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EXECUTIVE SUMMARY
Introduction

This paper is a response to concerns expressed by coroners and distressed relatives who highlighted what they saw as shortcomings in systems and procedures in ensuring the safety of seriously at risk people.  Its purpose is to prompt reviews of contemporary philosophy, policy and practice relating to the locking of exit doors; to stimulate national and local debates, challenge existing attitudes and improve standards of sensitive but safe care.

Feedback during this study has strongly indicated that modern and precise guidance in the new Code of Practice is urgently required to assist mental health services in developing consistent risk management standards which reflect the changes in acute care, including greater acuity of need and risk, and heightened concerns in respect of substance misuse.

This study also highlights the importance of environmental design, including safe care designated areas, positive liaison and agreements with the police in respect of patients who abscond, active involvement of service users and carers in policy review and development, and the importance of relational safety.  Increased managerial ownership and action in supporting front line staff in improving safety is also required.

The issue of admissions policy and the agreement of the purpose and function of the wards along with the effectiveness of clinical leadership have also been spotlighted as issues for review and overhaul by acute care forums. Further, the benefits of new technology have also been emphasised and the noteworthy development of ‘swipe card’ arrangements in the Leeds service is described in Appendix 3.

The paper has benefited from inputs from a substantial number of individuals including service users, carers, clinicians, managers and a range of feedback from a range of sources to the various drafts.

I have sought to include a cross section of opposing views and perspectives to achieve a balance of opinions.  Nevertheless, I have ultimately concluded that on balance there are overall benefits to improving safety by the locking of doors.  However, this would only be acceptable with the caveat of increased safeguards of improved personal care, communication, explanation and monitoring.

What is absolutely certain is that changes in some form are necessary.  To what degree is a question for policy makers, service users, carers, clinical staff and acute care forums to carefully discuss and agree.  Whatever the opinion held, it is essential that those involved in the debate remain open minded, appraise their own assumptions and acknowledge conflicting viewpoints.

Issues

If a person cannot be safely managed in the community by Crisis/Home Treatment Services, almost by definition they will have specific needs, which can only be met in a hospital setting.  Many people are compulsorily detained because care in the community becomes impossible.

Acute care staff face a complex task of managing acutely ill individuals at a critical stage in their lives when they are most vulnerable and in need of help.  Symptom severity, risk to themselves and others, unclear diagnosis and deterioration in their mental state and capacity to reason and make judgements are all likely features in their presentation.  Adherence to treatment or compliance to the ward care regimes, routines and expectations may be inconsistent.

Mental health problems may be intertwined with substance misuse and be further complicated by a range of social factors.

Acute care staff has to manage these often extreme situations and carry out interventions and impose some restrictions on liberty to ensure that individuals are kept safe and begin the process of recovery so that they can return to the community.  Striking a balance between safety and maintaining autonomy and liberty and ensuring a therapeutic culture rather than custodial environment is a major challenge.

To achieve this it is argued by many that staff need to be aware at all times of the whereabouts of at risk individuals.  Without this knowledge they are prevented from undertaking their duty of care responsibilities.  Therefore it is advocated that service users must inform staff if they wish to leave the ward.  Others strongly hold the view that it would be a de facto detention for an individual to be unable to leave the ward, and thereby it would be an illegal detention of the person.  They are also concerned that being locked in can add to feelings of powerlessness and low self esteem, and can compound depression.  Critical reports have highlighted inconsistencies of policy and practice and many poorly designed environments.  Many ward establishments are inadequate in both numbers and capacity of skills and experience.

The paper poses a number of questions which highlight the dilemmas and conflicting imperatives, for example, the stigma associated with the locking of doors, as opposed to the stigma of being brought back to a ward by the police.  The paper also highlights the benefits of restricted access in providing additional security by preventing inappropriate people from entering the ward.

The paper makes a number of suggestions to reduce risk, improve standards of care and clinical management, and for research and further work to be undertaken.  A summary of the arguments for and against is available at Appendix 2.  To assist the purpose of review a check list which charts the way forward for local action has been prepared in Appendix 4.

REVIEW OF OPEN DOOR POLICY IN ACUTE              IN-PATIENT WARDS

Discussion paper prepared by Malcolm Rae
Introduction

The purpose of this paper is to consider contemporary philosophy, policy and practice relating to the locking of exit doors, and to stimulate debate, review existing attitudes, and challenge current approaches, and improve standards of sensitive, yet safe care.
The paper is triggered by my recent involvement in providing an independent review into a suicide, and assisting in responding to a Coroner’s letter issued under Rule 43, which aims to prevent similar deaths occurring, following the death of a young man who had absented himself from the ward.  A further motivation has been the views of the parents, who have questioned existing policy and thinking.

An additional prompt was the publicity surrounding the death of a Cambridge University professor’s wife, at Addenbrookes Hospital.  The professor was critical of the Coroner for not addressing the perceived systemic shortcomings in protecting psychotic patients who are at risk of harming themselves.  

A recent research paper published in the British Journal of Psychiatry in Feb 2006 (Meehan’s et al) identified 754 deaths from suicide, of in-patients, between 1996 and 2004.  Of relevance to this paper, nearly a quarter of the deaths occurred within the first seven days after admission, and of particular significance, 514 patients left the ward.  Jumping from a height or jumping in front of a moving vehicle involved 39% of those who died, and 27% died from hanging.  A quarter of those who died had left the ward without the permission/knowledge of the ward staff.

A further concern and uncertainty requiring clarity, is the legal position and accountabilities in respect of doors being locked.  
On one hand, it is argued that it is illegal and a breach of the 1983 Mental Health Act to detain an informal patient by not allowing them the means to have direct egress from the ward.

On the other hand, there is a Human Rights Act 1998 obligation for services to be liable for acts or omissions, which result in failure to protect an individual and prevent loss of life.

Ward staff have to balance competing interests in seeking to address the rights of different individuals.  If the person is considered to be at risk, (most patients in acute wards would be considered so), could it not be argued that the staff have a positive obligation and duty of care responsibility under article 2 of the Human Rights Act, which confers an absolute right to life, and under common law to take reasonable steps to prevent harm?

If the question was posed, “would the door being locked, as a protective measure, have a real prospect of altering the outcome and avoiding death or harm to the identified at risk person”?  Often the answer would be yes.

This then begs a further question.  “Are services violating article 2 by failing to discharge their obligations to protect life by having doors open and easy egress”?

There are also child protection duty of care issues, when dealing with young people under the age of 18 years.  These and other concerns require a clear legal position to be established and understood by front line staff if they are to be informed and function effectively, and fulfil their responsibilities in ensuring the safety of vulnerable people, who may wish to cause harm to themselves, or on occasions, others.    
There is a tension between libertarian values, legislation, civil liberties and human dignity, and the endeavours to limit the opportunities and reduce the very real risk of harm to acutely ill patients.
Whilst advocating for an emphasis on increased security, this paper is primarily concerned with improving safety.  The focus is on managing entry and egress, not locked wards.  Managing access and egress involves a system, which facilitates contact with staff for both entry and exit.  It is proactive clinical management, which means those issues of risk and safety can be managed on an individual basis.  It supports the practice standards outlined in ‘Safety First’ 2001.  
An acutely ill service user should not leave the ward without clinical staff being aware or have the opportunity to intervene.  This supports informed risk taking and shared care and personal responsibility with the client.  Importantly, it offers the opportunity to engage, risk assess, and if required, undertake an intervention.  

The development of a new Mental Health Code of Practice, and the recent report from the NPSA of the National Reporting and Learning system and the Patient Safety Observatory have also prompted the preparation of this discussion paper.

The Mental Health Act Commission have identified a high number of wards are resorting to regular locking of doors, which may be, at times, in breach of the spirit of The Mental Health Act Code of Practice.

Absconding is associated with significant risks and is costly in terms of staff and police time.  Of greater importance, it is costly in terms of death and the distress felt by families and service staff. 
Everyone agrees that we need to keep patients safe from harm when they are unwell.  Perhaps now is a good time for all of us to submit our assumptions and current practices to critical scrutiny with a view to giving patients and their families the best possible service.

A positive outcome gained from this initiative is the recognition of the importance of those involved in new build designs, to take account of these issues, and future environments to be shaped to reflect the safe care needs of acutely distressed individuals, who may require more intensive care, closer support and supervision. 
What has become clear from my initial raising of the profile of this issue is widespread concern and interest, and a need for further evidence and up to date legal and practice guidance standards, along with new approaches to monitoring and review.  A summary of the arguments for and against is provided at Appendix 2.
Background

Ensuring that an individual who is a high suicide risk is being kept safe is complex and challenging for all concerned. Some people may indicate their intent; others may mask their thoughts and feelings, whilst others may impulsively harm themselves.

There are many complex reasons why, but often it is a response to situations of extreme stress or difficulty, often associated with feelings of powerlessness to change things, and sometimes it may not be a wish to die.

It is important to note that these thoughts, feeling of hopelessness, and ideas, are usually transient in nature, and once resolved the person finds it difficult to believe their situation at the time. 

It is widely acknowledged that whilst protecting a person from the risk of suicide, some restrictions may be necessary.  It is also important to respect their dignity, and be actively seeking opportunities to raise the individuals’ sense of optimism and hope for the future, and to give them scope and opportunities to increase their self-esteem and personal responsibility.  Balancing the two imperatives can cause tension and difficulties.

Previous critical inquiry reports and coroners inquest findings have highlighted inconsistencies in policy and practice, and deficits in safe systems of patient care, and on occasions, poorly designed environments.

A number of distressing incidents have impacted on the confidence of relatives and the public, who find it difficult to understand why vulnerable people are not prevented from leaving the ward when they are at risk of self harm, accident or self neglect.  It is especially distressing to relatives, when the patient has been admitted using Mental Health Act powers, with the associated stigma and distress of perhaps, police involvement, for them to return to their locality after a few hours to the shock of relatives and neighbours, and the annoyance of the police.  The great care exercised in the process of removing a person’s liberty is perceived to have been abandoned. 
It is argued by some, that we fail to adequately explain to relatives the high lifetime mortality of many mental health disorders, and the weaknesses in contemporary approaches to risk management, and prediction of suicide.  Whilst the public appreciate that death occurs following myocardial infarction or CVA, they do not appreciate the potential lethality of depression over a longer period, which may be as much as 15% of a lifetime risk of suicide.  When it happens, the family are often shocked and tend to blame the staff.  We need to consider how to avoid unrealistic expectations, but at the same time balance this, by offering optimism and positive attitudes.

There is currently much ‘fuzzy thinking’ amongst practitioners concerning the apparent overriding imperatives of the human rights legislation.  There are also inconsistencies of practice in the locking of doors, arising from staff insecurities and fear of the consequences of not locking the doors.  One specific dilemma many Trusts are wrestling with is the locking of ward doors. The M.H.A.C. Code of Practice, states “Safety should, where practicable, be ensured by means of adequate staffing”.  The spirit and intent of the guidance is for exit doors to be open for access and egress.  

Authorities are responsible for trying to ensure that staffing is adequate, however, considerable assumptions are being made about staffing levels and competencies.  It needs to be acknowledged that on occasions, even with the best will, it may not be possible to recruit and retain to the desired level.  Many experienced staff, have chosen to work in the new Crisis or Assertive Outreach Teams, leaving recruitment issues for the wards.  The reality in many services is that they are managing scarcity not resources.   
The nurse in charge of a shift is responsible for a safe environment and the protection of patients and staff.  At their discretion they may decide to lock the exit door of the ward, if the behaviour of a patient causes concern.  If so, they must:

· Inform all staff why, and for how long.

· Inform the patient(s) involved, of the reasons why.

· Inform all other patients that they may leave, and how to do so.

· Inform Line Manager and RMO.

· Keep a record of action, and why.

· When handing over, the reasons should be discussed.

· If the relieving nurse also considers it necessary, they must follow the same guidance, and if the door remains locked for 3 consecutive shifts, the Senior Nurse Manager must be informed.

Difficulties increase with the mix of different level of, and severity of illness, dependency or risk.

It can be argued, that the locking of exit doors can impact on the esteem of individuals, who may already be feeling vulnerable.  It can affect the ambience of the ward, creating a custodial rather than a homely or therapeutic image, which reinforces stigma and negatively impacts on the job satisfaction of staff, who, may be perceived as custodians rather than therapists.  Alternatively, locking the doors may make patients feel more secure and free staff attention from monitoring the exit and so be more able to attend to patient needs.  It is also argued that the reassurance associated with the locking of doors may reduce the levels of stress experienced by staff, and thereby result in more positive engagement. There is currently no research showing which of these two potential scenarios occurs or predominates.  Therefore, no one is in a position to strongly or confidently assert that one or the other is the case.  
More recently the Mental Health Act Commissions Eleventh Biennial Report has drawn attention to increased locking of doors and the practices that surround it, suggesting that these can constitute unlawful deprivation of liberty.  This further underlines the need for revised guidance.  The report also provides evidence of the risks associated with absconding, in that 18% of all unnatural deaths of detained patients took place following an absconsion. 

It is widely accepted that an excessive focus on control and containment at the expense of personal space, autonomy, and a sense of freedom can be counter productive, and in turn add to the persons’ feelings of powerlessness or other manifestations of their depressed feelings or suicidal ideation.  It may lead to irritation, frustration and aggression.  This may be compounded if the noise and intensity levels are raised and aggravated by poor temperature controls, and feelings of lack of comfort prompting an individual to seek fresh air and space, and being prevented from doing so.  This in turn may place extra demands on staff, particularly so if there is no safe enclosed open air facility. 
It is a complex and delicate balancing act, giving the highest priority to keeping people safe without imposing an overwhelming and too strict regime, which may achieve absolute safety, but in so doing is likely to increase the person’s distress and despair.

Also of note, is that excessive emphasis on safety through the action of restriction of activity, close observation or locking of doors do not deal with the underlying causes of the persons suicide feelings and may make the individual feel degraded.  This approach may also result in other service users being reluctant to disclose their own thoughts of suicide.  A strong antidote to this is to give people quality time with staff, to listen to the person and be along side them in their period of adversity.  However, for many reasons the latter may not occur often enough.
Of particular note are the findings emerging from the programme of work, looking at containment, and in particular, absconding, undertaken by Professor Len Bowers.  The evidence suggests that a specific focus on predictive risk factors and developing measures such as:

1. Having signing in and out books.

2. Identifying and targeting those service users at the highest risk with greater engagement.

3. Debriefing and actively supporting the individual after incidents.

4. A policy which requires a full MDT review after two absconsions, to review care and treatment.

5. Planned debriefing and support after breaking of ‘bad news’, can prevent a reaction and acting out negative behaviours.

6. Facilitating urgent home visits to resolve a domestic crisis can significantly reduce absconding and the potential for harm.
Although this intervention has been shown to reduce absconding by at least 25%, this research programme has also shown that ward security may be an important component in the reduction of absconding.  For example, the peak times of day for absconding is during the shift handovers when patients are less observed.

However, despite the positive progress already made in reducing the number of patient suicides, by developing these approaches, there remains concern about service users who may be prone to impulsive short-lived thoughts and acts, as well as those with determined suicide plans, who may leave the ward to harm themselves.  Therefore, by heightened managing of access and egress, this could further build on the progressive initiative of Len Bowers.  This initiative could also prevent harm caused by accidents or stigmatising behaviours, which may follow absconsion.  

Questions and Issues for discussion

The questions posed and issues identified, challenge perceived wisdom, raise some important dilemmas and underline the extremely complex nature of ensuring the safety of people.
· Have we swung too far in our desire to move away from the past institutional orientation and intent to remove stigma, by having a too libertarian and idealistic human rights philosophy?  Or, are we at risk of abandoning the tradition of libertarian consensus psychiatry for something perceived as punitive, stigmatising and which may be counterproductive?
· How realistic is it having unlocked doors, in ensuring the safety of extremely ill and vulnerable individuals, who often present with challenging behaviours?  Are we setting ourselves up to fail? 
· Do Services have, or will they ever have the capacity, including competence in assessment and engagement, numbers, skills and knowledge, autonomy, experience, in particular taking account of the fluctuating nature of staff availability and use of bank and agency staff and unremitting pressures?  
· Are services always likely to be sufficiently staffed to meet the specific, diverse and increasingly challenging needs and problems of users, which may also include, aggression, alcohol and drug associated incidents?

· Staffing levels are depleted daily by sickness, unplanned absence, meal breaks, and vacancies, including frozen posts or delayed timescales in filling posts, mandatory training, CPD clinical supervision and training and support for students.

· Research has shown that there are increased risks associated with the high turnover of admissions and discharges, and increased throughput of patients.

· What impact has the reduced number of beds being available and development of new models of care had?  Does it mean only severely ill people are admitted?  If so, does this mean that our models of acute in-patient care provision have to change to keep pace?
· Do staff, relatives, and the public appreciate that risk assessment is an inexact science?  

· How effective are the current observation and engagement policies and procedures? Continuous observation may not always be achievable, ethical or clinically desirable.  What are the other options?    

· There are limits to ensuring safety by interim observations of 10, 15 or 30 minutes, or even staggered observations, even when patients are meaningfully engaged, if the person plans to, or impulsively and opportunistically leaves the ward.  What other intervention or strategies can be developed to ensure safety?
· For many reasons clinicians are sometimes reluctant to section.  Even if sectioned, there is no guarantee of preventing a person from leaving the ward.
· Is it preferable to be locked in and retain one’s informal status rather than be stigmatised and have problems associated with having been sectioned, i.e., insurance policy, or marriage prospects in some circumstances, or membership of civic bodies?
· Some individuals assert that transfer to PICU, or to be sectioned can be coercive in order to comply.

· Some individuals may disguise their symptoms and feelings to avoid being sectioned and locked in.

· Problems occur when there is confusion of what to do if an informal patient wishes to leave.

· Staff may be uncertain whether or not to exercise their duty of care responsibilities in preventing someone leaving by using physical restraint to detain.  If they are faced with an urgent dilemma, do they hold on to the individual?  Do they apply Section 5(4)?

· What else can be done to increase their awareness and confidence?

· When persuading or preventing an individual from leaving, it costs time, energy, may cause irritation and aggression and significantly distract from other more positive activities.  Equally, does the door being locked cause frustration and lead to conflict?
· Is it sensible to have open egress when newly admitted patients who may be a high risk, as they may be an unknown quantity, due to limited time in the ward preventing comprehensive risk assessment and opportunity to formulate care and safety interventions?  (Of note nearly ¼ of in-patient deaths occurred within the first 7 days following admission).  
· How can we justify going to great lengths to make environments safe, eliminating ligature points etc., but potentially increase the risk of people going elsewhere to harm themselves?
· Can we continue to defend an open door policy when severely ill patients can potentially leave and kill themselves?  The significant number of deaths argues we should not.

· Instead, should we not explore alternative technologies from the commercial or other sectors, e.g., smart cards, digital locks, and seek better ways of explaining, informing and communicating with service users and carers, of the reasons for locking doors, and how they can leave?
· What unintended laissez-faire message does it send out to patients and their family?  Have we sufficiently considered that it may suggest we do not sufficiently care about them, that they can leave to harm themselves?

· Could it be, in fact, reassuring to know that doors are locked, as their safety is a priority?

· What negative messages does it send out to the police, who may be called upon to search for, or bring back the patient?  There are many occasions when the police are delayed in responding and vital time is lost in locating the person.
· In our pursuit of ensuring service user dignity, and achieving comprehensive human rights standards, have we failed to appreciate the right to life?  (As one family member put it, “you can treat people who feel inconvenienced by a notional lack of freedom, but you cannot bring back the dead.  If you are protecting the illusion of freedom, why not opt for safety and lock ward exits as an essential precaution”?)

· Is the right to be kept safe when you cannot look after yourself, as compelling as rights to liberty, dignity and autonomy, which we have allowed to become pre-eminent?

· It is argued by some, that the debate about the locking of the main entrance and exit is a red herring.  What is important is the nature of the engagement and therapeutic intervention.  It is also mooted, that in reality, you are replacing a human barrier with a physical one.  If it means that it enables staff to be released from marshalling the door to positively engage with patients, then the priority should be changed, particularly so, if it prevents a determined or impulsive person to abscond.
Reflections and an alternative approach
After answering the questions posed myself, and following discussions with close associates, and subsequently many others, I have changed my long held views.  
I consider that one of the prime functions of admission is to keep people safe, and this often requires a period of containment, until the individual has been fully assessed and treated.  Progress in treatment and care can only occur if the person’s safety is established and maintained.  If the environment is unsafe, by implication, it cannot be therapeutic.  Therefore, safety demands more than freedom and strict adherence to mental health legislation.  
It is argued that people should be protected from the consequences of their illness.  If an ‘at risk’ person is prevented from leaving the ward, it is likely to stop them harming themselves or others.  Of note, not everyone discloses their suicidal feelings.  The locking of doors protects those who do not, as well as those in whom risk is apparent.  

It is mooted, that with proper attention and with greater imagination and effort in changing the culture and practice, the negative factors arising from the locking of doors can largely be neutralised.

Whilst the locking of the main exit doors may be desirable in the eyes of some, what is needed is a transformational change of culture, with the management of entry and egress being accepted as being part of the care and treatment environment.

The challenge is for ward staff to address the perceived loss of dignity, or power differentials between staff and service users, or feeling of being hemmed in and autonomy concerns, by making sure that service users receive proper explanations for the exit door to be locked and to receive information and advice on admission, both verbally and in leaflet form, which may need to be regularly reinforced, as to how to exit from the ward.  We could have standards to limit the time an individual has to wait, and these should be audited/monitored and vigorously followed through with action if standards are not achieved.  The standard should encompass the shortest period of time necessary to make a safe decision from an interaction between the service user and staff member. 
If a person is given information and made aware of the reasons and wider benefits, any irritations are likely to subside, and they are likely to understand and accept the natural norm of doors being locked to maintain safety of people who are acutely ill, vulnerable and more at risk than they are.  The analogy of being admitted to a surgical ward has been described by one commentator.  The patient enters into an informal contract with the ward team, to comply with treatment expectations and exercise responsible actions. 
Environments should be examined and redesigned or changes made, which reduce any custodial impressions.  Some wards have an outer door locked and staffed by reception staff.  However, regrettably many environments are unsuitable and are likely to remain so.  To help in avoiding any custodial feel or impact of locked doors, it is especially important that the environment is resourced and addressed to enhance the ‘homely feel’, through plants, contemporary art work and soft furnishings. 
A further noteworthy benefit is the potential of keeping inappropriate individuals out of contact with vulnerable patients.  A worry for many services is the task of keeping out of the wards, those who supply drugs.  Some service users report that they feel safer with managed entry and egress.  They feel safer from themselves, from other patients creating discord, and others who may inappropriately gain entry.   A service user commented “I felt safe and positively enclosed and protected by the locked doors, especially protected from scary men from outside”.
A counter to this is the view expressed that services must not jeopardise the opportunity for a service user who returns to the ward for group activities or social events to be prevented from accessing the ward.
It is argued by some, that many public buildings now have locked entry points, which provides safety and security.  It is contended that in locking external ward doors, even though this also prevents exits from the ward, it is sensibly normalising what happens in many other public services.  The argument of stigmatising is therefore reduced.

This is enhanced if the use of modern technology is applied, for example, slow release doors, which make a noise when activated, or ultrasonic or infra-red or radio signal mechanisms, which give service users a sense of control over their surroundings, although some severely ill people may not benefit from this until they have improved.  The development of the use of swipe cards in the Becklin Centre in Leeds is one initiative which appears to strike a balance in maintaining safety and autonomy.  A detailed account of this initiative can be found in Appendix 3.    

Further positive points include, vital time in connecting with a patient who leaves the ward with intent to harm themselves may be lost, as prior to ‘phoning the police or relatives, a search of the grounds is expected.  This unsatisfactory routine would be reduced.

When considering the stigma of being locked in, in contrast we must also take account of the potential humiliation and distress felt by the service users, who may have to be brought back by the police, who may return the individual from a public place or from their home, in the presence of neighbours.  I personally would find it less distressing having an exit door locked rather than the intrusive intervention of constant observation.

We should listen more to the views of carers and family members, and value their insights and knowledge of the family member.  At the same time we must support them in their anxiety and explain the care and risk strategies management.

A further point is, if the doors were locked when an individual asks to leave the ward, it presents a further prompt, to consider risk and assessment at these times, and adds to the dynamic of consistent reassessment of risk.

I am also persuaded by the powerful argument that in locking doors, it conveys the message that, “we have your safety and well being at heart, when you are experiencing a vulnerable time in your life”.
I am also mindful, that many people abhor the idea of informal patients being locked in, and they consider that this would seriously breach the legal framework of the Mental Health Act and the individual’s right to leave the ward.  They argue that those who are so acutely ill as to warrant being locked in should be cared for in a PICU, or sectioned for assessment, as they assert that this provides protection of their rights as enshrined in law.  They further strongly argue that the locking of doors will be ‘short cut’ expediency, instead of addressing deficits in skills, numbers, and the environment.
Conclusion and a suggested way forward
We must dispense with the mindset, “open door good, locked door bad”, and seek to take account of all the factors
For a start, it would be of value for services to audit their own systems and practice and identify how many deaths, or serious harm, or injuries to others have resulted from patients leaving the ward, what near misses, or has the use of medication or restraint been more or less?  What treatments are missed as a result of the person being absent?  Also, to record incidents arising from doors being locked.  This information is necessary to weigh up the potential benefits or harmful outcomes.
It would also be revealing for local services to assess how much hassle and time, from both staff and police, is spent on searching for and conveying back those individuals who abscond.  Research by Professor Bowers shows that in a Trust serving 500,000 people, about 500 absconsions are reported to the police each year.  This is an enormous burden on police and nursing time, and creates anxiety and additional paperwork. 
What is apparent is that different individuals will respond differently, some individuals will feel oppressed, but in the same environment others will feel safe.  There may be therapeutic opportunities and benefits from service users responding to the needs of others and providing mutual support.
Sensible, informed discussions with service users and their families should be undertaken to gain their views on these issues.  
Services should pilot and evaluate new approaches and seek funding for research into the issues.  

Greater training and instruction on issues of risk assessment and positive engagement will be needed as the proposed changes puts greater pressure on staff, as they would need to defend decisions to allow patients movement outside the ward, or to explain delays in doing so.  Those who may be less confident should be given more time and encouragement.
It is also of critical importance to challenge the pernicious defeatism, which often exists, “That if a person wants to harm themselves, they will find a way to do it”.  This negative attitude undermines the drive and requirement to limit the opportunities for individuals who may have the intention to do harm to themselves.

Above all we need to ensure that by advocating the locking of doors, the patient’s rights and freedoms are not subjugated in other areas of ward practice.  We must ensure that we avoid a culture of security by locking the front door.  A sense of managing entry and egress should be the aim and the norm.  Strict monitoring and review of services needs to ensure that there are clear benefits in this for patients, and is not used as a ‘staff convenience’, or just to protect staff.  We need to be alert to these anxieties and assess any other negative outcomes arising from this well intentioned measure.  In particular, we must also guard against any reluctance to properly resource adequate skill mix and numbers of staff.
I have moved to a view that safety is paramount, and a management of access and egress policy is required.    It is clear that many environments and staffing profiles are not fit for purpose, nor ever will be.  I have concluded that the locking of doors as part of an overall sophisticated approach, in deterring people from harming themselves, is the way forward, provided that the necessary safeguards are in place.  
Services will need to emphasise and explain to the individual the value, and in some instances, the necessity of protecting their safety as well as their confidentiality and privacy by keeping inappropriate people out.

At the same time, I acknowledge that significantly increased and sustained effort and attention should be given to relational safety, including, collaborative engagement with structured activities. Worthy of note are comments from service users, such as, “Don’t bother with treatment stuff, staff to sit down with us, have a coffee and listen”.  A further comment received from a service user, “because of the rapid turnover of patients, we are too ill or restless to benefit from structured O.T. or therapeutic activities”.  We must ensure opportunities for exercise and fresh air, or the need for observation, continuous risk assessment, communication and giving of information, responsibility, and the development of therapeutic alliances and effective personal support and care.  
We must also consider how advanced directives or negotiated care plans can help in acquiring the service user’s views of how they wish to be cared for when experiencing an acute episode.  Services should encourage a philosophy of negotiated risk assessment and strategies with service users, which promote a sense of personal responsibility on the part of the service user.
In addition, Services need to address the Acute Care Policy recommendations of improving leadership, and effective ward management, agree and articulate the purpose of the ward, seek improvement in admission practices, especially care planning over the first 72 hours, and challenge traditional custodial roles.  Managers should regularly review, with clinical staff, patient mix, skill mix and capacity, training needs and audit and evaluation. 
Organisational support is essential if risk management is to be effective.  Practitioners who are anxious and defensive, because of their perceptions that they need to act in ways which protect them from organisational blame, are unlikely to meet the requirement of good practice.  Regular managerial supervision and support, in addition to clinical supervision is essential.  
This discussion is not about returning to the old ways of control and containment, but achieving the balance of reasonableness in protecting lives and rights.  In my view, it becomes acceptable, if the informal patient knows how to leave the ward and is able to do so, without too long a delay.  The Leeds swipe card initiative appears to be worthy of review and replication.

To pursue protection of human rights is of critical importance and a potential infringement, however small, must never be taken lightly.  The dilemma we all face is that protecting the rights, dignity and autonomy, of most patients, must not be at the expense or loss of life of smaller numbers.

A big question is how can the health care system provide safe care without doing more harm than good?  We need to avoid any distress or infringement of freedom of those who are not at any apparent or immediate risk.  It is appreciated, that if it is not managed properly, there is a potential for an emphasis on risk containment, which may result in anti-therapeutic practice and negative attitudes, and cause more problems than it solves. 
Services increasingly need to make sure that service users and their families are aware of the purpose of acute care, namely, to provide safe and sound interventions to assess and respond to acute manifestations, and for relatives to understand the inherent risks.

I appreciate the high motivation and strong feelings of those who oppose my suggested changes.  Their views are understandable but I consider them to be idealistic. I believe that no change may result in benign neglect and failure in our duty of care.
I am coming round to thinking that a system which makes it easy for a person who is vulnerable, and who may not be able to make rational decisions, to leave the ward and harm themselves, is not sustainable and needs to be changed.  The priority of saving lives must surely take precedence over a few moments of a perceived loss of liberty.
From a National perspective, those involved in developing the new guidance in the Mental Health Code of Practice may wish to take account of the issues of concern, in particular, the legal and ethical dilemmas, and clarify the precise legal position.

Local services may wish to reflect on the issues of concern and use the checklist in Appendix 4 for local consideration and action.    
APPENDIX 1
Arguments for

	· Prevents access to unwelcome, exploitative individuals, who may wish to create opportunities for selling illegal drugs or alcohol.

· Reduces risk of absconding.

· Decreases the risks by preventing impulsive behaviour of leaving the ward to cause harm.

· Enables staff to know of, and account for the whereabouts of service users and provide better support and care structure.

· Reduces numbers of service users on higher levels of observation.

· Enables staff to have more time to spend on face to face contact and engage in therapeutic activity, rather than door guarding.

· Reassuring to relatives who may experience some relief that their loved one is safe and cannot abscond.

· Assisting entry and egress encourages staff/service user interaction, discussion and assessment.

· Service users feeling safe and secure.

· Avoids the stigma and humiliation of being returned to hospital by the police.

· Many other services and public buildings now have locked doors, therefore it is normalising what happens elsewhere.

· Less time is wasted searching the grounds or locality if a person absconds, prior to contacting the police.




 Arguments against

	· Returning to past custodial, risk averse philosophy and undermine progress.

· It may inappropriately imply that less staff are needed and result in insufficient resourcing for staff or environmental improvements.

· May attract custodial orientated staff.

· May create a custodial rather than therapeutic and sanctuary ambience, with service users feeling coerced and excessively controlled, and reinforcing negative attitudes towards mental illness.

· Some patients may be reluctant to come into hospital informally if they fear the doors are locked.

· Provoke frustration, anger and aggression.

· May reinforce feelings of powerlessness, dependency and loss of self-esteem, and add to feelings of despair.

· Service user may become passive and not wish to disturb busy staff and create an imbalance of power.

· Visitors may feel concerned and irritated if they cannot exit under their own steam. 

· Staff may experience or perceive a custodial role and orientation, rather than that of therapist, and impact on job satisfaction.

· If the door is locked, it may result in some staff not engaging with, or discussing with service users, as they perceive the door being locked as sufficient.
· Having to explain or activate entry or egress may add to work load and distract from therapeutic or other activities.

· May result in service users not being co-operative or reluctant to participate in therapy, and engaging in challenging or extreme behaviour to beat the system, i.e. climbing out of windows.
· An emphasis on restrictions does not deal with underlying causes of the person’s suicidal thoughts.

· Service users being forced to adapt to the needs of the more seriously ill.
· Locking of doors will not prevent drugs being brought in; even prisons are not able to control this.

· A mistake to apply a ‘blunt’ or ‘blanket’ approach to all when concerned about a few.
· May overwhelm advocacy services with concerns.


APPENDIX 2
Summary of a Report Surveying Service User Views on Access to and Egress from Humber Mental Health Trust In-Patient Units – conducted by Sarah King, Impact Research Team, in March 2005
Rationale

Two acute units piloting change.  Clients views sought to reflect their experiences, perception and acceptability of the changes to access and egress of wards.

Findings
  -  Wide spectrum of views, not possible to arrive at a consensus.

· Variability of client experiences, number of admissions, nature of illnesses, point to information and explanations being clearly and carefully undertaken, so that each person fully understands what it means for them and to others in the unit.

· Clients cannot be left to make their own assumptions about procedures, nor is it sufficient just to include in the welcome pack, when the person may not be well enough to absorb the information, or even think to ask.

· Information must be given appropriately and individually to each person.

· For those who are too ill, or cannot remember, there needs to be other ways of explaining, or revisiting, as the person begins to feel better.

· Responses to patients who are requested to go out were mixed. 

· Some found it easy to make a request by approaching a staff member, and were happy with the way it was done.

· Others were less happy, reported staff as too busy doing other things, or could not be bothered, and kept the person waiting. 

· The more negative responses could possibly contribute to the service user becoming resentful about the situation, and reaffirms the importance of staff being available and sensitive to deal with requests, especially from informal patients.

· Some patients who had previous admissions, commented on the negative impact of the changes, and did not appreciate the intention were to enhance their safety.

-  “Not able to come and go freely”.

-  “Felt embarrassed, claustrophobic, locked in, an inmate, feel 14

   again”.     

          - “Infringement of their liberty”.

· Urged unit to develop standards to establish a consistency in response to requests to leave.

· Staff will require guidance and support in engaging appropriately with service users, and avoiding a negative culture.  Negotiating their exit, and keeping to a minimum their levels of anxiety and sense of being locked in.

· Some patients expressed their views as feeling safer, whilst others felt hemmed in.  Therefore, clients need to be reassured, and given a real sense that the ‘duty of care’ is being delivered in a reasonable and acceptable way, so as to avoid resentment, hostility, frustration or lack of dignity.

· Mixed responses from visitors noted, however, they were keen to see no restrictions or having private and comfortable access to their family member.

· Reports indicate that this was a snapshot of the lived experience of patients in two units, and should not be judged as conclusive.

Further work is suggested on clarifying the difficulties, and developing acceptable ways of delivering the duty of care responsibilities in the least restrictive way possible.

APPENDIX 3

LEEDS MENTAL HEALTH NHS TEACHING TRUST – IMPROVING IN-PATIENT CARE – ELECTRONIC TECHNOLOGY – SWIPE CARD MECHANISM.
A summary of safety initiative.

Background
Expansion of a range of alternatives to hospital care, i.e. Crisis Resolution/Home Treatment Teams, and Acute Community Day Services has meant only people who experience such distress that they pose a significant risk to their own safety, or, less commonly to the safety of others, are admitted to hospital.

Most people, or all of the people admitted, present with some significant level of risk.

In open Units, current absent without leave levels are high.  Whilst most people return after a few hours, in a significant minority there may be serious and immediate concern for the absent person.  Occasionally, the absence results in serious harm or injury to themselves or others.

The Trust believe that in a Unit designed for the care of only the most acutely unwell people should be able to account for where these people are at all times.

THE INITIATIVE

The Trust undertook a comprehensive consultation process and received substantial support from all stakeholders for the proposal.

Whilst acknowledging achieving a balance between liberty and safety is difficult, they believe it is possible to employ existing technology to design a system that meets many of the challenges without compromising either individual safety or rights, and maintains a therapeutic rather than a custodial environment.

The service have proposed that all wards should be electronically locked, (in and out), using a monitored swipe card mechanism.  (The technology is already being used in the Becklin Centre).  Ward staff have been issued with electronic swipe cards to access all areas of their own particular ward.

Patients are individually assessed with a view to deciding who should not have a swipe card.

Patients subjected to a Mental Health Act detention would normally not have a card/key programmed to exit the ward, but could have it programmed to gain access following assessment and under planned circumstances.

There is no circumstance in which a service user should reasonably be leaving the ward area without the knowledge of ward staff, but there is no need to delay their return to the ward after having home leave or time out because they have not been issued with an entry only swipe card.

Informal patients would normally have a card or key to gain access and exit.  This would be their default position.  (Legally, informal patients should be able to leave the ward when they wish and without hindrance or delay).  All patients are risk assessed (using the Face risk assessment tool).
Apparently, many service users decline an entry/exit card, following discussion with their key worker, until their condition has sufficiently improved, and the risk concerns have reduced.  They are formally asked to give their consent, in writing, if they do NOT wish to have a swipe card.  
A forum was established involving service user and carer involvement groups, the voluntary sector, clinical staff, HR, managerial and financial staff to review and evaluate the initiative.

Benefits
· It is no longer necessary to have so many patients on observation checks, leaving staff more time for face to face therapeutic contact.

· It is possible to check when patients enter or exit the ward by using the electronic record that the key use generates.

· As well as reducing the risks of absconding, these measures make it easier to exclude unwelcome visitors especially those with criminal intent, and reduces the opportunities to access un-prescribed drugs or alcohol.
· The Psychiatric Intensive Care Unit (PICU), reports a significant reduction in the number of referrals from the Acute Ward, particularly where absconding is a main factor of referral.

Response to concerns
· To overcome the possibility of people finding or stealing other people’s cards, the cards are easily reprogrammed or can be made invalid.  Concerns that vulnerable patients might be bribed or coerced into giving their cards to others, has not occurred where this initiative is in use.  Individual assessment would counter this potential problem, as well as information and education initiatives to inform people of the consequences of giving their cards to other patients, and encourage them to report their concerns.

Importantly, the Service ran a parallel consultation in improving the staff to service user ratio by reducing the number of beds.  This was made possible by the success of alternative models of acute care developed.  This gained considerable support from all who were consulted and helped to reassure staff and service users that the intention was to create environments that were more therapeutic as well as safer and not merely a measure aimed at reducing staff.

A service user development worker offered insightful views and supports the initiative, but expressed some concerns and advised that student nurses allocated to the ward are supported in understanding the serious issues involved in locking the doors.  He also advised of the value of service user representation in the process, but commented that issues associated with doors being locked should not disproportionately impact on his advocacy role.

For further information the Leeds contact person is Ray Wallum
ray.wallum@leedsmh.nhs.uk
Telephone 01133056773

APPENDIX 4
A SERVICE CHECKLIST FOR MANAGING RISK OF ABSCONDING
Summary of Key Factors for Services to Consider and Action
Acute Care Forums to consider the questions posed and review their own governance arrangements and local policy and practice, in the context of twelve points to a safer service (Safety first 2001).

· Review sectorisation of catchment areas, admission policies and confirm purpose, function, and patient mix of each ward in whole system of acute care, i.e. assessment, safe and extra care and recovery areas instead of attempting to meet all client needs in same environment

· Audit and review current position to inform discussion, learning and tracking improvements.
Examine by root cause analysis process:
-  Number of incidents of self harm, suicide attempts,
   absconsions and incidents of aggression or other incidents, 
   e.g., misuse of fire doors.

-  Analysis of incidents by type, location and time.

-  What near misses?  
-  Has use of medication been more or less?  
-  What treatments have been missed as a result of people being
    absent?   
- The number of occasions when special observation is
                employed, or doors locked.
- Examine characteristics of those who abscond to identify those
                  most at risk and use information to inform care planning and
                  organisation of service including therapeutic milieu.          .

- Examine time, cost and impact on quality of care of  

   absconding.
-  How much staff and police time was spent searching for, or

   returning patients?
· Develop an access and egress policy acceptable to all professionals, service users and carers.  

· Use audit and incident review findings to inform risk assessment management, training needs analysis and education and support strategies for staff.

· Ensure policy, practice and training, are enmeshed with clinical governance and practice based on evidence.

· Acute forum to consider suicide and violence prevention strategies including philosophy values and practice guidance.

· Review skill mix resources and effectiveness of staff deployment.

· Review risk management strategies including effectiveness of observation and engagement policies.

· Review management and clinical supervision arrangements.

· Review recording and reporting systems to meet legal requirements; inform policies practice and to identify themes and trends. 

· Make sure individual rights are not subjugated to other areas of ward practice, and avoid a culture of security and containment.

· Promote collaborative engagement of service users with structured activities and therapeutic alliances.

· Promote concept of protected time for staff to engage directly with service user.

· Develop effective care plans which address risk.

· Ensure information/explanation is given on admission both verbal and written information.

· Ensure opportunities for space, exercise and access to fresh air is available.

· Develop a small number of clinical standards to cover each patient’s journey of care.

· Explore benefits of new technologies for doors, e.g., swipe cards. key pads, buzzers etc.
· Examine and where appropriate change environments and buildings to improve safety, sight lines and therapeutic ambience.  Also explore creation of triage and assessment wards/area and safe care areas. 
· Promote a philosophy and ensure training, including induction, for staff on negotiating risk assessment and strategies with service users, which promote a sense of personal responsibility of the individual.

· Ensure negotiated care plans/advanced directives are in place.

· Challenge custodial roles and attitudes.

· Develop a range of therapeutic activities programmes for positive engagement, in line with the Star Wards initiative.
· Discuss with service users, carers and front line staff, issues of concern, and give ownership to solutions and seek comments from patients after discharge.

· Develop a missing person’s policy.

· Seek agreement with local police for effective joint management of absconsions.

· Encourage an open reporting culture, avoid blaming approach – keep a log of what does or does not improve safety.

· Have leadership training to support team working and communication skills.

· Review ward rounds and handovers and consider effectiveness of core review processes.

· Develop vigorous performance management systems so that people know what is expected of them.  Create goals, objectives and action steps for self and others with dates for completion, to ensure positive practice.
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