‘usable’ content about carer’s involvement in civil leave. Where original carer content is provided by 

the policy, this is controversial; one of these policies requires relatives’ lifestyle choices to be 

considered by the patient’s clinical team and subsequently determined ‘suitable’ (or not) for 

facilitating an episode of accompanied leave. Controversy was also evident in details about staff 

escorts involvement in civil leave. Four policies suggest a staff escorts’ demographic makeup should 

match that of the patient being escorted on leave; one policy requires staff escorts to carry a 

‘complaints card’, in anticipation of leave ‘incidents’ and another suggests escorting staff “re-

capture” a patient if they “escape”. One policy document includes the appendix ‘information for 

press release’. These policy directions do not prioritise or reflect the values which underpin the 

health care profession. 

Patient-based questions were answered in 57% of civil leave policies. However, it is unclear to the 

extent of which the patient group is collectively considered in real terms by the policy makers. Only 

10 policies require the patient’s personal views (about their own leave) to be recorded and 

conflicting information was found (between the policies) about patient’s consent to their own leave 

arrangements. Only one policy requires nurses to debrief with patients’ post-leave.  

There were incorrect details found in the policies, including the necessary authorisation procedures 

for grounds leave, the legislative understanding of informal leave and the definitions of short and 

long-term leave. Furthermore, the civil leave policies do not have a clear distinct understanding 

between escorted and accompanied leave, including the jurisdiction of any person accompanying an 

episode of leave.  

 

The majority of ‘additional information’ about leave was disparate, unique to the policy document 

from which is was extracted. Novel leave practices and information were not collectively understood 

and unanimously followed by a body of NHS Trusts. However, there are some details in the civil 

leave policies which are relatively consistent. For example, that leave should be documented, which 

is typically recorded within a section 17 form. Likewise, most policies associate their leave practices 

with their Organisation’s AWOL policy. It is also well recognised that wider members of the MDT 

should receive leave paperwork.  

 

These key findings will be explored in detail within the thesis discussion, particularly so given that 

category one results contribute three quarters of the overall data yield.  

 



47 | P a g e  
 

III. Category Two; Civil leave policies in Scotland 

This category addresses civil leave policies which operate within Scotland. This category of polices do 

not describe or instruct the practice of forensic or informal leave. Rather, these policies only instruct 

leave practice for patients detained under Scottish civil legislation, who are authorised leave by their 

RMO. These patients are required to remain in hospital under the terms of the MHCTA (Scottish 

Parliament, 2003).  The overall dataset yielded seventy-five policies but only one of these policy 

documents organised into this category. 

 

1. Theme One: Legislative and Governing Content 

This policy only contained information about one specific piece of information from the ‘Guidance 

on best practice when suspending compulsory treatment’ (Mental Welfare Commission for Scotland, 

2008)30 by stating that only the RMO has the responsibility to make authoritative leave decisions. 

This policy did not contain any information which originates from any national forensic leave 

documentation (Scottish Government, 2010).  

 

2. Theme Two: Definitions of Leave  

This policy did not provide any leave definitions, either originally derived or which currently exist 

within Scottish legislation, for instance ‘SUS’ (Scottish Parliament, 2003). 

 

3. Theme Three: Roles and responsibilities  

i. Medical Staff 

This policy assigned the ‘Consultant Psychiatrist’31 the responsibility for setting out patient’s leave 

conditions, which included the duration, frequency and dictating if an accompanying or escorting 

person is required.  

Should a patient’s leave reach 28 days in collective duration,32 the policy credited the Consultant 

Psychiatrist as being responsible for informing the patient, their named person33, their GP and their 

 
30 This is the only national document which offers information about civil leave within Scotland. 

31 To note, the legislative term ‘RMO’ is not used in this policy. 
32  672 hours 
33 A named person is assigned to each person detained under the MHCTA (Scottish Parliament, 2003). The role 

of the named person is to represent and safeguard the patient’s interests. 
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designated mental health officer34.  If, after 28 days of collective leave, the patient still required 

detention under the mental health act (Scottish Parliament, 2003) the Consultant Psychiatrist must 

then make an application for a ‘Compulsory Treatment Order’35 (Scottish Parliament, 2003).  

 

ii. Nursing Staff 

This policy appointed nursing staff as being responsible for planning, monitoring and recording 

leave. As part of this, the policy required nursing staff to have “knowledge of all inpatients detained 

under the Act”. The extent of this knowledge and the details of ‘planning, monitoring and recording’ 

were not further detailed.  

 

iii. MDT 

This policy required the MDT to make ‘decisions’ about granting leave but no further information 

was provided. 

 

iv. Relatives and Carers 

This policy introduced the term ‘Responsible Person’, who is “a family member, friend or carer who 

has been deemed able to take responsibility for another individual for a specific period of time”36. The 

responsible person may be present with a patient when they use leave, but no responsibilities were 

described in association with this role.  

 

v. Patient (civil, informal or forensic) 

This policy did not mention any role the patient may have, in respect to their own leave.  

 

vi. Organisation  

This policy cited “Escort Duties Guidelines and Procedures” as a related document to leave, although 

‘escorted leave’ was not mentioned or described in the main policy document.  

The references cited in this policy are the “Mental Health (Care and Treatment) (Scotland) Act 2003” 

(Scottish Parliament, 2003) and “Suspension of Measures Authorised in All Relevant Categories of 

Compulsory Treatment” (Mental Welfare Commission for Scotland, 2008).  

 
34 Mental Health Officers are social workers who have an additional ‘Mental Health Officer Award’. Mental 

Health Officers have statutory responsibilities, associated with a patient’s mental health legislation.  
35 A ‘compulsory treatment order’ is a 6-month detention under the MHCAT (Scottish Parliament, 2003). 
36  ‘Responsible Person’ differs from the legislative term ‘named person’, under the MHCAT (Scottish 

Parliament, 2003).  
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Four appendices were attached to this policy; an authorisation form, two recording sheets and a 

leave care plan.  

 

4. Category Two Summary  

From the overall dataset, of which there were seventy-five policies, only one policy was included in 

this category. This policy confirmed that a medical professional makes authoritative leave decisions, 

although the legislative term RMO was not adopted. The MDT are responsible for ‘granting’ leave 

and nursing staff retain responsibilities for ‘planning, monitoring and recording’ leave, although 

there was no further oversight into these professional duties.  The patient was not assigned any 

responsibilities for their own leave but ‘responsible persons’ could be in attendance when a patient 

takes their leave.  

This policy did not include any information about forensic leave and no definitions of leave were 

identified. The documentation associated with this policy included care plans, recording sheets and 

authorisation forms.  ‘Escorted leave’ was not discussed in the policy although escort guidance 

document was cited.   

Given the low yield of policies in this category, it is difficult to ascertain if these results can be 

generalised to the landscape of civil leave practices which take place within Scotland. Consequently, 

category two’s results will not be shaping this thesis’ discussions.  
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IV. Category Three; Forensic leave policies in England and Wales 

This category addresses forensic leave policies which operate within England and Wales. This 

category of polices do not describe or instruct the practice of civil or informal leave, but rather only 

guide leave for those detained under Criminal Mental Health legislation (Ministry of Justice, 2017) 

who thus require additional Secretary of State authorisation. The overall dataset yielded seventy-five 

policies, with nine of these policy documents organised into this category. 

 

1. Theme One: Legislative and Governing Content 

There was a greater representation of the MHA (DoH, 1983 /2007) in this category of policies, when 

compared to the MHCS (NOMS, 2017) and the CoP (DoH, 2015). For instance, 100% of the policies 

answered ‘yes’ to “Does the policy mention ‘escorted leave’ as a condition [of leave]?” which is 

information derived from the MHA (DoH, 1983 / 2007), in comparison to only 27% of policies 

containing information derived from the MHCS (NOMS, 2017) and 23% from the CoP (DoH, 2015)37.  

 

2. Theme Two: Definitions of Leave  

There were two leave definitions identified in this category of forensic policies, ‘escorted leave’ and 

‘forensic ground leave’. 

 

i. ‘Escorted Leave’  

44% of policies (N = 4) provided a definition of escorted leave: “under the direct supervision of staff” 

(N = 1); “in the custody of the escort who has powers to convey and restrain” (N = 1); and “with the 

patient at all-times” (N = 2). Two of these policies (22%) divided escorted leave further into: 

‘personal escort’ (constant contact and engagement with the patient on a 1:1 basis); ‘detaining 

escort’ (used when transporting a patient to court for other essential external activities);  ‘group 

escort’ (which is a maximum ratio of 1 staff to 3 patients); and ‘deterrent escort’ (defined as two 

members of staff with one patient, one of whom must be the same gender as the patient). 

 
37 To note, only 1 question from this category’s extraction tool was designed from information within the MHA 

(DoH, 1983 / 2007) compared to 17 questions for the MHCS (NOMS, 2017) and 10 questions for the CoP (DoH, 

2015). 
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All policies which mentioned escorted leave had compulsory training associated with this duty. See 

further details of this training within ‘Theme Three’, under ‘Organisation’. One policy described how 

escorting staff should be of the “relevant gender” (N = 1) but this was not further specified.  

One policy, which operated within a high secure forensic service, required staff escorts to carry a 

digital photograph of the patient with them on leave. This staff member was also subject to being 

searched before and after escorting an episode of leave, as per that Trust’s ‘Staff searching policy’. 

 

ii. ‘Forensic ground leave’  

Two policies provided very different definitions of ‘forensic ground leave’, that being either “a period 

of prescribed time a patient spends out of the ward, with or without a nurse/staff escort, but 

restricted to the internal hospital grounds” or “all episodes of leave granted within the geographical 

boundaries of the grounds of [named] hospital and outside of the perimeter of the individual units”. 

To note, there is no pre-determined legislative definition of ‘forensic ground leave’.  

 

3. Theme Three: Roles and responsibilities  

i. Medical Staff 

One policy provided a leave form, with which the RC can apply for forensic patient leave to the 

Secretary of State. In completing this form, the policy advised the RC to record the aims, risks and 

conditions of that leave. 

Five policies indicated that the RC can use their own discretion to authorise leave but only in an 

emergency, for example if the patient required urgent medical attention.    

 

ii. Nursing Staff  

Eight policies mentioned nursing staff’s responsibilities for leave which included: completing pre-

leave paperwork (N = 6); completing a pre-leave mental state assessment (N = 1); organising 

escorting staff (N = 1); and ensuring escort staff are aware of their duties (N = 4). One policy also 

required the nurse to establish that the patient is not in possession of a weapon and, separately, to 

advise the patient to use the toilet before their leave.  

 

iii. The MDT 

All policies noted the MDT’s involvement in leave processes, whether that be authorisation (N =6); 

setting and recording leave conditions (N = 4); risk assessments (N = 5) or leave plans (N = 3). MDT 
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meetings were identified as a space for sharing and distributing leave plans (N = 1). MDT meetings 

take place weekly (N = 1) or fortnightly (N = 1).  

 

iv. Forensic Patient 

As described earlier in this thesis, this category of policies exclusively governs forensic patients’ 

leave; only forensic patients can be admitted to a forensic mental health service and they require 

authorisation from the Secretary of State for access to leave (MOJ, 2017). Consequently, the nine 

policies only contain patient information about those persons subject to forensic stipulations.   

Three of these policies allowed the forensic patient to initiate the leave process by making requests 

to the MDT. Three policies made statements about the forensic patient taking some responsibility 

for their leave (N = 3), for instance “The service encourages service users to work towards 

recognising and managing their own risk in relation to their offending behaviour and to take 

responsibility for themselves to their maximum potential” (N = 1). 

Two policies stated a forensic patient’s care plan should identify their sex offender register status. 

 

v. Reception 

Unlike the policies organised within category one or two, a hospital’s reception, the front office 

whereby administrative tasks are completed, were also assigned responsibilities for leave in this 

category of policies (N = 5). These duties were either to: retain leave cards (N = 2); check leave card 

authorisation when a patient exits the hospital (N = 3); issue leave equipment, such as mobile 

phones (N = 4); monitor the time, in anticipation of the patient’s return (N = 1); or to monitor CCTV 

during a patient’s leave (N = 1).   

 

vi. Organisation 

The ‘additional information’ box captured the organisational responsibilities about forensic leave. 

For clarity, this data has been coded and assorted into the following four headings: ‘Policy 

appendices, associated documents and citations’; ‘Procedures for risk management’; ‘Time and 

location restrictions’; Care-planning; ‘Staff training’; ‘Recording leave’; and ‘Children’: 

 

a. Policy appendices, associated documents and citations 

An array of documents were cited as being associated to the leave policies however, there was no 

consensus. Typically, the associated documents described risk or security procedures, such as ‘drugs 

and alcohol policy’ (N = 1), ‘lone working policy’ (N = 1), vehicle (N = 1) and handcuffing (N = 1) 

procedures.  
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All the leave policies attached at least one appendix. Again, there was dissensus, with the only 

repetition being a: map of the hospital grounds (N = 3); escort guidance (N = 3) and a risk assessment 

(N = 2).  

 

b. Procedures for risk management  

Risk was a prevalent feature of the category three policies as seen in preceding conjectures of risk 

management, by way of the ‘receptions’ role in leave. All the policies cited at least one type of risk 

assessment form, noting that these forms must be completed prior to the forensic patient having 

access to their leave.  

Seven organisations searched their forensic patient’s person as a risk management strategy. Some 

policies required ‘routine’ searching whereas other organisations only searched patients if there 

were ‘significant concerns’, the details of which were not provided.  

Communication equipment, that being either a radio (N = 5) or mobile phone (N = 8), is used by 

escorting staff with the purpose of managing risk during leave. Further risk management procedures 

include money monitoring (N = 3), leave authorisation cards (N = 4), handcuffs (N = 3) and CCTV (N = 

2). 3 policies mentioned procedural methods for the transportation of forensic patients during for 

leave. 

Six policies required consideration to any victims of the forensic patient’s past criminal activity. One 

policy describes this process as taking place within ‘care planning procedures’. 

 

c. Time and location restrictions 

Unlike civil leave policies, as per category one and two, seven of the category three policies specified 

the times when leave cannot be used: after 8pm or when dark (N = 5); after 8:30pm (N = 1); before 

8am (N = 1) during therapy (N = 4); and during meals (N = 1). Three policies specified where leave 

can take place with specific street names and distance parameters.  

Scheduling leave, via timetabling processes, is advocated for in three polices; one policy notes this is 

to prevent banned or illicit substances being exchanged between patients.  

 

d. Care-planning 

Six policies required a leave care plan to be in situ prior to any episode of leave taking place. Five of 

these six policies provided direction about the care plan’s content, which should include the 

conditions of leave, the number of escorts, any restrictions, the leave destination, the activity which 

should to take place, and a contingency plan.  
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e. Staff training 

Six policies communicated their staff training requirements for leave which was described as being 

either ‘escort training’ (the details of which were not specified further) or security related, for 

example ‘search training’, ‘handcuff training’ and training on the ‘Management of Actual and 

Potential Aggression’. 

 

f. Recording leave 

All policies required leave to be recorded and 14 different recording systems were identified for this 

purpose. The recording systems cited more than once were: the patient’s notes (N = 8); the security 

book (N = 4); the MDT Record (N = 2); the movement board (N = 2); the escort record (N = 2); and 

the daily leave record (N = 2). 

One policy requires leave documentation to be audited annually and another suggests it is subject to 

a ‘regular’ audit, whereby no time frame was provided.  

 

g. Children 

Seven policies communicated risk management strategies specifically for the protection of children 

with the forensic patient’s past criminal history and general behaviour triggering an assessment of 

this risk. These details should be detailed within the patient’s risk assessments, care plans, clinical 

notes, and communicated to any staff escorts. Two of these policies cited the following documents 

as being associated with leave: “Identification of Individuals Who Present a Risk to Children” and 

“Secure Services Children’s Visiting Policy”. 

In one policy, if the patient poses any risk to children, leave planning must involve a ‘Joint Child 

Protection Panel’38 which is in accordance with that Trust’s ‘Authority’s Child Contact Policy and 

Procedures’. 

 

4. Category Three Summary  

Out of the overall seventy-five policies, nine was included in this category with information which 

derives from the MHA (DoH, 1983 / 2007) being most represented within the policy content.  

 Two policies provided a definition of ‘forensic ground leave’ and four policies provided a definition 

of ‘escorted leave’, although all of the policies mention ‘escorted’ as a possible condition of leave 

 
38 This involves inter-agency working to safeguard the welfare of children. 

 



55 | P a g e  
 

and all policies had compulsory training associated with escorting leave. This level of escort detail 

was greater than that of the previous two categories of policy.  

Although Secretary of State approval is required for forensic leave authorisation, five policies 

allowed the RC to authorise leave in emergency circumstances. Nearly all (N=8) policies detailed 

some nursing staff responsibilities and all policies detailed the MDT’s involvement in leave. This 

category notes the hospitals reception as having duties for leave, which was not evident in the 

previous two policy categories.  

The patient’s involvement in leave was well represented in this category, whereby they can make 

leave requests to the MDT and are encouraged to take some responsibility for their own leave.  

Risk management was significantly represented in these policies, in the associated documents and 

citations but also within the policy content. Robust risk management strategies were detailed 

including searching patients and time scheduling leave, to prevent the exchange of illicit substances. 

seven policies described risk management strategies specifically for the protection of children.   

Six policies required leave to be detailed within a patient’s care plan, with one policy requiring the 

patient’s sex offender status to be explicitly stated in this document. Recording leave is mandatory 

in all policies, although the location for this documentation varied.  
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V. Category Four; Forensic leave policies in Scotland 

This category addresses forensic leave policies which operate within Scotland. This category of 

polices do not describe or instruct the practice of civil or informal leave, rather they solely instruct 

leave practices for those patients detained under Scottish Criminal Mental Health legislation 

(Scottish Executive, 2015) and who require additional authorisation from the Secretary of State. The 

overall dataset yielded seventy-five policies, with two of these policy documents organised into this 

category. 

1. Theme One: Legislative and Governing Content 

The only information about leave which originates from a national document was the ‘Mental Health 

(Care and Treatment) Scotland Act’ (Scottish Parliament, 2003), however this was only cited in one 

policy. 

2. Theme Two: Definitions of Leave 

Both policies provided some definitions of leave. One policy (50%) detailed the following definitions: 

1. ‘Suspension of detention’: time out with the unit within the boundaries of the hospital 

grounds, time out with the hospital grounds, area identified within the pass plan; 

2. ‘Identified areas’: areas agreed by patient and the clinical team, as locations useful to 

ongoing rehabilitation; 

3. ‘Escorted’: accompanied by a member of [named hospital] staff, or student where approved 

by the clinical team. 

The other policy categorised leave under the following headings: ‘escorted suspension of detention 

within the hospital grounds’; ‘unescorted suspension of detention within the hospital grounds’; 

‘escorted suspension of detention in the community’ (i.e. outside of the hospital grounds); and 

‘unescorted suspension of detention in community’ (i.e. outside of the hospital grounds). No further 

explanation of these terms was provided.  

 

3. Theme Three: Roles and Responsibilities 

i. Medical Staff 

The two policies did not communicate any specific leave duties of the medical staff, i.e. the patient’s 

RMO.  

 

ii. Nursing Staff 
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Neither policy explicitly stated that ‘implementing leave’ was a nursing responsibility, however, one 

policy did state that the ‘nurse in charge’ was responsible for rescinding leave if the patient 

experienced a deterioration in their mental state. The nurse in charge was also responsible for 

documenting such events. 

One policy appointed the senior charge nurse as having responsibility for briefing escorting staff on 

the ‘nature and purpose’ of individual episodes of leave, which included any contingency planning. 

This same policy stated that student nurses were not permitted to escort leave but that students 

from other professional disciplines could assist in escorting leave if this was approved by the MDT. 

The ‘Nursing and Midwifery: Guidelines for Nurses’ were cited in this same policy.  

 

iii. Carer 

Only one of the two category four policies mentioned carers, stating that a carer could ‘escort’39 a 

patient’s leave if considered suitable as per that patient’s risk assessments. No further details of this 

were provided. 

 

iv. The MDT 

The MDT were noted as being involved in leave processes, namely decisions about authorising leave, 

consideration of risk and dictating leave conditions.  

 

v. Forensic Patient 

Both policies within category four policies required the forensic patient to be involved in their own 

leave processes, in so much as leave is discussed, agreed and understood between them and their 

clinical team.  

 

vi. Organisational  

Any responsibilities of the organisation were coded and assorted into the following four headings: 

‘Policy appendices, associated documents and citations’, ‘Recording Leave’; ‘Staff Training’; ‘Risk 

Management’; ‘Leave time restrictions’; and ‘Escort Guidance’: 

 

a. Policy appendices, associated documents and citations 

Fifteen different appendices were found in the policies but there was no repetition of these. One 

policy appended a literature search, the first appendix of this type out of the entire dataset. The 

 
39 To note, ‘escorting’ leave, as per the legislative understanding, cannot be assigned to any person who is not a 

member of staff. 
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other policy included different flowcharts of leave procedures: ‘escorted leave’, ‘unescorted leave’, 

‘when a patient fails to return from escorted leave’, ‘when a patient fails to return from unescorted 

leave’ and ‘transport booking’.  

Seven different documents were found within the two policies, considered by the organisation to be 

associated with leave. These were all procedural in nature, for instance the ‘procedure of substance 

and alcohol misuse’. The only associated policy, as referenced by both category four leave policies, is 

an ‘escorting policy’.  

Sixteen different citations were identified in the two policies. One policy referenced 13 different 

national leave policies, which operate within different NHS Trusts; this policy accessed these to aid 

their own policy makers in deciding ‘appropriate’ escort levels for ‘particular patients’. No further 

details were provided.  

 

b. Staff training 

No training was identified however, one policy requires staff to have completed their ‘induction 

period’ (the length of this was not defined) prior to independently escorting leave.   

 

c. Recording Leave 

Five different systems for recording leave were noted, there was no justification for or repetition of 

recording locations. 

 

d. Risk management 

As with the forensic policies in category three (for England and Wales), risk management was a 

prevalent feature of the category four forensic policies too. One policy operated with a ‘traffic light 

system’, with the colours correlating to different levels of leave authorisation. Other mechanisms for 

risk management included ‘plasticuffs’, patient searches, an alcohol ‘breathometer’ and cash / 

valuable monitoring. One policy also required escorting staff to complete pre-outing visits to 

individual home addresses, if this is where the leave were to take place.  

Both policies used mobile phones and radios for every episode of escorted leave, for ease of 

communication should a risk incident occur. As with the category three policies, transport guidance 

was also detailed in both policies, for the management of movement during forensic patient leave. 

 

e. Time restrictions 
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One policy did not allow leave to begin after 20:30pm or within the first 72 hours of the patient’s 

hospital admission, both for risk management purposes. This same policy noted that the patient 

must physically return to the ward for at least 30 minutes between different episodes of leave.  

 

f. Escort Guidance 

Both policies provided some details for escorted leave arrangements, including the: staffing numbers 

required; proximity between the staff member and the patient; equipment required, for instance a 

mobile phone; and any associated protocols i.e. absconding. Both policies required the grade and 

experience of staff escorts to be carefully considered and both noted that bank staff40 should not 

escort patients.  

One policy described a tiered escort level system, which was directed by the patient’s presenting 

risks. Three escorting staff members were needed for ‘essential leave purposes’ i.e. necessary 

clinical appointments; two escorting staff members were used when patients began a leave 

rehabilitation programme; one escorting staff member was required for any ‘progressing’ patients; 

and ‘group leave’41 was for patients with well-established rehabilitation plans.  

 

4. Category Four Summary  

Out of seventy-five policies, two were included in this category. Neither policy included any national 

leave information nor detailed any responsibilities of the RMO. The MDT are involved in leave 

processes, although the details of this remains unknown, and the patient is involved in leave 

authorisation with their clinical team.  

Nurses have duties associated with carrying out leave, although ‘implementing’ is not explicitly 

assigned as a nursing responsibility. This included rescinding leave and briefing any escorting staff. 

Bank staff and student nurses are unable to undertake escort duties although other students can. 

Carers can also escort leave, despite this contradicting the legislative understanding of ‘escort’. Both 

policies provide details of escorting leave arrangements, for instance that staff cannot escort leave 

until after their ‘induction period’, but both also reference a separate escorting policy. 

 
40 Each NHS Trust / Health board has a bank’ of highly-skilled flexible workers who are not assigned a particular 

ward or department of work.  

41 6 patients with 2 staff escorts. 
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An assortment of leave definitions were identified, which reflected terms from legislation, for 

instance ‘suspension of detention’ and ‘escorted’, but these did not reflect the legislative 

descriptions of these terms.  

As with category three policies, which also guide forensic leave, an array of risk management 

procedures were cited in these policies. These included ‘plasticuffs’, time restrictions and staff 

checks to home addresses before any leave takes place there.  
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VI. Category Five; Informal leave policies in England, Wales and 

Scotland 

This category addresses informal leave policies, which operate within England, Wales and Scotland. 

This category of polices do not describe or instruct the practice of civil or forensic leave practices, 

which are written into legislation (DoH, 1983 / 2007; National Offender Management Service, 2017; 

Scottish Parliament, 1995; Scottish Parliament, 2003).  

As described in the introduction of this thesis, informal patients are not legally detained in hospital 

and have the right to leave at any time (DoH, 2015; WAG, 2016). However, informal patients who 

are incapacitated may be prevented from exiting the hospital ward under ‘best interest’ provisions.42 

The overall dataset yielded seventy-five policies, with six of these policy documents organised into 

this category. 

 

1. Theme One: Legislative and Governing Content  

No questions within this category’s extraction tool were designed from any content derived from 

national legislation, given that jurisdiction does not govern informal leave. However, legislative 

documents were referenced in some of the policies bibliographies: five of the policies referenced the 

MHA (DoH, 1983/ 2007), two referenced the ‘Mental Capacity Act’ (DoH, 2005) and two referenced 

the ‘Human Rights Act’ (HRA) (European Convention, 1998). Although the HRA legislative document 

(European Convention, 1998, is not cited in all of the policy bibliographies, five of the six policies do 

acknowledge it is principles: one policy detailed a relevant court case43, whereby an informal patient 

successfully took their own life during an episode of informal leave44; two of the policies quote ‘de 

facto detention’, which occurs when an informal patient is given incorrect information about their 

legal status, impacting upon their perceptions of their liberty; and five of the policies mention DoLS 

(DoH, 2005), advising the reader that informal patents are not under these legislative principles by 

default.45 

This category’s extraction tool (see Appendix 11) asked only one question about information which 

originated from the COP (DoH, 2015), which achieved a 100% response rate: “Does the policy 

 
42 , These provisions are incorporated into the ‘Deprivation of Safeguards’ (DOLS) authorisation, under the 

‘Mental Capacity Act’ (DoH, 2005). 
43 Rabone v Pennine Care NHS Foundation Trust (2012). 
44 It was found than the NHS Trust noted in this court case did not protect the patient’s human rights under 

‘Article 2’, operational duty to protect.  
45 DoLS are prescribed in law to ensure the safety of a patient who lacks capacity. 
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explicitly state that patients who are not legally detained in hospital have the right to leave at any 

time?”  

 

2. Theme Two: Definitions 

Three policies provided separate definitions of ‘informal leave’: “any period away from the ward for 

an informal patient”; “leave is defined as any excursion, which takes the patient outside the hospital 

grounds for any period of time, even if members of hospital staff are escorting the patient”; and “it 

applies to extended periods of leave away from the ward incorporating an overnight stay.” To note, 

no national document defines informal leave.  

One policy also distinguished between different lengths of informal leave. This policy did not use the 

MHA’s (DoH, 1983/ 2007) definitions of short and long-term leave but rather ‘short-term requests’ 

for specific leave purposes and ‘longer spells’, which is for a weekend or longer.  

 

3. Theme three: Roles and Responsibilities 

i. Medical Staff 

As the provisions of informal leave are not outlined in legislation, this category’s extraction tool did 

not pre-empt any questions about medical staff’s authoritative duties. Two of the policies required 

medical staff to be involved in informal leave if there are “concerns that this leave should not be 

permitted” which reflects principles in the mental health act, that medical staff should assist in 

decision-making, should it be appropriate to implement legislative measures to the informal patient 

(DoH, 1983/ 2007).  

 

ii. Nursing Staff 

Four of the six policies mentioned ‘nursing staff’, with the other two policies instead referring to 

‘staff’ and ‘clinical staff’. Only one of the four policies explicitly stated that nurses are responsible for 

implementing leave however, the remaining three policies described at least one duty associated 

with implementing leave. All four policies required the nurse to assess the patient’s mental state and 

assess risk. Two of the policies stated the nurse should confirm the patient’s leave arrangements.  
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All of the policies provided a procedure for the nurse or ‘staff’ to follow, should leave not be 

implemented because of ‘concerns’; all of these procedures suggest using the MHA (DoH, 1983 / 

2007) and half also suggested following the ‘Missing Persons policy’. 

In two policies, nursing staff are noted to be the professionals responsible for raising the informal 

patient’s leave request with the MDT. 

 

iii. The MDT 

All the policies mentioned the MDT. Only one of these policies provided details about the MDT’s 

involvement, that being that the MDT are responsible for negotiating and agreeing informal leave 

with the patient. 

 

iv. Relatives and Carers 

Five of the policies made generic statements about carers and relatives being ‘involved’ or ‘aware’ of 

leave. No policies detailed what this involvement should comprise.  

 

v. Informal Patient 

This category only directs informal leave, thus only informal patient information was communicated 

in the policies. All the policies defined the ‘informal patient’ with all definitions stating that this 

person is not detained under mental health legislation communicating the patient’s right to leave 

the hospital ward at any time. Four of these policies explicitly stated that the informal patient should 

be aware of this right and be provided with these details in the written format.  

Only one of the six policies required the informal patient’s own views on their leave to be recorded 

but did not detail where.   

 

vi. Organisational 

Specific to informal leave, organisational responsibilities were identified as: ‘Policy appendices 

associated documents and citations’, ‘Recording Leave’ and ‘Staff Training’: 

 

a. Policy appendices associated documents and citations 
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Four of the six policies had a least one of eight different appendices. The only appendix identified 

more than once, found in 50% of policies was patient ‘information about leave’. 

All the policies cited at least one of 27 different policies. The most frequently cited policy was an 

‘AWOL/ missing persons’ policy (83% of policies). Half of the policies cited a ‘Risk Assessment Policy’ 

and half cited a ‘Deprivation of Liberty Policy’.  

All the policies referenced at least one of 15 external documents. Any references which are cited 

more than once are previously listed within the theme ‘Legislative and Governing Content’. 

 

b. Staff Training 

Only one policy detailed compulsory ‘safeguarding training’ as being associated with informal leave. 

Two of the remaining five policies made generic statements about ‘necessary’ training needs but no 

details of this is provided.  

 

c. Recording Leave 

Fifteen different systems for recording leave were identified. All six policies required leave to be 

recorded in the patient’s notes, in addition to being recorded within a ‘comprehensive’ risk 

assessment. All policies required the following information to be recorded: a description of the 

patient, the conditions of leave, and the level of potential harm during leave. 

Four of the policies required leave to be recorded in a care plan. Two of the policies describe this as 

a ‘partnership’ between the clinical team and the informal patient, with this care plan’s content 

being ‘focussed’ and developed collaboratively between the informal patient and clinical team. One 

policy stated that the term ‘contracts’ should not be used because it assumes the patient has 

capacity and it does not reflect the patient’s right to change their mind.  

 

4. Category Five Summary  

Out of the overall dataset of seventy-five policies, six were included in this category with all these 

operating within England. All of the informal leave policies state that “patients who are not legally 

detained in hospital have the right to leave at any time”, as per the CoP (DoH, 2015), with the 

majority of policies also acknowledging human rights and DoLS principles. Half of the policies 

defined informal leave but none of these included an explicit statement about the patient’s rights 
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and liberty for leave. However, all four definitions of the ‘informal patient’ did include a statement 

about patient’s rights and liberties.  

Medical staff were required to be involved in informal leave decisions if mental health legislation 

might be needed. Nursing staff were advised to use the MHA if they had concerns about a patient 

using an episode of leave. Most policies assigned leave implementation duties to nurses.  

The MDT and carers are both involved in informal leave too, but the details of their involvement are 

not depicted. 

All policies required leave to be recorded in the patient’s notes and within a ‘comprehensive’ risk 

assessment, with two thirds of policies requiring details within a leave care plan too. There was no 

explicit training for staff to undertake in association with understanding informal leave processes.   
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VII. Overall Results Summary 
 

This study’s data has already been individually summarised within the five categories of leave; 

however, it is useful to reflect on the dataset collectively. A key feature of this study’s data was the 

compelling lack of consensus. Across all five categories of leave, most policies describe disparate 

leave processes. This was particularly evident within the ‘additional information’ text box whereby 

the data was customarily unique to the policy document from which is was extracted. This context is 

relevant as any new leave information (which is not contained within a preceding national 

document) cannot, from this study alone, be considered unanimous practice. The researcher is 

cognizant of this, in the appraisal and assessment of this study’s results. 

 

The policies operating within England and Wales (category one, three and five) are most influenced 

by information which originates from the MHA (DoH, 1983 / 2007) comparative to other preceding 

national documents, such as the CoP (DoH, 2015). Where preceding information is included in the 

policies, from any original source, it is typically repeated verbatim rather than the policy expanding 

upon or applying this information practically for its readers.  

Categories one to four reflect the authorisation processes for leave as per preceding leave legislation 

and guidance i.e. either that medical staff authorise civil leave or that the Secretary of state 

authorise forensic leave. For informal leave, as per category five, medical staff should be involved in 

informal leave decisions if mental health legislation may need to be implemented. No categories 

conclusively provided procedures for leave authorisation if the ‘typical’ processes could not be 

followed i.e. in an emergency.  

The civil leave policies (category one and two) provided the least direction for nurses, in terms of 

their roles and duties for leave. This is significant given that nursing staff appear to be responsible 

for the day to day planning and management of civil leave. Within category two (N = 1), nursing staff 

are only mentioned in so much as they retain responsibilities for ‘planning, monitoring and 

recording’ leave. Neither the forensic policies (category three and four) nor the informal policies 

(category five) assign responsibility for ‘implementing leave’ explicitly to nurses; however, all three 

of these categories assign tasks to nurses which should be completed immediately prior to the 

initiation of leave. In the forensic policies, these duties included rescinding leave and briefing any 

escorting staff and in the informal policies, nursing duties included assessing the patient’s mental 

state and risk pre-leave.   

Patient-based information is most represented in the forensic leave policies (category three and 

four), whereby patients can make leave requests to the MDT and are encouraged to take some 
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responsibility for their own leave. Comparatively, the patient is not assigned any responsibilities for 

their own leave in category two (N = 1). In both category one and category five, only 17% (N = 10; N 

= 1) policies required the patient’s own views about their leave to be recorded. 

Risk management was significantly represented in the forensic policies (category three and four) 

when set side by side to their civil and informal leave comparators (category one, two and five). The 

risk management strategies within the forensic policies included patient and staff searches, time 

restrictions and ‘plasticuffs’.  Risk management strategies for the protection of children were also 

marked in the forensic policies and separately, the hospital’s reception also have duties for leave, 

which is not a practice found within civil or informal leave policies.  

An assortment of leave definitions were identified across the five categories but there was no 

repetition of any these. All categories of policy required leave to be recorded although there’s no 

consensus of whereabouts this should be documented. Care plans for leave are represented within 

the forensic and informal leave policies proportionately more than the civil leave policies. 

Leave practices did not reflect the values underpinning the health care profession more generally. 

This was most evident in category one and three, whereby protected characteristics (gender and 

ethnicity) directed the choice of staff escort for leave.  

Finally, there were incorrect details found across the categories, although this was most evident in 

category one. Incorrect information included the necessary authorisation procedures for grounds 

leave, the legislative understanding of informal leave and the definitions of short and long-term 

leave.  

 

As this thesis moves onto the ‘discussion’ section, it is important to remember that category one 

dominates this study’s findings, with three quarters of the seventy-five policies directing only civil 

leave processes in England and Wales. The number of policies obtained for the other four categories 

of leave is not as substantial, with the second largest yield only reaching eight leave policies46. Such 

context is relevant when considering the generalisability of this study’s results, which is evidently 

limited for category two, three, four and five.  As such, category one’s civil leave policies will largely 

structure the framework of the upcoming discussion.  

 

  
 

46 The yield for category three; forensic leave policies operating within England and Wales.  
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CHAPTER FOUR 

Discussion 
 

The principle aim of this research was to obtain prevalence and content data about UK leave policies 

within the context of mental health environments, inclusive of forensic settings, in consideration to 

five different patient groups47. As there are currently no tools available which aim to measure the 

content of varying leave policies, it was necessary to develop the five different ‘Therapeutic Leave 

Local NHS Policy Criteria Index’s, one for each of the different patient groups who each operate with 

a different category of policy. In addition to the tool’s pre-determined questions based on national 

information about leave, each extraction tool included ‘additional information’ boxes which allowed 

for undetermined data to be recorded. This study has collected, analysed and translated this leave 

policy information. 

On average, 29% of NHS trusts / health boards have a leave policy in operation48. One may assume 

that the 29% of NHS Trusts/ Health boards who have a leave policy are superior, having 

endeavoured to generate, implement and monitor a policy which is not a compulsory requirement. 

However, the leave policies did not present as exemplar documents, in comparison to Trusts / 

Health boards with no leave policy in situ.  

 

“Evidence-Based Practice requires decisions about health care to be based on the best available, 

current, valid and relevant evidence” (Dawes et al, 2005). Patients who are authorised leave should 

be reassured that decisions and practices are informed by explicit knowledge within the context of 

available resources, yet the leave policies do not emulate such processes. If the leave policies were 

evidence based one would anticipate some uniformity given that isomorphism exists between NHS 

Trust / Health boards. Outside of the word-for-word repetition of national information (DoH, 2007; 

Scottish Parliament, 2003; DoH, 2015; WAG, 2016; NOMS, 2007) the policies did not communicate 

consistency as originally written information was either contradictory to national leave guidance, 

ambiguous or beyond comparison. It should be a fundamental tenant that policy information is 

consistent and accurate.  

 
47 The five patient groups were as follows: civil patients in England and Wales; civil patients in Scotland; 

forensic patients in England and wales; forensic patients in Scotland; and informal patients across England, 

Wales and Scotland 
48 75 policies sourced from 258 NHS Trusts / Health boards. 
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This study should have demonstrated that policy-making is the process of finding and implementing 

the best available research evidence (Sutcliffe and Court, 2005), instead the policies included an 

array of haphazard directions which are not reflected in existing leave literature, such as “the escort 

must not smoke”. A mechanistic interpretation of this statement would suggest it serves to govern 

and regulate staff behaviour. Policies have a hierarchical, governing-focussed philosophy and allow 

the NHS Trust / Health board to handover information, along with accountability (Brinkerhoff, 2004) 

which results in staff having to justify and explain their conduct, for instance that staff should carry 

‘complaints cards’ to handout to the public if an incident with the patient on leave occurs. Existing 

literature understands leave to be a therapeutic regime (Walker et al., 2013; Lyall and Bartlett, 

2010), these principles are not applied to leave policies. The patient’s own views about or consent to 

their own leave is not customarily required, despite consent having been established in mental 

health legislation for nearly 40 years (DoH, 1983 / 2007). It is not unreasonable to assume that 

patients would be involved in their own leave given that this improves both the outcomes and the 

experience of receiving care (NHS England, 2017). Policy-makers are disregarding the specific 

evidence base about leave but also omitting wider evidence based principles about ‘best practice’ in 

health care, including the therapeutic principles which underpin mental health legislation (DoH, 

2015) which should be considered “when making all decisions in relation to care, support or 

treatment provided under the Act” (P9).  

 

To provide structure to this discussion, the policy content has been thematically organised based on 

the study findings into the following headings: ‘Existing information’, ‘Incorrect or Ambiguous 

practices’, ‘Ambiguous definitions’, ‘Value based content and Innovation’ and ‘Leave Policy 

Prototype’. The matters as introduced above: evidence based practice; mechanistic processes; and 

the principles of therapeutic care, will be explored within the first four headings, whereby discussion 

points will include: the representation of different professionals; nurses’ clinical decision-making; 

leave documentation; distinguishing between definitions; human rights; the impact of language; and 

finally, equitable care across social groups. The latter heading, ‘Leave Policy Prototype’, consolidates 

the discussion by detailing recommendations for a ‘best practice’ guideline. 

76% of the policies obtained49 were classified into ‘Category One’s civil leave policies which instruct 

leave practices for patients detained under civil legislation, and operate within England or Wales. 

The results from category one will form the fundamental basis for this discussion, where discussion 

is directly influenced by the results of a different category this will be explicitly stated. 

 
49 N = 57 
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I. Existing information 

In designing this study, it was anticipated there would be variations in the leave policies wording, 

detail, and structures, however, fundamental practices were expected to be comparable. Where a 

consensus of information was achieved these details always originated from national documents.  

The majority of policies are dominated by national leave information which was typically excerpted, 

rather than paraphrased and contextually applied, despite healthcare professionals’ being able to 

access national guidance independently. Without local policies offering a detailed translation of 

national information, with which to guide the implementation of leave, the mechanistic function of 

this content is discouraging and rightfully questioned.  

For example, 98% of policies directly quote the CoP in that “only the RC has the responsibility to 

make decisions about leave” (DoH, 2015). The policies represent the RC’s role in leave significantly 

more so than any other healthcare professionals’50 and did not robustly establish other professional 

roles, despite both nurses and the MDT being recognised within leaves background literature. 

Disappointingly, the policies’ ratio of representation correlates with that found in the national leave 

documents, where again the RC’s roles are heavily detailed but other healthcare professionals’ 

responsibilities are not (DoH, 2015). As with the verbatim repetition found in the leave policies, this 

too indicates that policies are merely reproducing the existing guidance.  

Salisbury and Heinz (1970) introduce the term ‘self-regulatory policies’, suggesting policies are often 

implemented as accountability mechanisms, encouraging the reader to police their own leave 

practices. This is quite typical within regulated groups such as healthcare professionals, who are 

subject to professional codes of conduct (Anderson, 2010). Policymakers may be using leave policies 

as a method of transferring accountability. 

 

Disconcertingly, only one NHS Trust conducted a literature search in the assemblage of their policy, 

therefore the origin of other leave policy content may be queried where this is not excerpted from 

national documents (DoH, 1983 / 2007; DoH, 2015). In accordance with the ‘hierarchy of evidence’ 

pyramid, when robust research is not available this solely limits guiding information to the domain of 

‘expert opinion’ (Hoffman et al., 2013). However, this does not justify why some content was 

included in the policies as it cannot be considered ‘expert opinion’, for instance, one policy stated 

that “the RC must be directly involved in leave decision making, should there be a risk to children” 

and another that “leave authorisation is not required for the emergency evacuation of a hospital”. 

What function do these statements serve within a leave policy? One may consider it more 

 
50 The RC information was present in category one’s results 53% of the time.  
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appropriate for the latter example to be included within a separate document, particularly for 

forensic settings, explaining how procedures would minimise risk under such circumstances. 

However, a standalone statement such as “leave authorisation is not required for the emergency 

evacuation of a hospital” offers no useful direction about the actions to take and furthermore, it 

detracts from commonplace salient leave information. Levitin (2014: 40) identifies that “the 

information age is drowning us with an unprecedented deluge of data” which is concerning given 

that “a wealth of information creates a poverty of attention” (Simon, 1971). A policy which is 

oversaturated with extraneous information could leave the reader feeling inundated with detail and 

as such, find their attention detracted from the pertinent policy content. 

 

II. Incorrect or Ambiguous practices  

There was insufficient consensus of this information when policymakers wrote original leave 

content. On occasion, this policy information was factually inaccurate and in direct conflict with 

existing leave information (DoH, 1983 / 2007; DoH, 2015). Examples of incorrect policy detail 

includes: leave should not be given if the patient does not provide consent to involve their family in 

leave planning processes; formal authorisation is required for patients to access the hospital 

grounds; or a patient is not in the legal custody of a carer / relative during accompanied leave. This 

content not only conveys a disconcerting incoherence with the verbatim national information (DoH, 

1983/ 2007 / DoH, 2015) but again demonstrates how the policies are by no means evidence based.  

Who researched and determined these ‘facts’ is in question and, although it was not possible to 

identify any evidence which measures the impact of such negligence, creates confidence issues with 

the policy-making process. 

 

In addition to policy information contradicting national information, juxtaposed leave processes 

were also evident when comparing policies to one another. For instance, who is responsible for 

documenting an episode of leave, the staff escort or the nurse in charge?51 Conflicting inter-policy 

practices also exits around: whether the RC should personally see the patient prior to authorising 

their leave; if and how carer’s are involved in leave; and staff training needs around leave. If the 

 
51 This was detailed as being either the escorting staff member or a registered nurse, who may not have been 

the escort. 
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policies do serve as a mechanism to dictate the behaviour and conduct of staff and patients, it is by 

sheer happenstance52 as to which leave processes ‘should’ be followed.  

This study cannot harmoniously account for ‘new’ leave practices and to combat such dissonance, 

educated conclusions may need to be drawn on vague and uncertain practices, in order to transition 

leave into an intervention which operates consistently across the nation. For instance, nurses are the 

only professionals cited as being responsible for facilitating and co-ordinating individual leave. Whilst 

nurses are not ‘officially’ offered this role in national documentation, the policies have manifested 

this into an official role however, disagreement prevails about the specificities of nursing 

responsibilities such as what necessitates ‘pre-leave checks’. Given that nurses are professionally 

accountability for their leave decision-making (NMC, 2015), it seems pertinent that some regularity 

is established.  By facilitating a leave arrangement, the nurse begins a chain of circumstances which 

determine whether a patient can or cannot manage their own safety, agitation levels and mental 

health symptomatology, for a fixed period. This information allows future treatment plans to be 

formulated, including if and when to commence discharge planning. Whilst both ‘successful’ and 

‘unsuccessful’ leave both determine useful information, a patient who is unable to take personal 

responsibility during leave may cause harm to themselves (Bolin et al, 1969) or to the general public 

(Green and Bagliono, 1998). It has long been noted that poor decision-making can result in 

unfavourable incidents (Barlow, 2016) and, as noted earlier when justifying this thesis, time away 

from hospital is risky, particularly in respect to suicide (National Confidential Inquiry, 2019). Thus, 

accurate decision-making is pertinent.  

Clinical decision-making is a rational, scientific based process, characterised in theories such as 

‘Information Processing Theory’ (Newell and Simon, 1972) and ‘Concept Attainment Theory’ (Bruner 

et al, 1956). Such theories suggest that decision-makers would use their existing knowledge of past 

leave experiences with which to analyse present risk cues, thus consciously reasoning the likely 

outcome of future leave episodes (Barlow, 2016). Currently, nurses autonomously decide if there are 

any risks associated with facilitating an episode of leave, based on their own clinical experience and 

perceptions (Durodie, 2005). If a nurse has an exaggerated perception of risk, which may not 

necessarily translate to actual likelihood or severity of harm, the patient’s immediate access to 

freedom and their recovery trajectory are both compromised (Hilternam et al., 2011). Despite the 

complexity of this decision-making, only one policy stipulates that nurses must be qualified for six 

months before facilitating episodes of leave. Although the justification for this measure was not 

 
52 Which is dependent on the local Trust / Health board in which they are located. 
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detailed, it appropriately allows newly graduated nurses exposure to leave, improving their ability to 

identify cue patterns and to accurately hypothesise.  

It seems pertinent that nurses are offered organisational support, with which to develop leave-

based clinical decision-making skills. If a mandatory period of clinical experience were implemented 

before nurses were accountable for their decision-making, this would undeniably be worthwhile 

should it prevent any unfavourable leave incidents (National Confidential Inquiry, 2019). 

Furthermore, this measure reflects the evidence base that newly graduated nurses need to develop 

clinical experience in order to recognise cue patterns and make logical, analytical based clinical 

decisions (Cioffi, 1997; Thompson and Dowding, 2002; Aflague and Ferszt, 2019). 

 

Ambiguous practice was also problematic in respect to leave documentation; the results cannot 

conclusively determine a consensus of how to record leave progress or outcomes, such as what to 

write, where to write it, or who is responsible for documenting what. One may presume that 

without explicit guidance on what salient leave details to record, documentation is forsaken, 

permissibly unsatisfactory and open to inconsistency, as reflected in the background literature 

(Donner et al., 1990; Kasmi and Brennan, 2015). Furthermore, if leave documentation is haphazard 

due ambiguous recording processes, it is not possible to ensure the equitable application of leave 

across different social groups.  

One may argue that professional recording keeping standards ensure quality assurance. A wealth of 

professionals are involved in leave processes, as evidenced within the policies and the background 

literature (Lyall and Bartlett (2010). However, despite record keeping standards regulating each 

individual healthcare professional ( Nursing and Midwifery Council, 2015; General Medical Council, 

2013; Health Professions Council, 2008), it is reasonable to suggest that one’s professional 

background will influence one’s documentation, with regard to the identification of salient facts. 

Consequently, the content of leave records could vary significantly between individuals. 

Both the policies and the background literature suggest that successful leave episodes are indicative 

of future leave authorisation (Lyall and Bartlett, 2010) and for that reason, failure to accurately 

document a patient’s leave events could disadvantage that patient (Donner et al., 1990). 

Documentation is evidence, without which it may be difficult to clinically demonstrate progression-

based decisions for leave (Mathioudakis et al, 2016), pertinent when considering the complexity of 

clinical decision-making as formerly discussed. Ergo, failure to comprehensively document leave 

could compromise the momentum of a patient’s recovery, undermining the general principles of 

mental health care delivery. With this rationale in mind, if the policies’ mechanistic function altered 
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to one which was exclusively therapeutic, the policies should provide functional direction for how to 

optimally synthesise and compose leave documentation.  

 

III. Ambiguous definitions  

In conjunction with ambiguous practices, this study found the definitions of leave to be ambiguous 

too, despite definitions serving to establish a collective understanding of a word or phrase. 

Etymologically, to be ‘on leave’ reflects this simply meaning: “[that the patient has] permission to be 

absent” (Collins English Dictionary, 2017).  Alternatively, ‘to give leave’ is to allow “someone to make 

a choice or decision about something, or to make someone responsible for something” (Cambridge 

Dictionary, 2021). From this perspective, leave is recognised to be more than a sanctioned activity. 

Rather, it is recognised to be restorative and therapeutic. This is congruent with the introductory 

background literature, suggesting leave’s congruence with recovery-oriented mental health services 

(Anthony, 1993) and therapeutic risk-taking (Felton et al., 2017).  

The background literature identified a variety of terminology with which to describe some form of 

leave, for example ‘weekend leave’ (Barr, 2003; Sayal et al., 2002). Similarly, the leave policies 

provide alternate leave terminology which creates confusion and could be considered unnecessary. 

Short-term leave was described as all the following: ‘overnight leave at home’, ‘weekend leave’, 

‘weeks leave’, ‘therapeutic community leave’, ‘court attendance’, ‘emergency leave’ and ‘special 

leave’. This is despite ‘short-term leave’ being executively defined in mental health legislation, i.e. 

‘leave up to 7 consecutive days’ (DoH, 1983 / 2007).  

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’53. Equivalently, no civil policies applied the full legislative definition of long-term leave (DoH 

1983 / 2007), “between 7 days and to the section expiry”. This was largely due to an omission of the 

latter part of this definition54. However, one may wonder why this is so given that the MHA is 

significantly represented in the policies.55 

The definitions of ‘accompanied leave’ and ‘escorted leave’ were also problematic, illustrated by the 

two policies who suggested these disparate terms have the same meaning. Policies which do 

distinguish between escorted and accompanied leave only describe this in a functional capacity, 

solely communicating who should be present with the patient during leave. The policies did not 

 
53 These time restrictions only allow short-term leave to take place between 10:00am-20:00pm. 
54 Policies typically omitted ‘and to the section expiry’. 
55 70% of category one’s 57 policies contained MHA information. 
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provide a consensus of the responsibility held by any person facilitating an episode of accompanied 

leave, despite this information already being detailed in the CoP (DoH, 2015)56. 

The expert differentiation of escorted and accompanied leave is understood to be the knowledge, 

skills and intentions of the attending person. Clinical staff should be ‘situationally aware’ and 

understand how their therapeutic judgements and leave-based decisions will impact upon the 

patient, both now and in the future (Endsley, 1995). Background literature about leave (Walker et al, 

2013) reiterates the principles of situational awareness, suggesting staff escorts use their clinical 

expertise to flexibly address the specific therapeutic needs of that leave episode, thus supporting a 

patient’s goals and furthering their recovery. Such situational awareness will undoubtedly guide the 

staff member’s agenda, intentions and conversations. Comparatively, family or carers who 

accompany a patient on leave are not required to be situationally aware or to have a therapeutic 

skillset. Although one may reasonably assume that patients rely, to varying extents, on friends and 

family who accompany them on leave, the accompanying person cannot be expected to maximise 

any remedial value. This distinction was not reflected in any of the policies which is disadvantageous; 

staff need to be cognizant of the therapeutic duties which encompass escorting leave so that, if 

necessary, they may appropriately exercise these skills. An exemplar recovery trajectory would 

progress a patient from escorted leave to accompanied leave, when they no longer require 

therapeutic judgements to be made on their behalf by the attending person. Escorting staff should 

be capable of judging a patient’s suitability for accompanied leave, depending on the degree of 

therapeutic expertise required during the escorted leave. A definition which only communicates 

escorting duties mechanistically, omitting the remedial characteristics and opportunities offered by 

this task, may impede the application of therapeutic skills. 

 

Questionable definitions also complicated the understanding of informal leave which, at times, were 

in direct contempt of legislation (MHA, 1983/ 2007). Whether a consequence of ignorance or 

disregard, legal terminology (which retains a jurisdictive understanding) was used in some policies to 

describe informal patient’s leave. The policies also uncovered coercive informal leave practices such 

as a “formal, binding, written contract with the patient”, which ignore the informal patient’s human 

rights (Hofmann, 1999). Informal patient’s actual freedom of movement has been historically 

disputed (Azuonye, 1998; Houlihan, 2000) despite voluntary patient’s right to leave the ward at any 

time (DOH, 2015; WAG, 2016). Existing literature persistently finds that informal patients are 

 
56 I.e. that the patient is in the legal custody of a friend or relative. 
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unaware of their right to leave the ward (Sugarman and Moss, 1994; Moss et al., 1999; CQC, 2013; 

Ashmore and Carver, 2017) which is also the case with nursing staff; one review of hospital care 

reported that some nurses were “of the view that an informal patient could only leave the ward if 

their doctor agreed to it” (P14; Healthcare Inspectorate Wales, 2012).  

Half of the policies within category five57 did provide a definition of informal leave with no 

duplications. The five different definitions functionally describe informal leave, in so much it occurs 

when the patient is away from the ward. In order to emphasise the legal distinction between 

informal and civil leave, it is considered useful for the definition to also incorporate the statutory 

context of the leave.  

Lastly, there is concern around the term ‘granting’, which was used to characterise nursing staff’s 

involvement in leave. Whilst technically nursing staff do grant patients their individual episodes of 

leave, in so much as they “agree to give or allow (something requested) to” (Cambridge Dictionary, 

20), ‘granting leave’ has juridical connotations that only the patient’s medical consultant58 retains 

legal authority for (DoH, 1983 / 2007); Scottish Parliament, 2003).  

 

IV. Value based content and innovation 

As mentioned in the introduction of this thesis, all leave should be compatible with the ‘Human 

Rights Act’ (1998) and the ‘European Convention of Human Rights’, Article 2, 5 and 859. It is argued 

that policymaking involves reconciling such different values (Cheung, 2006). National legislation and 

guiding documents60 are underpinned by such principles as: empowerment, respect and dignity, 

purpose and efficiency. The evidence base demonstrates that practising with value-based principles 

proves advantageous for patient outcomes (Delaney, 2018) which should underpin all processes in 

mental health care delivery, including to leave. However, 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 if they ‘escape’ on leave.  

The rich expression of language allows messages to be communicated beyond any direct and literal 

meaning. Language conveys subtleties and emotional associations and there can be an experience of 

meaning within the word. Further examples in the policies include the practice of ‘shadowed 

 
57 Informal leave policies, in England, Wales and Scotland. 
58 RC in England and Wales, RMO in Scotland.  
59 Article 2: Right to life; Article 5: Right to liberty and Security; and Article 8: Respect for your private and 

family life, home and correspondence. 
60 I.e. mental health legislation and CoP documents.  
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leave’61; the use of ‘complaints cards’ for the public; patient’s not receiving their own leave 

paperwork; and the necessity to state that leave cannot be refused by nursing staff with a punitive 

rationale in mind. This policy language does not reflect a collaborative and empowering relationship 

between the clinical team and the patient utilising leave. This might seem innocuous, but the impact 

of disempowering language can ripple through the health sector; it constructs a world of acceptable 

ideas, which in turn forms a normative discourse of acceptable behaviour (Gergen, 1990).   

 

Language influences the socialisation of leave roles which affects those working in and receiving 

support from mental health services. The ‘sick role’ is not limited to only the patient’s biological 

state, rather it allows a patient exception from their normal social role and responsibilities, 

expecting them to adhere to their new socially constructed role (Parsons, 1951). Leave policies 

which communicate leave expectations with surveillance-like language contribute to surveillance-

like behaviour. Consequently, both the ‘the patient on leave’ and ‘the escorting staff member on 

leave’ will understand that staff should impose authoritative measures if the patient does not 

adhere to the ‘rules’. Leave serves a socially orientated goal which extends beyond their biological 

illness and treatment and policies need to be mindful that the success of leave is not measured by 

the patient’s adherence to social order (Albrecht, Fitzpatrick and Scrimshaw, 2000). Language which 

suggests this is the case disregards any therapeutic values which aim to empower the patient.  

“Empowerment is a multidimensional social process through which individuals and groups gain 

better understanding and control over their lives” (World Health Organisation, 2010; P7). The 

background literature suggests that patients understand leave to be an opportunity for reintegration 

and to practice daily living skills (Walker et al., 2013). If leave is the initial step in facilitating a 

patient’s re-integration back into the community, leave practices must empower that individual. 

However, only 13% of leave policies require the patient’s personal views about their own leave to be 

recorded which does not champion patient empowerment.  This is pertinent given that a recent 

social re-integration study (Yotsidi and Kounenoub, 2018) found discharged patients do feel 

disempowered when they return to their community.  

Furthermore, patients identify leave as an important factor for improving their quality of life (Schel 

et al., 2015; Vorstenbosch et al., 2014; Schel et al., 2015). Leave’s ability to improve life quality must 

be appreciated; Rees and Waters (2003) found that leave relieves boredom and provides enjoyment. 

Leave policies should consistently recognise, value, and communicate the evidence base, that leave 

 
61 Whereby a member of staff follows the patient on leave. 



78 | P a g e  
 

not only serves as an intervention for discharge preparation but could also positively influence the 

patient’s overall life satisfaction. 

Literature suggests that policymaking customarily occurs within administrative siloes despite those 

very policies affecting a range of external parties. Pertinent in this example is the patient (Hudson, 

Hunter and Peckham, 2018). If patients had the opportunity to be involved in policymaking, they 

would have to opportunity to communicate the importance of being empowered by leave processes 

and demonstrate how this impact on their quality of life. 

 

It was reasonably assumed that equality-based values would be championed in the policies and 

epidemiological factors would not influence patients’ access to leave. This study found some policies 

encouraged leave decision-making based upon a patient’s protected characteristics (Equality Act, 

2010); four policies suggested that an escorting staff members’ demographic makeup should match 

that of the patient being escorted. There is no evidence-base to justify this practice, which meets the 

threshold for institutionalised racism: “the collective failure of an organisation to provide an 

appropriate and professional service to people because of their colour, culture or ethnic background” 

(McKenzie and Bhui, 2007; P650). This issue is particularly topical at this time of writing given the 

renewed momentum of the international human rights movement, ‘Black Lives Matter’ (BBC News, 

2020). Institutionalised racism needs exploring at an organisational level, as leave policies include 

processes which openly privilege white people. The UK’s last ethnicity census determined the 

population of England and Wales to be is 86% white (Gov.uk, 2019) and 92% white in Scotland 

(Scotland’s Census, 2018). If a patient is from a minority background, and thus requires a staff escort 

whose heritage is also from that same ethnic minority group, they are undoubtedly less likely to 

have access to leave when compared to a white patient. Correspondingly, staff members are 

selected to facilitate an episode of escorted leave based on their own demographic make-up, rather 

than their personal skillset, therapeutic value, knowledge and experience.  In considering all of the 

available information about leave, one cannot comprehend the mechanistic function of these 

practices. 

On an individual level, healthcare professionals have the same pre-disposition for implicit bias62 as 

the wider population (FitzGerald and Hurst, 2017). Stigmatised attitudes are held at a subconscious 

level but can inadvertently influence care delivery (Merino et al., 2018).  Having protected 

characteristics as a focal point in the leave decision-making process, with no written justification as 

to why this is required, is not only perplexing but also deeply uncomfortable. There is no guarantee 

 
62 A potential dissociation between what a person explicitly believes and wants to do [e.g. treat everyone 

equally] and the hidden influence of negative implicit associations on her thoughts and action. 
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that clinicians involved in leave are informed about or are offering culturally competent and 

equitable care amongst all social groups. This study confirmed that 21 category one policies have an 

appended equality and/ or human rights impact assessment, but after reviewing the content of the 

policies, it is unclear how these assessments are meaningfully conducted to ensure race equality 

(McKenzie and Bhui, 2007). 

The NHS asserts the need for mental health patients to retain “the right to be treated with dignity 

and respect, in accordance with [their] human rights” (Parliamentary and Health Service 

Ombudsman, 2018); ignorance on this topic is not acceptable, given that direction is freely and 

publicly available. For instance, in 2014 the DoH funded a 3-year project to ensure patient’s human 

rights are at the heart of mental health services. This innovative project supported frontline staff 

with knowledge and skill acquisition (The British Institute of Human Rights, no date) but also 

developed a series of toolkits, including a practitioner’s guide to mental health and human rights 

(The British Institute of Human Rights, 2017). Policymakers could have accessed such a toolkit, to 

ensure their leave policies adhered with human right legislation and promoted patient dignity.  

 

The policies did contain some contemporary practices and whilst these are not universal across the 

dataset, hence cannot be determined to be typical practice, it seems prudent that this study takes 

the opportunity to share such innovation. Interestingly, where contemporary practices and 

statements were identified, these had therapeutic properties and empowered patients and carer’s 

in leave processes. Examples included documentation processes, whereby some policies specified 

how and where to record: patient consent; the views of patient’s families and carers; and the 

assessment of a patient’s mood, mental state and behaviour both pre and post leave. These 

practices could be critical for advancing a patient’s discharge from hospital especially, as discussed 

above, that documentation is evidence from which progression-based leave decisions can be made. 

Innovative detail also included escort guidance, for instance, in the event of patients engaging in risk 

behaviours on leave, escorting staff should make use of their de-escalation techniques and listening 

skills. This not only champions ‘least restrictive’ care and demonstrates evidence-based practice 

(Baker, 2010), the distinction between escorted and accompanied leave is also communicated; any 

person accompanying a patient on leave would not be required to have such a therapeutic skillset.   

All innovative appendices championed the empowerment and involvement of patients and carers: 

‘Patient information leaflet for leave’; ‘Relative / Carer / Friend leaflet for leave’; ‘Family and carer 

discussion questionnaire’; and ‘Patient’s views on leave’.  

The details of innovative leave practices are listed in the ‘Leave policy prototype’, each referenced 

within the footnotes.  
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V. Leave policy prototype 

The secondary aim of this study was to develop a supportive ‘best practice guideline’ for leave. 

Despite publications which encourage knowledge sharing (NHS England, 2015; Public Health 

England, 2014), a process which has long been recognised for enabling efficiency within healthcare 

systems (O’Dell and Grayson, 1998), it would appear that each NHS Trust / Health board have been 

operating as individual entities, ergo innovative leave practices are contained. This is unsurprising 

given that there are no established forums or knowledge networks for sharing contemporary leave 

practices; until this study, no one has compiled and communicated national leave practices.  

Given the concerns as highlighted above, leave policymakers conceivably require support (Gunn and 

Trommald, 2002). As a primary exercise, policymakers might begin by evaluating their current policy 

content and asking, “What has informed this judgement?” It is reasonable for all policy content to be 

justifiable. Unquestionably, policy content should be categorically informed by the leave evidence 

base however, other information is relevant and contextually appropriate too, for instance human 

rights legislation. The ‘Leave policy content; checklist’ (see Appendix 21) is a record of acceptable 

information sources, which ensure leave policy content is correct, rational, objective and based on 

evidence. Subsequently, should policymakers wish to access a framework of ‘best practice’, the 

‘leave policy prototype’ can be found in Appendix 22. This prototype does not acknowledge 

policymakers’ individual political considerations (Weiss and Weiss, 1996) but rather it is an exemplar 

from which calibration can take place. 

After synthesising this study’s results into a discussion which is congruous with the wider literature, 

the researcher carefully considered the content of the ‘leave policy prototype’. This study has 

identified novel but legitimate leave practices and provides a fitting forum for sharing practices 

which may expedite the quality of leave. To safeguard the prototype from bias and subjective 

ideology, all novel practices meet the criteria in the ‘Leave policy content; checklist’, such as 

correlating with the wider evidence base or upholding value-based principles (NHS England, 2017). 

One example of this is ensuring that “the patient’s consent to share information with their family, 

carer, or friends must be recorded in their clinical notes”. This not only value’s a patient’s consent 

(DoH, 1983 / 2007) and encourages family involvement (Javed and Herman, 2017) but also 

demonstrates good record keeping (Mathioudakis, 2016).  

The prototype also includes information which originates from national documents and legislation, 

where this information achieved substantial representation in this study’s results; these were the 

salient leave processes. Examples include, leave should be recorded, an ‘AWOL’ policy is associated 

with a leave policy, and the MDT should receive leave paperwork. Although some of these details do 

repeat that of national documents, they are considered contextually necessary. The prototype also 
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clarifies information which has been incorrectly communicated in the existing leave policies, such as 

“leave should not be given if the patient does not provide consent to involve their family in leave 

planning processes”. There has been careful consideration as to which practices are included, to 

safeguard the reader from becoming overloaded. 

At present there is not a clear, shared understanding of what leave is and so the ‘leave policy 

prototype’ also takes this opportunity to disseminate operational leave vocabulary. By encouraging 

the revision of leave terminology and clarifying understandings, this could contribute to equitable, 

legally sound and consistent UK leave practices. For example, reworking the definitions of escorted 

and accompanied leave would communicate the therapeutic distinction between these two 

practices. Additionally, informal leave should be differentiated from civil leave with a definition such 

as: “a voluntary patient’s unrestricted time away from the ward which is agreed with, but not 

authorised by, that patient’s clinical team”. This, in turn, could expedite the empowerment of 

informal patients in ensuring their rights are maintained. These definitions are value-based and well 

align with the principles of mental healthcare (NHS England, 2017). These values are not only 

reflected in the prototype’s definitions and processes, but the composition of writing makes use of 

inclusive language too.  

 

Finally, this thesis endorsed the term ‘implement’ to describe the nurse’s duty to allow a patient 

access to an individual episode of leave. The intention was to distinguish between the semantics of 

language and reduce confusion. Likewise, this thesis adopted the term ‘facilitate’ to describe the 

staff member who is escorting a patient’s individual episode of leave. Where ‘implementing’ leave 

can only be authorised by a registered mental health nurse, ‘facilitating’ leave i.e. escorting, can be 

conducted by either a registered or un-registered member of nursing staff. Such terms are reflected 

within the ‘leave policy prototype’. 

 

The ‘leave policy prototype’ consolidates the best available evidence into useable instructions for 

leave and is offered to both academic and professional mental health communities for discussion. 

Nevertheless, its limitations are recognised. Firstly, policy design should involve ongoing 

collaboration with a range of stakeholders (Hudson, Hunter and Peckham, 2018) including front line 

staff, who are more aware of practice challenges than policy-makers themselves (Allcock et al., 

2015). Unfortunately, it was not possible to involve stakeholders within the scope of this study for a 

collaborative production. Secondly, the prototype is limited to the practice of civil leave operating in 

England and Wales. Given the disparate legislation and processes associated with each category of 

leave, it is not suitable to collectively pool information into one prototype, particularly given that 
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readers only operate within one category of leave at any one time. Furthermore, a collective policy 

would be sizeable and oversaturated with leave information and it is important for reader’s 

attention to focus on their pertinent category of leave. A prototype for the other categories of leave 

was not offered, given the modest data yield for category 2-5.  

Finally, it is recognised that policies do not necessarily succeed on their own merits and instead, 

policy success relies on implementation (Kågström and Dovlén, 2019). A pathway for further study 

may include focus-group research with stakeholders, from which the ‘leave policy prototype’ could 

be further refined.  

 

 

  



83 | P a g e  
 

Conclusion 

The aim of this study was two-fold. Firstly, after obtaining NHS leave policies, data was analysed 

using the most appropriate self-designed ‘Therapeutic Leave Local NHS Policy Criteria Index’. The 

study produced 5 different self-designed ‘Therapeutic Leave Local NHS Policy Criteria Index’s, which 

each reflected a different patient group, thus category of leave. Over three quarters of policies 

obtained were classified into ‘Category One’s civil leave policies, which instruct leave practices for 

patients detained under civil legislation and operate within England or Wales. Consequently, this 

data largely forms the thesis’ discussion. 

The analysis revealed that policy content repeated national documents verbatim (DoH, 2007; 

Scottish Parliament, 2003; DoH, 2015; WAG, 2016; NOMS, 2007) but where policy content has been 

originally constructed, this information was contradictory. Original policy content often lacked 

context and justification for inclusion, so it was not possible to determine the mechanism this 

served. The study could not confirm with unanimity, any practices or definitions of leave which were 

previously unknown; ambiguity prevailed in respect to inter-policy comparison. The values of mental 

health care delivery were not consistently present, with some policies promoting the surveillance of 

patients during leave and others allowing leave decision-making to be influenced by a patient’s 

protected characteristics.  

The secondary aim of this study was to develop a best practice ‘leave policy prototype’, based on the 

results of the leave policy analysis. Although this study was unable to provide a consensus of leave 

practices, educated conclusions have been drawn. This prototype confirms key leave principles as 

per national guidance, where this was significantly represented in established leave policies. It also 

clarifies national information which has been miscommunicated in some of the leave policies. The 

prototype adds clarity to ambiguous practices and definitions and also shares original innovative 

contemporary practices, either from the policies or the background literature. Furthermore, the 

prototype is written in such a way to reflect the values of mental health practice more generally and 

adheres with equality based human rights legislation (The British Institute of Human Rights, 2017).  
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I. Appendix One: Search terms and search strategy  
 

(In-patient OR Inpatient OR Patient OR Service-user OR Service user OR Client OR Healthcare 

consumer) AND ((Hospital OR Ward OR Institution OR Health service* OR Infirmary OR State 

psychiatric institution OR Asylum OR Mental health service) AND (Mental OR psychiat*)) AND 

(Escorted leave OR Unescorted leave OR Section 17 leave OR Leave of absence OR Authorised leave 

OR Authorized leave OR Approved leave OR Home leave OR Therapeutic pass* OR Leave status OR 

Extended leave OR Overnight leave OR Permission to leave OR Community re-entry OR Suspension 

of detention OR Therapeutic leave OR Leave restrictions OR Occupational engagement OR Time 

diary OR “Therapeutic leave of absence” OR Community leave OR Ground leave OR In ground leave 

OR Off ground leave OR Accompanied leave OR Unaccompanied leave). 
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Number of full text articles retrieved and assessed 

for eligibility:  17 

Number of full articles included for systematic 

review: 6: 5 interlibrary loan, 1 original  

Number excluded at full text level: 11 

Not a leave intervention – 2 

Non-empirical research -2 

Included in original search – 6 

Original systematic review identified - 1 

 

Number of records identified through 

database searching: 81 

Number of records identified through other sources: 

200 (google scholar) 

Number of articles identified from search: 281 Duplicates excluded: 15 

Number abstracts screened: 46 
Number excluded at abstract level: 29 

Non-empirical research -5 

Not a leave intervention - 24 

Number of records after duplicates removed: 266 

Number excluded at title: 220 

Non-English - 4 

Not a psychiatric population - 7 

Not a leave intervention-35 
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III. Appendix Three: Freedom of Information (FOI) request letter  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

“Dear [enter name of organisation], 

I am writing to make an open government request for all the information to which I am 

entitled under the Freedom of Information Act 2000 / 2002.  

Please send me: 

The policy/ policies currently in use for <INSERT TRUST NAME> for the (ENGLAND and 

WALES) use of Leave under Section 17 of the Mental Health Act 1983 (as amended in 

2007). This may include, but is not restricted to informal patients, detained patients and 

forensic patients; there may be separate policies in use for different groups of patients. 

OR SCOTLAND 

The policy / policies currently in use for Suspension of detention certificates under the 

Mental Health (Care and Treatment) Act (2003), i.e. a patient’s leave of absence (“pass”) 

from the in-patient setting. Included but not restricted to informal patients, detained 

patients and forensic patients; there may be separate policies in use for different groups 

of patients. 

I would like the above information to be provided to me as an attachment to the e-mail 

address as displayed at the top of this letter. 

If this request is too wide or unclear, I would be grateful if you could contact me as I 

understand that under the Act, you are required to advise and assist requesters. If any of 

this information is already in the public domain, please can you direct me to it, with 

page references and URLs if necessary? 

If the release of any of this information is prohibited on the grounds of breach of 

confidence, I ask that you supply me with copies of the confidentiality agreement and 

remind you that information should not be treated as confidential if such an agreement 

has not been signed. 

I understand that you are required to respond to my request within the 20 working days 

after you receive this letter. I would be grateful if you could confirm in writing that you 

have received this request.  

I look forward to hearing from you.  

Yours faithfully 

Emily-May Barlow” 
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V. Appendix Five: Policy Inclusion and Exclusion criteria  
 

 
Inclusion criteria: 
 

• Any policy that is currently in operation in any NHS Trust or Health board in England, Wales or 

Scotland which provides guidance about the use of leave from an in-patient mental health 

setting; 

• The policy can be out of date, i.e. indicates that it requires a review;  

• Any word count; 

• Any number of appendices;  

• The leave policy can have a focus on leave generally, for a specific type of leave or for a specific 

patient group; 

• The objective of the policy may not explicitly be to provide guidance on leave (i.e. this may be a 

generic mental health policy) but must have at least 1 subsection which is dedicated to 

therapeutic leave. 

 

Exclusion criteria 

 

• Any policy about leave which is not in operation in the NHS i.e. private hospitals; 

• Any policy about leave which is not in operation in England, Wales or Scotland;  

• Any policy about leave being authorised outside of a mental health hospital i.e. a policy about 

leave from a general hospital setting. 
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89. Does the policy indicate that victim involvement should incorporate leave planning? (This may be written in 

context to all patient leave but must include restricted patients) 

90. Does the policy reflect that the Secretary of State’s consent to leave remains in operation, unless the 

circumstances of the patient’s health or other factors change the risk assessment? I.e. the responsible clinician 

should make a careful risk assessment of the patient before each instance of leave. 

91. Does the policy state that if there are any doubts that the leave should take place, it should be stopped? 

92. Does the policy state that, should any change occur that affects the basis of the Secretary of State’s consent 

(particularly related to risk), the responsible clinician should inform the relevant caseworker in Mental Health 

Casework Section immediately? 

93. Does the policy provide a leave form for RC’s to use (reflecting the ‘National Offender Management Service: 

Mental Health Casework Section 17 – Leave of Absence ‘ guidance form)? 

94. Does the policy guide RC’s to provide the following information to the Secretary of State: 

a) The aims of the proposal and the anticipated benefits for the patient’s treatment and/or rehabilitation? 

b)  The potential risk of harm to the public, taking into account the nature and adequacy of safeguards? 

c) Risk factors which apply individually to the patient? 

95. When proposing leave, does the policy guide RC’s to produce a plan of leave setting: the destinations of the leave; 

length of absences from the hospital; the escorting arrangements; how the individual leaves will play in the overall 

treatment plan; what, specifically, each instance of leave will seek to achieve; how the leave will be monitored; 

how the success or otherwise of the leave will be assessed and measured and any incidents of abscond or escape? 

96. Does the policy indicate that for routine medical appointments or treatment, the Secretary of State’s permission 

will be required? 

97. Does the policy indicate that in emergency medical situations (e.g. heart attack, Fractures), the RC may use their 

discretion, having due regard to the emergency or urgency being presented and the management of any risks, to 

have the patient taken to hospital? 

98. If above is stated in the policy, does it also state that the Secretary of State should be informed as soon as possible 

that the patient has been taken to hospital? 

99. Does the policy reflect that consent for leave must be sought for Court Proceedings? 

100. Does the policy state that consent is not necessary should the police be required to arrest a patient and take them 

to a police station for questioning? 
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Any additional information relating to this subcategory: 
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44.  Does the policy indicate that the RMO can only grant SUS (for restricted patients) with the consent of Scottish Ministers? 

45. Does the policy reflect that the RMO may grant a SUS certificate for up to 3 months provided that: they have obtained the 

consent of the Scottish Ministers; and it does not take the sum of the periods of suspension granted over a total of 9 

months in any 12-month period (except for assessment orders, whereby the 3 month assessment period is not relevant)? 

46. ) Does the policy state a requirement for the RMO to report back to the Scotland Government Health Directorate (For 

CORO, HD and TTD patients)  no later than 3 months after consent to SUS is given, or prior to any further requests 

for SUS are made to the Scottish Ministers? 

47. Revoking SUS: 

 

a.) Does the policy indicate that a restricted patient’s SUS may be revoked either by the patient's RMO or Scottish 

Ministers, if either is satisfied that it is necessary to do so in the interests of the patient or for the protection of 

any other person? 

 

b.) b.) Does the policy reflect that as soon as is practicable after the revocation of the certificate in respect of a 

restricted patient or one subject to an interim compulsion order, the RMO or the Scottish Ministers (as the case 

may be) must notify: the patient; the patient's named person; the patient's RMO or the Scottish Ministers 

(depending on who revokes the certificate); the patient's general practitioner (where the certificate specified a 

period of more than 28 days); the Mental Welfare Commission (within 14 days of the revocation of the 

certificate); the patient's designated mental health officer, and where a patient is being kept in charge of a person 

authorised in writing by the RMO, that person? Or only the first 3 contacts for an assessment order?  

 

48. Does the policy reflect that the RMO has complete discretion to allow the restricted patient access to the grounds of the 

hospital or unit (with the exception of the Orchard Clinic)? 

49. Does the policy indicate that victim involvement should incorporate SUS planning? (This may be written in context to all 

individuals SUS but must include restricted patients) 

50. Does the policy indicate that clinical teams should plan SUS in the context of the Care Programme Approach? 

 

51. Does the policy reflect that the SGHD will consider SUS requests for: rehabilitation (including pre-transfer visits to another 

hospital); quality of life; compassionate visits; scheduled treatment in hospital; emergency treatment in hospital; 

attendance at Court in relation to criminal proceedings; and attendance at Court in relation to civil proceedings? 

 

52. Does the policy state that the SGHD should be given at least 3 weeks’ notice of a request for SUS? 

53. Where there is a change in RMO, does the policy reflect that the new RMO should review the current SUS plan and 

confirm they are content with the level of SUS previously agreed?  

 



 

124 | P a g e  
 

54. Does the policy reflect that where a patient has been transferred security levels (from high security to medium or low 

security) the existing SUS should be revoked and a new application for SUS should be submitted by the RMO, following 

consultation with the patient's designated MHO, together with an updated risk assessment reflecting the changed 

circumstances? 

 

55. Escorted SUS: 

 

a.)  Does the policy state that a restricted patient’s risk management plan should be reviewed before any request for escorted 

SUS is made to the Scottish ministers?  

 

b.) Where this risk is considered high, and escorted SUS is being considered, does the policy reflect that the RMO should 

consider making a MAPPA referral, after discussion with the police? 

 

 

56. Unescorted SUS: 

 

a.) Does the policy reflect that when considering unescorted SUS (including unescorted SUS in the hospital grounds – except 

for State Hospital or Rowan bank Medium secure Unit) the MDT must initiate a MAPPA referral? 

 

b.) Does the policy reflect that the Scottish Ministers would usually expect requests for unescorted SUS to be made in the 

form of a graduated programme over a number of weeks/months? 

 

c.) For overnight SUS, does the policy reflect that the maximum number of overnights permitted in any one week is four? 

 

d.) For overnight SUS, does the policy reflect that a patient would be expected to gradually increase the number of overnights 

spent at his/her accommodation over a period of at least four months, e.g. one overnight the first month, two the second 

month and so on, until the maximum number is reached? 

 

 

57. State Hospital:  

a.) Does the policy reflect that permission for SUS from the State Hospital is sought by submitting an appropriately 

completed "Patient Outing Application Form" to the Scottish Government's PMO? 

b.) Does the policy reflect that each application should inform whether the use of handcuffs has been considered 

necessary and, if so, the reasons for this and the arrangements for their use? 
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58. Medium Secure Units: 

 

a.) For both escorted and unescorted SUS, does the policy reflect that or patients in medium secure units and other 

psychiatric hospitals, requests should be made in writing to the PMO ( FP) detailing the purpose, duration, frequency 

and escorting arrangements and should be accompanied by the following information: a recent risk assessment and 

risk management plan ; or up-to-date CPA documentation (which include elements of risk assessment and a risk 

management plan); and where SUS is being considered for the first time to the home of a patient's family member or 

friend, an up-to-date social work report on the property (completed by the Mental Health Officer (" MHO") or 

allocated social worker)? 

 

59. Emergency SUS: 

 

a.) Does the policy reflect that  telephone requests by the patient's RMO or the duty RMO may be made in compassionate or 

emergency circumstances which necessitate urgent SUS(for example, to a hospital for treatment of a serious physical 

ailment)? 

 

b.) Does the policy reflect that where permission is not obtained in advance of urgent SUS (such as an emergency visit to 

hospital), a telephone report must be made to the SGHD by the RMO as soon as possible thereafter, followed by a formal 

report including details of why prior contact was not possible? 

 

 

Any additional information relating to this subcategory: 
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56. Does the policy reflect that the SGHD will consider SUS requests for: rehabilitation (including pre-transfer visits to another 

hospital); quality of life; compassionate visits; scheduled treatment in hospital; emergency treatment in hospital; 

attendance at Court in relation to criminal proceedings; and attendance at Court in relation to civil proceedings? 

 

57. Does the policy state that the SGHD should be given at least 3 weeks’ notice of a request for SUS? 

58. Where there is a change in RMO, does the policy reflect that the new RMO should review the current SUS plan and 

confirm they are content with the level of SUS previously agreed?  

 

59. Does the policy reflect that where a patient has been transferred security levels (from high security to medium or low 

security) the existing SUS should be revoked and a new application for SUS should be submitted by the RMO, following 

consultation with the patient's designated MHO, together with an updated risk assessment reflecting the changed 

circumstances? 

 

60. Escorted SUS: 

 

A.  Does the policy state that a restricted patient’s risk management plan should be reviewed before any request for escorted 

SUS is made to the Scottish ministers?  

 

B. Where this risk is considered high, and escorted SUS is being considered, does the policy reflect that the RMO should 

consider making a MAPPA referral, after discussion with the police? 

 

 

61. Unescorted SUS: 

 

A. Does the policy reflect that when considering unescorted SUS (including unescorted SUS in the hospital grounds – except 

for State Hospital or Rowan bank Medium secure Unit) the MDT must initiate a MAPPA referral? 

 

B. Does the policy reflect that the Scottish Ministers would usually expect requests for unescorted SUS to be made in the 

form of a graduated programme over a number of weeks/months? 

 

C. For overnight SUS, does the policy reflect that the maximum number of overnights permitted in any one week is four? 

 

D. For overnight SUS, does the policy reflect that a patient would be expected to gradually increase the number of overnights 

spent at his/her accommodation over a period of at least four months, e.g. one overnight the first month, two the second 

month and so on, until the maximum number is reached? 
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62. State Hospital:  

 

A. Does the policy reflect that permission for SUS from the State Hospital is sought by submitting an appropriately completed 

"Patient Outing Application Form" to the Scottish Government's PMO? 

 

B. Does the policy reflect that each application should inform whether the use of handcuffs has been considered necessary 

and, if so, the reasons for this and the arrangements for their use? 

 

63. Medium Secure Units: 

 

For both escorted and unescorted SUS, does the policy reflect that or patients in medium secure units and other psychiatric 

hospitals, requests should be made in writing to the PMO ( FP) detailing the purpose, duration, frequency and escorting 

arrangements and should be accompanied by the following information: a recent risk assessment and risk management plan ; or 

up-to-date CPA documentation (which include elements of risk assessment and a risk management plan); and where SUS is being 

considered for the first time to the home of a patient's family member or friend, an up-to-date social work report on the property 

(completed by the Mental Health Officer (" MHO") or allocated social worker)? 

 

64. Emergency SUS: 

 

A. Does the policy reflect that telephone requests by the patient's RMO or the duty RMO may be made in compassionate or 

emergency circumstances which necessitate urgent SUS(for example, to a hospital for treatment of a serious physical 

ailment)? 

 

Does the policy reflect that where permission is not obtained in advance of urgent SUS (such as an emergency visit to 

hospital), a telephone report must be made to the SGHD by the RMO as soon as possible thereafter, followed by a formal 

report including details of why prior contact was not possible? 

Any additional information relating to this subcategory: 
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Ministry of Justice (2012), Guidance and/or forms for those working with mentally disordered offenders 

(restricted patients) 

4 

Ministry of Justice–Mental Health Casework Section: Section 17 Leave of Absence (March 2015); 3 

National Offender Management Service, 2017. Mental Health Casework Section 17 – Leave of Absence 6 

National Offender Management Service, Mental Health Casework Section, Transfers Between Hospitals in England 

and Wales 

2 

High security psychiatric services directions, (2011) 2 

NHS England (1997) Guidance to Hospital Managers and Local Authority Social Service Departments on the Sex 

Offenders Act 1997.  

1 
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XIII. Appendix Twenty-one: Leave policy content; checklist  
 

▪ Empirical evidence which focuses on leave; 

▪ Empirical evidence about duties associated with leave i.e. record keeping, clinical decision-

making; 

▪ National documentation about leave; 

▪ National legislation about leave; 

▪ Professional body documents, where those professionals are involved in leave;  

▪ National documents which champion the principles of mental healthcare delivery; 

▪ National legislation which champions the principles of equality and human rights. 
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XIV. Appendix Twenty-two: Leave policy prototype  
 

Patient leave policy 

 

Introduction and background 

This policy guides the reader to understand the practices surrounding leave, which takes place from 
an in-patient mental health service. A working understanding of leave’s processes is central to all 
clinical staff who are working within in-patient mental health care, including individual roles and 
responsibilities. Leave is an important element of a patient’s treatment and recovery but it is also 
recognised to be a time of risk.  
 
Policy aims63: 
 

1. To ensure leave practices are compliant with section 17 leave of the Mental Health Act 
[MHA] (Department of Health [DoH], 1983 / 2007); 

2. To communicate ‘best practice’ as per the current evidence base; 
3. To standardise leave definitions, practices and responsibilities; 
4. To ensure all staff are aware of their responsibilities with leave.  

 
 
This policy instruct leave practices only for patients detained under civil legislation who are 

authorised section 17 leave, as per the MHA (DoH 1983/ 2007). A limited overview of forensic and 

informal leave are provided within subsections of this policy64 but it does not comprehensively 

account for these separate practices.  

This policy was designed in accordance with national legislation and guidance (DoH, 1983 / 2007; 

DoH, 2015). Whilst reference may be made to these documents, in order to highlight fundamental 

technicalities, this policy does not repeat all of the content within these national documents65.  

To access the guiding documents, please see below66: 

1. The ‘Mental Health Act’ [MHA] (DoH, 1983 / 2007): This mandates ‘civil leave’, aka, ‘section 

17 leave’ for those patients detained in hospital, due to their mental disorder. 

 

2. The ‘Mental Health Act, Code of Practice’ [DoH, 2015): This document includes a seven 

paged chapter entitled ‘Leave of Absence’, which advises: “who has the power to grant leave 

of absence, short- and long-term leave, escorted leave, leave to reside in other hospitals, and 

recall from leave. It also draws attention to differences when considering leave of absence, 

including short-term leave for restricted patients.).  

 

 
63 A ‘policy aims’ section clearly communicates the mechanistic function of the policy to the reader.  
64 Having one policy per type of leave (i.e. civil, informal and forensic, intends to reduce confusion between 

distinct practices. Referencing the other categories of policy gives context for the reader.  
65 This prevents over-saturation of information in the leave policy with verbatim repetition. 
66 Professionals can access this guidance independently, if required.  
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Training in association with this policy: 

There is no national mandatory training for leave (Barlow and Dickens, 2018). Any person who has 

responsibilities around authorising, implementing or facilitating leave should have a working 

understanding of this leave policy, the attached appendices, and the national document as listed 

above.  

Appendixes: 

1. Section 17 leave form67  

2. Section 17 flowchart68 

3. Nursing pre-leave assessment69 

4. Leave monitoring form70  

5. Family and carer discussion questionnaire71 

6. Patient information leaflet for leave72 

7. Relative / Carer / Friend leaflet for leave73 

8. Patient’s views on leave74 

9. Patient Safety plan75 

10. Leave Recall letter76 

11. Equality Impact Assessment77 

12. Human Rights Act Assessment78 
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Associated policies 

1. Missing Patient’s Policy80 

 

  

 
80 A ‘Missing patient’s policy’ was cited in 73% (N = 41) leave policies.  



 

158 | P a g e  
 

Definitions: 

When a patient, who is detained within a mental health hospital under the MHA (DoH, 1983 / 2007), 

leaves the hospital grounds with section 17 leave in place, they are understood to be utilising civil 

leave. Section 17 of the MHA (DoH, 1983/2007) applies to patients who are detained under sections 

2, 3, 37 or 47. It can also be applied to patients who are subject to a restriction order (sections 41 or 

49) with modifications. Only these patients can use civil leave. Patients detained under sections 4, 

5(2), 5(4), 35, 36 and 38 are not entitled to civil leave under section 17 of the MHA (DoH, 1983/ 2007).  

 

Sub categories of civil leave:  

Short-term leave: When a mental health in-patient exists the hospital ward, with the appropriate 

authorisation, and returns within a 7 day time period (DoH, 2015)81.  

 

Long-term leave: When a mental health in-patient exists the hospital ward, with appropriate 

authorisation, for a time period which extends beyond 7 consecutive days and up to the patient’s 

section expiry date (DoH, 1983/ 2007)82.  

 

Escorted leave: When the patient remains in the legal custody of a member of hospital staff, or any 

person authorised in writing by the hospital managers [the ‘escort’] (DoH, 2015). The escort will use 

their clinical expertise to maximise the remedial value of the leave episode.  

 

Accompanied leave: When the patient remains in the legal custody of a friend or relative; the person 

completing an accompanied leave must understand and accept this legal responsibility83 (CoP; DoH, 

2007). The accompanying person is not required to have clinical expertise with which to maximise the 

remedial value of the leave episode84. 

 

Other leave definitions 

 

Ground leave: When a patient leaves the inpatient ward and accesses the hospital grounds.  

 

No formal procedure is required to allow a patient’s movement between a hospital and / or its 

grounds. This is not section 17 leave. The MHA 1983 states “Where one building, or set of buildings, 

includes accommodation under the management of different bodies (e.g. two different NHS trusts), 

the accommodation used by each body should be treated as forming separate hospitals. Facilities and 

grounds shared by both can be regarded as part of both hospitals.”85 

 

 
81 Various definitions of ‘short-term leave’ were provided in the policies. These did not consistently reflect the 

MHA’s definition. This is the MHA definition of short-term leave. 
82 Various definitions of ‘long-term leave’ were provided in the policies. None of these reflected the full MHA’s 

definition. This is the MHA definition of long-term leave. 
83 The leave policies did not collectively communicate the accompanying person’s legal authority. 
84 ‘Escorted leave’ and ‘accompanied leave’ have been distinguished by referencing the knowledge, skills and 

intentions of the attending person. 
85 The leave policies did not unanimously reflect the jurisdiction surrounding ground leave. 
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Informal leave: A voluntary patient’s unrestricted time away from the ward which is agreed with, but 

not authorised by, that patient’s clinical team86.  

Forensic leave: When a restricted patient uses section 17 leave. Section 41(3)(c)(i) of the Mental 

Health Act (1983) requires a responsible clinician to obtain consent from the Secretary of State87 

before granting section 17 leave to a restricted patient.  No such patient may leave the hospital 

grounds88 without such consent (Ministry of Justice, 2017).  

 

Leave authorisation: Only the patient’s responsible clinician can authorise, aka grant, leave to a patient 

detained under the Mental Health Act (DoH, 2015).  

 

Leave implementation’: Only a registered nurse can implement a patient’s episode of leave. The 

registered nurse completes a ‘pre-leave assessment’ to determine whether, or not, it is suitable for 

the leave to go ahead89.  

 

  

 
86 A distinct definition of informal leave, reduces the possibility of implied jurisdiction.  
87 93% of policies stated this process (N = 53). 
88 The leave policies did not collectively communicate that forensic leave processes apply only to leave out with 

the hospital grounds.  
89 These distinctions aims to reduce confusion between the semantics of the word ‘grant’, which may suggest 

nursing staff have additional authoritative responsibilities.   



 

160 | P a g e  
 

What values underpin leave?90 

Leave should be properly planned, to allow for ongoing assessment about a patient’s suitability to be 

discharged from their mental health detention. The patient should be fully involved in all decisions 

about their leave. Subject to the patient’s consent, there should be detailed consultation with any 

appropriate family, carers or friends too. 

 

Leave encourages reintegration into the community and allows a patient to rehearse daily living skills 

(Walker et al., 2013). Furthermore, patients identify leave as an important factor affecting their quality 

of life (Schel et al., 2015; Vorstenbosch et al., 2014) by relieving boredom and providing enjoyment 

(Rees and Waters, 2003). All practices associated with leave should recognise its value within the 

patient’s overall life satisfaction.  

 

More generally, leave practices should be underpinned by the principles of mental health care delivery 

i.e. least restrictive practice, empowerment, respect and dignity, purpose and efficiency. Section 6 of 

the ‘Human Rights Act’ (1998) requires section 17 leave to be compatible with the European 

Convention of Human rights, in particular Article 8 (Respect for your private and family life, home and 

correspondence), Article 2 (Right to life) and Article 5 (Right to liberty and Security). 

To ensure the patient’s human rights are not breached, the following criteria must be applied:  

1. There are no unnecessary delays in the granting of leave; 

2. Any conditions attached to the patient’s leave are reasonable and proportionate; and must 

include a discussion with the patient91; 

3. There must be adequate reasons for revoking leave.  

 
 

  

 
90 These value based principles should underpin all processes in mental health care delivery, including to leave. 

This section ensures equality based values would be championed in the policies. 
91 This information has been extracted from one specific policy (E4), considered by the researcher to be a ‘best 

practice’. 
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Medical staff and leave: 

The patient’s psychiatric medical consultant, their ‘Responsible Clinician’ (RC) is the only person who 

can grant section 17, civil leave92. The detained patient is allocated to their RC by the detaining mental 

health hospital.  

 

In the absence of the RC, an ‘Approved Clinician’ (AC) has approval to authorise section 17, civil 

leave93 (DoH, 1983/2007). An AC could be a medical registered practitioner, chartered psychologist, 

relevantly trained nurse occupational therapist or social worker “who is for the time being acting as 

the patient’s responsible clinician” (P316, DoH, 2015)94. 

 

In the absence of the RC or AC, leave authorisation can be sought over via the telephone. In this 

circumstance, the staff member seeking leave authorisation (typically a member of nursing staff) 

should discuss the patient’s clinical presentation, current risk assessment and the reason for the leave 

request with the RC. Subsequently, they should document this telephone conversation in the patient’s 

notes. At their earliest convenience, the RC should retrospectively complete the section 17 leave 

paperwork. Responsibility for this remains with the RC. 

When authorising leave, the RC is responsible for imposing any conditions which may be required for 

that patient’s leave95. These conditions should be considered necessary in the interests of the patient 

or for the protection of other people. There are no legally described limits on what conditions may be 

applied. However, all conditions applied to leave should be proportionate and must not constitute an 

unnecessary interference into the patient’s private and family life (Human Rights Act Article 8)96.  

 

An RC’s responsibilities remain the same whilst their patients are on leave (DoH, 2015). Full details of 

the RC’s involvement in leave are detailed in the CoP (DoH, 2015). Please access this document for 

complete guidance97.  

The RC is the only person who has responsibility for revoking the authority for leave98. 

 
 

The Multidisciplinary Team (MDT) and leave  

 

The MDT is a group of health or social care professionals (with expertise in their individual specialist 

field) who are united for the purpose of planning and implementing a patient’s care, including leave.  

The MDT typically meet on a weekly or fortnightly basis99, depending on the clinical nature of that in-

patient ward.  

 
92 98% of policies stated this (N = 56).  
93 83% of policies stated this (N = 47). 
94 83% of policies stated this (N = 47). 
95 91% of policies stated this (N = 52). 
96 This information has been extracted from one specific policy (E5), considered by the researcher to be a ‘best 

practice’. 
97 To reduce repetition and over saturation of information. 
98 91% of policies stated this (N = 52). 
99 The only time frames suggested in the leave policies.  
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MDT meetings are the key forum for leave-related decision-making (Lyall & Bartlett, 2010). Whilst the 

RC has conclusive responsibility for definitive leave decisions, decision making should actively involve 

the wider MDT (Lyall & Bartlett, 2010; Stacey et al., 2015).  

It is typical practice for the RC to chair MDT meetings100. The collective functioning of the MDT, i.e. 

power struggles, individual confidence, and role-perspectives, may influence contributions to team 

discussions (Barlow and Dickens, 2018). Team members should be mindful of these factors. 

 

Length of stay in hospital is the only factor known to influence leave decision-making (Rees and 

Waters, 2003) i.e. a longer admission length is associated with an increased likelihood of leave 

authorisation. Thus the collective expertise of the MDT is fundamental for making clinically sound 

leave decisions.  

 

As per the definition of ‘escorted leave’, MDT professionals may escort a patient’s leave if their 

professional role is such that their clinical expertise can maximise the remedial value of the leave 

episode. 

 

Nursing staff and leave101 

Nursing staff have a vital role in the effective implementation, recording and evaluation of leave. 

 

Planning Leave: 

On a strategic ward level, nursing staff should host a ‘planning meeting’102 at the beginning of the day 

so that patients are aware of the time at which their leave (either single or multiple periods) will occur 

and any potential difficulties to this. If a pattern develops whereby individual or groups of patients are 

unable to use authorised leave, the nurse in charge of the ward must record this as an incident. The 

ward manager should review staffing levels, systems and processes to address this.  

 

Nursing Pre-Leave duties: 

Implementing leave requires clinical judgement and assessment skills. Nursing staff should assess a 

patient’s clinical state before each and every instance of leave. They should pay particular attention 

to the risk which a patient may pose to themselves or to others. Prior to every episode of leave, the 

nurse must complete the ‘Nursing pre-leave assessment’ – see appendix 3103.  

 
100 Based on the researcher’s own clinical experience.  
101 The policies did not, collectively, provide robust direction for nursing staff for their role in leave, despite 

their involvement in facilitating and co-ordinating individual leave episodes. This policy intends to support 

nurses in completing their role in leave.  
102 This information has been extracted from one specific policy (E43), considered by the researcher to be a 

‘best practice’. 
103 Whilst ‘pre leave checks’ were noted to be the responsibility of nursing staff in 4 policies, no direction was 

provided. This policy intends to support the reader to understand what exactly is required.  
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Any nurse undertaking this duty should feel competent in their ability to do so. If the nurse does not 

feel competent, they should seek support from the wider nursing team. Nurses should be qualified for 

a minimum of 6 months prior to making autonomous leave decisions104. 

 

Rescinding leave: 

Should the ‘pre leave checks’ indicate that leave should not go ahead i.e. because there has been a 

deterioration in the patient’s mental state, the nurse should seek advice from a senior colleague, 

which may include relevant medical staff, to assist in their decision-making105. The outcome of this 

discussion must be fully documented and communicated to the patient. The risk assessment and care 

plan should be amended as necessary. The outcome of these actions should also be communicated to 

the nurse in charge.  

 
Post Leave: 

On the patient’s return from leave, the nurse in charge is required to assess the patient and review 

the outcome of the leave, again observing the patient’s mood, mental state and behaviour106. The 

details of this review should be documented in the patient’s clinical records. 

The patient should be consulted about their views on the outcome of this leave; see ‘Patient’s views 

on leave’ –Appendix 8107. The outcome of leave may also be discussed with family, carers or friend, if 

present. Any concerns expressed by family, carers or friends must be taken seriously and should be 

used to inform future decisions about the patient’s care. Such discussions must be documented in the 

patient’s clinical records. 

 

Escorting staff and leave108  

As part of a condition of leave, the RC may direct that the patient requires an escort. It is important to 

remember the underlying principles of the MHA (DoH, 1983 / 2007) and to use the least restrictive 

level of escort where possible.  

In determining whether an escort is required, the destination, purpose of the leave, role and purpose 

of the escort must be considered. 109 Consideration should be given to the grade and experience of 

the nurse accompanying the patient, whether they should be substantively employed, student nurses, 

bank or agency staff. When the purpose of escorted leave is more complex, for instance: giving or 

 
104 This appropriately allows newly-graduated nurses exposure to leave, improving their ability to identify cue 

patterns and to accurately hypothesise. 
105 This information has been extracted from one specific policy (E51), considered by the researcher to be a 

‘best practice’. 
106 This information has been extracted from one specific policy (E43), considered by the researcher to be a 

‘best practice’. 
107 Such practices echo the principles of value based mental health care delivery i.e. involvement, respect & 

dignity, empowerment. 
108 90% of policies mention escorted leave (N = 51). 
109 This information has been extracted from one specific policy (E8), considered by the researcher to be a ‘best 

practice’. 
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receiving a clinical handover; assessing social skills; transferring section papers; or escorting a patient 

to an acute hospital, it is more appropriate to use a registered member of staff.  

Any staff escort should be fully aware of their purpose during leave and must receive a comprehensive 

handover prior to initiating this duty i.e. be aware of the patient’s mental state, clinical history, any 

recent significant events and potential risk factors. 

When facilitating an escort, staff should carry their ID card but ensure that it is not visible, so that they 

are not identifiable as clinical staff110. Staff should also carry a ward mobile phone if immediate 

communication may be required on the leave, as per the patient’s risk assessment. 

 

It is important for staff to recognise the therapeutic opportunities leave provides which can encourage 

a patient’s recovery journey, for example encouraging patient autonomy and choice (where 

appropriate). Staff should recognise the therapeutic association of escorted leave and use their clinical 

expertise to maximise the remedial value of this. 

 

In the event of patients engaging in risk behaviours (including absconding), escorting staff should 

engage verbally, using their clinical skills i.e. appropriate de-escalation techniques and listening 

skills111. There is no expectation of physical intervention. 

 

Should the patient abscond from their escort, the escort should: 

 

o Make  a note of the patient’s presentation, appearance and direction of travel; 

o Inform the ward immediately, who will initiate the ‘missing persons’ policy; 

o Attempt to follow the patient at a safe distance; 

o Gain the support of any police officer who may be in the area112. 

 

Due to its nature, escorted leave should not routinely be granted for periods exceeding one hour. For 

leave exceeding one hour, time should be allowed to enable extra staff to be obtained if necessary. 

 

Families, carers and others113  

Families and carers should be treated with respect and dignity and feel listened to by professionals.  

The evidence suggests that carers often feel ‘unsupported and uninformed during the leave process’, 

with leave processes often demonstrating their insufficient involvement (Barre, 2003). This policy 

promotes collaborative working with families and carers, who should be involved in planning a 

 
110 This information has been extracted from one specific policy (E21), considered by the researcher to be a 

‘best practice’. 
111 This information has been extracted from one specific policy (E21), considered by the researcher to be a 

‘best practice’. 
112 This information has been extracted from one specific policy (E21), considered by the researcher to be a 
‘best practice’. 
113 The term ‘others’ has been included should a patient have support which does not fall into the ‘family’ or 
‘carer’ category. This promotes inclusivity. 
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patient’s leave. Appendix 7, ‘Relative / Carer / Friend leaflet for leave’ is available for families and 

carers. 

It is typical for families and carers to have information, which may influence decisions about the 

patient’s care and treatment. The views of families and carers should be fully considered when making 

leave decisions114; Appendix 5, the ‘Family and carer discussion questionnaire’ can be used as a means 

to gather such information. If the MDT makes leave decisions which are contradictory to the views 

expressed by families or carers, professionals should explain the reasons for this115.  

Families and carers should be aware of any proposed leave plans (dates / times), prior to 

authorisation; this is of particular important where the patient is to reside with them during leave. As 

per the CoP (DoH, 2015)116, where applicable, families and carers should be a given a copy of leave 

paperwork, in addition to the patient’s leave safety plan117.  

 

Families and carers accompanying leave  

 

Families and carers can facilitate accompanied leave if they understand and agree for the patient to 

remain in their legal custody. The accompanying person is not required to have clinical expertise with 

which to maximise the remedial value of the leave episode. The accompanying person should 

understand that they must remain with the patient during that period of leave. The accompanying 

person should be made aware of who to contact should any issues arise on the leave. 

On return from accompanied leave, the accompanying person should be asked for feedback from the 

nursing team, including whether or not the leave went well, any arising concerns or noted benefits. 

Nursing staff will document such conversations within the patient’s clinical notes.  

 
Consent to involve families and carers 
 
The patient’s consent to sharing information with their family, carer, or friends must be recorded in 

their clinical notes118. It is important to note that “If patients do not consent to carers or other people 

who would normally be involved in their care being consulted about their leave, responsible clinicians 

should reconsider whether or not it is safe and appropriate to grant leave” (DoH, 2015)119. 

 

If a patient objects to information sharing this should be carefully considered. The patient has a right 

to confidentiality but this should be balanced against the possibility of any risk. It might be a condition 

 
114 84% of policies stated this (N = 48). 
115 This information has been extracted from one specific policy (E31), considered by the researcher to be a 

‘best practice’. 
116 79% of policies stated this (N = 45). 
117 Such practices encourage the patient to take responsibility for their own wellbeing. This echoes the 

principles of value based mental health care delivery i.e. involvement, respect & dignity, empowerment. 
118 This information has been extracted from one specific policy (E7), considered by the researcher to be a ‘best 

practice’. 
119 The leave policies did not collectively communicate that this should be a reconsideration of leave, rather 

than a revocation.  
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of leave that the family member or carer is informed. In difficult cases advice should be sought from 

the Trust’s MHA Legislation Manager120. 

 
 

  

 
120 This information has been extracted from one specific policy (E7), considered by the researcher to be a ‘best 

practice’. 
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Recording Leave: 

Adequate and accurate leave documentation enables the MDT to make clinically justified decisions, 

progressing the patient’s care and treatment pathway (Donner et al., 1990). Leave progress should be 

reflected in the patient’s clinical notes and their leave care plan.  

 

Section 17 leave is only legally authorised when the RC completes and signs the patient’s section 17 

form (see Appendix 1, ‘Section 17 leave form’). Copies of this paperwork should be given to the patient, 

mental health act administration team, the patient’s clinical notes, carers and community 

professionals121.  

Further recording mechanisms are necessary for documenting leave decisions, the progress of leave 

(concerns raised or benefits achieved) and leave outcomes. This information instructs future decision 

making122. The hospital managers are responsible for establishing a standardised leave recording 

system (DoH, 2015) which is provided within Appendix 4 - ‘Leave monitoring form’. An up to date copy 

of this form should be kept in the patient’s clinical notes.  

Patient’s views on leave 

“Patients should be encouraged to contribute by giving their own views on their leave” (DoH, 2015). 

Appendix 8 - ‘Patient’s views about leave’, should be used to capture the patient’s views about their 

leave. A copy of this should be kept in the clinical notes, which should be reviewed and considered at 

each MDT meeting, prior to any leave decision making123.  

 

Care Planning Leave  

A leave care plan is required for all patients who are authorised leave. The care plan should be 

informed by the patient’s risk assessment and must include details of the patient’s leave 

arrangements. 

 

The care plan should be completed by nursing staff in conjunction with the patient. Patient’s should 

be fully involved in the care planning process and must receive a copy of their care plan124. Family 

members and care plans should also be provided with a copy, where applicable.  

 
Support on leave  

Leave is recognised to be an opportunity for risk (Bolin, 1968). As part of managing this risk, it is 

important to consider what support the patient may require during their leave and whether this can 

 
121 91% of policies (N = 52) y indicate that copies of leave authorisation should be given to the patient and to 

any carers; 79% of policies (N = 45) indicate that copies of leave authorisation should be given to fellow 

professionals; 79% of policies (N = 45) indicate that copies of leave authorisation should be kept in the 

patient’s notes. 
122 Such practices reduce any delay to the patient’s progression. This echoes the principles of value based 

mental health care delivery i.e. least restrictive option.  
123 Providing a mechanism for recording patient’s views increases the likelihood of these practices being 

adopted.  
124 This encourages the patient to take responsibility for their own wellbeing. This echoes the principles of 

value based mental health care delivery i.e. involvement, respect & dignity, empowerment. 
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be provided (DoH, 2015). If support is to be provided on leave, this must be documented in the 

patient’s leave care plan and communicated to all involved (professional or otherwise). It is important 

for the patient, and family / carers where appropriate, to be aware of contingency plans including 

what actions to take if the patient needs to return to hospital early. This should be documented within 

the patient’s ‘safety plan’ - see Appendix 9.   

 

Revoking Leave:  

Only the RC can revoke a patient’s leave125 if it is considered necessary for the patient’s health or 

safety or for the protection of other people126. In such an event, the RC must arrange for a ‘notice in 

writing’, formally revoking the leave, which must be served to the patient127. The reasons for recall 

should be fully explained to the patient and recorded in the patient’s clinical notes.128 Please see 

Appendix 10 - ‘Leave Recall letter’.   

 

Renewal of leave  

A patient does not need to be physically ‘living’ in the hospital, for leave to be authorised129 if the 

criteria in section 20 of the Act are met (see chapter 32 of the ‘Code of Practice [DoH, 2015]). 

 This reflects the Court of Appeal rulings: “it is not necessary for a patient to be an ‘inpatient’ at the 

time that detention was renewed, but that it was sufficient for the patient’s care plan to include periods 

of treatment in hospital” (1999).  

 

Failure to return from leave 

 

When a patient becomes ‘Absent without Leave’ (i.e. fails to return to the unit at the end of the 

prescribed leave period), the ‘Missing Patient Policy’ must be immediately enacted by a registered 

nurse.  

 

Informal Leave 

No legislation mandates informal leave. Informal patients are not legally detained in hospital and 

therefore have the right to leave at any time (DoH, 2007): “Patients who are not legally detained in 

hospital have the right to leave at any time. They cannot be required to ask permission to do so, but 

may be asked to inform staff when they wish to leave the ward” (P322). 

 

As such, a separate set of processes should be adopted for the informal patient accessing leave.  

 

Forensic Leave 

 
125 91% of policies state this (N = 52). 
126 88% of policies state this (N = 50).  
127 88% of policies state this (N = 50). 
128 72% of policies state this (N = 41). Where this was not stated, there were omissions by the policy to explain 

this should be communicated to the patient. Thus, this is highlighted to this reader.  
129 68% of policies state this (N = 39). 
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An RC is not able to authorise a forensic patient’s leave. Instead the RC must complete legislative 

paperwork and request authorisation from the Secretary of State. Requests for forensic leave are 

customarily written as part of a graduated phased programme, which applies the leave to that forensic 

patient’s rehabilitation plan. Both the Secretary of State and the RC have authority to revoke this 

patient’s leave. 

These authorisation measures only applies to leave which takes place out with the hospital grounds; 

this patient’s RC can authorise leave from the in-patient ward to the hospital grounds without 

additional Secretary of State approval.  

 

Please see separate forensic leave policy for full details and access relevant Government 

documentation https://www.gov.uk/government/publications/leave-application-for-restricted-

patients 130 

 

 

 

  

 
130 29% of policies state this (N = 16). 
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Suspension of leave:  
 
As mentioned above, the day to day management of leave is delegated by your Responsible Clinician to the 
nursing staff or junior doctors on the ward. Due to concerns about your mental health the decision may be 
made not to allow you to use your authorised leave, or, if leave is not used appropriately ward based staff 
may suspend future leave until it can be formally reviewed during the next multidisciplinary ward round or 
review with your responsible clinician.  
 

Revocation of leave:  
 
Whilst out of hospital on section 17 leave your Responsible Clinician has the authority to revoke your leave 
and recall you back to hospital, this will be in the interests of your own health, own safety or for the 
protection of others. If you choose to refuse this request and refuse to return to the hospital you will then 
be classed as being Absent Without Leave.  
 

Review on return from leave:  
 
On your return from Section 17 leave to the ward, a review of leave will take place to look at the following:-  

1. Whether or not it went well?  
2. Particular problems encountered, concerns raised or benefits achieved?  
3. Patient / Carer feedback?  

 

Further help and information  
 
If there is anything you do not understand about your leave or if you have other questions that this leaflet 
has not answered, please speak to a member of ward staff who will try to help you.  
Please ask if you would like another copy of this leaflet for someone else. 
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As mentioned above, the day to day management of leave is delegated by the Responsible 
Clinician to the nursing staff or junior doctors on the ward. Due to concerns about your family 
member/friend’s mental health the decision may be made not to allow them to utilise authorised 
leave, or, if leave is not used appropriately ward based staff may suspend future leave until it can 
be formally reviewed during the next multidisciplinary ward round or review with the responsible 
clinician.  
 
Revocation of leave:  
Whilst out of hospital on section 17 leave the nominated Responsible Clinician has the authority 
to revoke leave and recall your family member/friend back to hospital, this will be in the interests 
of their own health, own safety or for the protection of others. If you choose to refuse this 
request and refuse to return them to the hospital your family member/friend will then be classed 
as being Absent Without Leave.  
 
Review on return from leave:  
On return from Section 17 leave to the ward, please accompany your family member/friend back 
to the ward and ensure ward staff of aware of their return. A review of leave will take place to 
look at the following:-  
 

1. Whether or not it went well?  
2. Particular problems encountered, concerns raised or benefits achieved?  

 
Further help and information  
If there is anything you do not understand about leave or if you have other questions that this 
leaflet has not answered, please speak to a member of ward staff who will try to help you.  
Please ask if you would like another copy of this leaflet for someone else.  

 

  














