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ABSTRACT

Failing to return from leave from acute psychiatric
wards can have a range of negative consequences for
patients, relatives and staff. This study used quality
improvement methodology to improve the processes
around patient leave and time away from the ward. The
aim of this study was to improve rates of on-time
return from leave by detained and informal patients by
50%.

Following a baseline period, four interventions were
implemented and refined using PDSA cycles. The main
outcome measure was the proportion of periods of
leave where the patient returned on time. Late return
was defined as failure to return to the ward within 10
minutes of the agreed time.

At baseline, the rate for on-time return was 56.0%;
this increased to 87.1% post-intervention, a statistically
significant increase of 55.5%. SPC charts show that
the interventions were associated with improvements.
The improvements have been sustained and the
interventions are fully embedded into daily practice.
The project was refined to local context and trialled on
six additional wards: four of the six wards have
successfully implemented the interventions and have
on-time return rates of over 90%.

This project produced a marked and sustained
improvement in patients returning on-time from leave,
facilitating a more open discussion between staff and
patients about the purpose and value of periods away
from the ward. Quality improvement approaches can be
effectively applied in mental health settings.

PROBLEM

Absconding, or absence from a mental
health facility without permission, is a signifi-
cant safety issue that can have a range of
negative consequences for patients, their
relatives, and staff. Absconding includes both
leaving the ward without permission and
failure to return at an agreed time. In some
instances, the consequences of absconding
can be catastrophic: between 2003 and 2013,
22% of inpatient suicides in England
occurred following an incident of abscond-
ing from mental health wards." Patients who
are absent without permission are also at
greater risk of self-harm, self-neglect, missed
medication, and interruptions to treatment
plans.® Absconding incidents can also cause

relatives and staff much distress and
anxiety,” * can lead to a deterioration in the
relationship between staff and patients’ rela-
tives, and distract nurses from other responsi-
bilities. In many cases the police are also
engaged in the search for the missing
patient which has a considerable impact on
police resources.” °

The setting for this improvement project is
a UK National Health Service (NHS) Trust
which provides community and mental
health services. The project was initially
driven by two serious incidents in the Trust
during time away from the ward. Analysis of
the official database of absent-without-leave
(AWOL) incidents revealed that the majority
of absconding incidents on adult acute wards
in the Trust were cases of patients failing to
return from leave rather than leaving without
permission. Our primary aim was therefore
to produce a 50% increase in the numbers
of all patients, both voluntary and detained,
returning at the time agreed.

The project was initially developed and
tested in a single lead site (ward A). We
provide a detailed description of the imple-
mentation process and results for this ward.
The interventions developed were then
further disseminated and tested on six add-
itional wards within the organisation. All
wards involved in this project are 20 bedded
adult psychiatric wards; the majority are
single sex acute wards and one is a mixed
sex rehabilitation ward. The wards vary in
design (a Victorian building, a fifteen year
old building and a purpose-built site). All
wards have safe staffing levels but some staff
turnover issues. The majority of patients are
detained under the Mental Health Act
(formal patients) and typically up to a
quarter are admitted on a voluntary basis
(informal patients). In either case, most
patients are allowed leave as soon as they
begin to recover so that they can return
home and re-establish their ordinary lives as
far as possible; in some cases the leave is
required so that they can look for suitable
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accommodation and re-adapt to living at home. In the
UK, leave is an important part of the legal framework
and ethos.” Nurses and health care assistants on the
wards typically manage 20-25 periods of leave a day; fol-
lowing the recently introduced no smoking policy, this
has increased further.

BACKGROUND

Based on the literature, the extent of absconding is hard
to quantify. There is no universally agreed definition for
absconding nor an agreed method for calculating
rates.” ® The majority of prevalence studies do not
define absconding,” and those that do use varying defi-
nitions of absence without permission that range from 1
hour to “midnight on the day in question”.” ' Studies
also differ in whether they included or excluded volun-
tary patients.2 8 Critically the majority of prevalence
studies rely on retrospective analysis of incident report-
ing systems, which are notoriously unreliable measures
of true rates.'*™* Although the true extent of abscond-
ing remains unknown, these are clearly high-risk events
and sufficiently frequent to cause concern.

In spite of the serious risk to patients who fail to
return from leave, there have been very few attempts to
systematically reduce absconding.” In the UK, a wide-
ranging “anti-absconding package” was trialled in twenty
psychiatric wards and led to an overall 25% decrease in
absconding.'”” '* Interventions included: a signing in
and out book, supportive breaking of bad news, post-
incident debriefing of patients, multidisciplinary review,
identification of patients at high risk of absconding, tar-
geted nursing time daily for high risk patients, and facili-
tated social contact for those at risk of absconding.'® '*
The success of the package was mixed: some wards
made significant improvements but others saw increases
in their absconding rate.'”” '* The follow-up period was
short so we do not know whether the observed improve-
ments were sustained. We aimed to develop a focussed
intervention which built on previous understanding but
placed a stronger emphasis on: i) staff and patient
engagement in the development of the intervention and
ii) fostering a responsive relationship between staff and
patients rather than treating absconding simply as a
security issue.

BASELINE MEASUREMENT
The outcome measure was the proportion of occasions
where the patient returned on time in a given week.
Late return was defined as “any inpatient, detained or
informal, who fails to return to the ward later than 10
minutes over the leave period that was agreed and docu-
mented by ward staff, and has not made contact with
the ward to agree a later return time”. A signing in and
out book was the data source.

Baseline data (17 weeks) for ward A indicated that the
ward managed a mean of 165 periods of leave per week.
The mean proportion of patients returning on time was

56.0%. There was considerable variability in the baseline
data, with weekly rates of on-time return ranging from
30.2% to 75.5%. This data suggests that over 1000
periods of leave per week are managed across non-
forensic adult mental health wards in the organisation.

DESIGN

Before the start of the quality improvement process, a
clear procedure for late return was specified and agreed
across the organisation. If a patient did not return at the
agreed time, a 10 minute search period was to be
initiated during which ward staff would search the hos-
pital grounds, attempt to contact the patient and the
patient’s family and friends and if the patient remained
uncontactable, ring the police.

A cross-section of staff (ward matrons, ward managers,
nurses, health care assistants) from three wards across
the organisation agreed upon four interventions. The
team was led by the quality improvement lead for the
organisation. The agreed interventions were: i) a signing
in and out book for patients going on leave, ii) ward
phone cards handed to patients before they leave
including time due back, iii) patient information leaflets
about leave for both formal and informal patients and
iv), preleave forms to be completed by patients in
advance recording the purpose of leave, support
arrangements and agreed time of return. Current inpati-
ents on ward A were engaged in the planning and devel-
opment of the project: their ideas and suggested
adaptions to the interventions were gathered in daily
community meetings. Ward staff were trained in
Institute for Healthcare Improvement (IHI) method-
ology and measurement for improvement.

The primary data source was the signing in and out
book; data was collected and reviewed weekly.
Plan-do-study-act (PDSA) cycles were used to implement
and refine the interventions. The data was shared in
weekly staff meetings and any changes to the interven-
tions were discussed collectively. Training of staff was key
to ensuring the accuracy and completeness of data.
Throughout the measurement period there were numer-
ous changes in staff and patients. However staff
remained motivated and engaged and the project was
sustained by the leadership and experience of the senior
nurse.

Statistical process control (SPC) charts were used to
determine the effectiveness of the tests of change: the
proportion of periods of leave where the patient
returned on time was plotted by week throughout the
study period. Both an xmr-chart and a p-chart were
plotted and the decision made as to which type of SPC
chart was most suitable for the data.'” The opportunity
arose post project to assess the statistical significance of
the improvement: the data was analysed pre and post
intervention using chi-square analysis. A p value of <0.05
was considered significant.
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STRATEGY
Four interventions in the leave process were introduced
and refined using frequent PDSA cycles, often with
small changes each time based upon staff and patient
feedback. We describe in the detail the four interven-
tions and a few example PDSA cycles used to refine
them. The resources for each intervention are attached
as an appendix.

Signing in and out book

The aim of the first intervention was to develop a fast
and accurate method for recording patient leave. On
ward A the signing in and out book took the form of an
A3 register in which each instance of leave was recorded,
detailing the patient’s name, agreed time of leave and
return, where the patient was going, what they were
wearing and any items they took with them. PDSA cycles
were used to trial adjustments to the layout of the A3
sheets to ensure it was quick and easy to complete accur-
ately and captures all information that is helpful to
support the leave process. In another PDSA cycle
posters were placed on the wall at ward entrance and in
the ward office to remind staff to sign patients in and
out. Over time the use of the A3 register became
routine for staff and patients with staff responding pro-
actively and checking every 15 minutes on which
patients were due to return.

Ward phone card

The aim of the ward phone cards was to prompt
patients to return on time. All patients were offered
ward phone cards when they went on leave. The cards
detailed the address of the ward, the Trust logo, the
ward phone number and the time the patient was due
back. Initially all patients received a card every time they
went on leave. On the basis of patient and staff feedback
a PDSA cycle was trialled where cards were always avail-
able but patients were not required to take a new one
each time they went out on leave: some patients did not
need the cards and others were confused between the
time of return on old and new cards.

Patient information leaflets

The aim of the patient information leaflets was to
explain the arrangements and expectations surrounding
leave and time away from the ward, whilst also giving a
message of care. Separate leaflets were created for
detained and informal patients. Although informal
patients are free to leave at any time, they were asked to
remain on the ward at night between the hours of 9pm
and 9am, at medication times, for agreed meetings,
ward reviews, planned therapeutic activities, and unless
otherwise agreed, at meal times. Both escorted and
unescorted leave for detained patients must be agreed
by the consultant psychiatrist. The leaflets were regularly
discussed with patients to remind them of the proce-
dures surrounding leave.

Pre-leave form

The aim of the pre-leave form was to discuss, together
with the patient, the therapeutic aim and duration of
the leave or time away from the ward. The discussion

provided an ideal opportunity to clarify aspects that had,
on occasion, previously been poorly addressed such as
transport arrangements, time needed to complete tasks,
the relationship with those supporting the patient whilst
on leave, the availability of necessary monies, and the
importance of contacting the ward in the event of any
change to the agreed return time. The agreement
reached between patient and staff was recorded on the
pre-leave form. PDSA cycles were used to adapt the
format of the pre-leave form (See supplementary -
Resources: signing in and out sheet, ward phone card,
patient information leaflets and pre-leave form).

RESULTS

The specific aim of the study was to increase rates of
on-time return from leave or time away by 50%. During
baseline (17 weeks), the mean rate of on-time return
was 56.0%. This increased to 87.1% postintervention
(45 weeks). This improvement corresponds to a 55.5%
increase.

Figure 1 shows an xmr-chart (SPC chart) for the 18
month study period (12th May 2014 - 2nd November
2015), including baseline, intervention and post-
intervention (consisting of an embedding and a sustain-
ing period). During the baseline period (17 weeks),
there was considerable variability in the data, as
reflected in the wide control limits, with weekly rates of
on-time return ranging from 30.2% to 75.5%. The inter-
ventions were implemented one at a time over a 16 week
period: the mean rate of on-time return during this
intervention period was 73.3%.

From January 2015 no new interventions were imple-
mented and the focus of activity in the next six months
turned to refining the interventions using PDSA cycles
and embedding the changes into daily practice.
Changes were sustained and variability in rates of return
on time reduced, as can be seen in the narrowing of the
control limits in this period. The mean proportion of
on-time returns during the first six months of 2015 was
83.0% which increased to 91.0% in the remainder of the
year. We have described the first period as one of
embedding the changes and the second as one of sus-
taining the gains (Figure 1). The narrowing of the
upper and lower control limits between the embedding
and sustaining period indicates an increase in reliability.
The xmr-chart demonstrates that the improvement was
sustained for a further four months.

To determine the statistical significance of the
improvement, the baseline period was compared against
the full postintervention period (embedding and sus-
taining) using chi-squared analysis. The unit of analysis
was periods of leave rather than patients. The propor-
tion of periods of leave where the patient returned on
time was significantly higher post intervention compared
to baseline, x*2 (1) = 1412.7, p < 0.001.

The number of periods of leave authorised or agreed
with the patient per week increased dramatically in April
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Figure 1
four periods: baseline, intervention, embedding and sustaining.

2015. This was almost certainly the result of the intro-
duction of a non-smoking policy on April Ist 2015: from
this point forward, if patients wanted to smoke they
required authorised or agreed leave in order to leave
the site as they could no longer smoke within the hos-
pital grounds. The immediate result was an increase in
requests for short periods of absence. Before the intro-
duction of the non-smoking policy, a mean of 176
periods of leave were taken each week on the ward. This
increased to a mean of 346 periods of leave post the
introduction of the non-smoking policy, an increase of
97%. Although the non-smoking policy greatly increased
the number of short periods of leave, there appeared to
be little impact on the overall rate of patients returning
on time (see Figure 1).

Spread to other wards

The interventions were sequentially adopted on six
other acute mental health wards, in the same organisa-
tion of varying patient population and building design.
A new aim was set of achieving 95% on time return for
all wards. Table 1 presents the baseline and most recent
six months of data (mid-September 2015 - mid-March

Table 1 Comparison of baseline on time return rate with
on time return for the most recent six months of data on
the six additional wards (mid Sept 2015- mid March 2016).

Baseline?® On time return rate
Type of ward (%) (%)
Male acute 30.0 92.4
Rehabilitation 71.12 95.4
mixed
Male acute 64.6° 75.5
Female acute 77.42 90.7
Female acute 27.8 68.2°
Male acute 34.0 90.2

@Where the exact dates of the baseline period are not known, the
first 12 weeks of data collection are taken as the baseline.

The intervention had to be re-started on this ward. The most
recent 12 weeks of data is presented.

xmr-chart showing the weekly proportion of periods of leave where the patient returned on time. The chart is split into

2016) for these wards. Baseline data varied in quality,
ranging from 27.8% to 77.4% on-time return, with a
mean of 50.8%. To-date four of the six wards have fully
implemented the interventions. These four wards all
have on-time return rates of above 90% for the most
recent six months. Attempts to re-introduce the inter-
vention and improve rates of on-time return continue in
the remaining two wards, with one achieving an on-time
return rate of 75.5%. Improvement in the remaining
ward was interrupted at a critical stage when the
improvement leader left the organisation and conse-
quently the interventions have had to be restarted on
this ward.

LESSONS AND LIMITATIONS

Our study utilised quality improvement methodology,
allowing staff some flexibility in adapting the interven-
tions to their own context and giving them ownership of
the project. Staff were trained in IHI methodology,
received fortnightly coaching from trained Patient Safety
Leads, collected their own real-time data and reviewed
their own progress. The project benefitted from strong
board engagement, safety team leadership, and local
nursing leadership. The lead site in particular profited
from the strong leadership and determination of the
matron and her commitment to supporting staff in
developing skills in improvement methodology. Unlike
previous studies on absconding, our study used a clear
definition of late return and clear data collection proce-
dures, rather than relying on retrospective analysis of
official reporting systems which have frequently been
cited as unreliable and imprecise data sources.”® '’

The coaching approach in which a Patient Safety Lead
trained in IHI methodology visited the ward every two
weeks for the first year was resource intensive; it is likely
that progress would be slower and more uncertain if less
support was available. This project was the first to use
quality improvement methodology in these settings and
there was little initial understanding or experience of

Bailey J, et al. BMJ Quality Improvement Reports 2016;5:u209837.w5117. doi:10.1136/bmjquality.u209837.w5117



8 Open Access

these methodologies. Subsequent projects with a core of
knowledgeable staff could produce more quickly. The
combination of interventions has created substantial and
sustained improvement. However it is difficult to assess
the relative effect of each as they were introduced over a
short time period. Nonetheless, the data suggests that
this relatively simple bundle of interventions can sub-
stantially reduce instances of failure to return to the
ward.

This quality improvement project is applicable to psy-
chiatric wards which manage regular patient leave;
although we have only tested this project on adult acute
wards and a rehabilitation ward, we believe it may be
suitable for other types of wards which manage leave,
such as forensic wards, adolescent units or learning dis-
ability settings. However, from our experience, strong
ward leadership, regular coaching, patient collaboration
and board level support are needed to ensure successful
implementation. This project was successful despite staff
turnover issues; however, implementation would inevit-
ably be faster with consistent staffing. Training of staff
and strong leadership were key. Collecting baseline data
on how often patients return late from leave can provide
important learning about the safety and reliability of
local leave processes, and the impetus to commence
quality improvement work like this.

Interestingly, the introduction of the non-smoking
policy did not lead to a big change in reliability of the
process, nor can it explain the success of the interven-
tion, since improvement pre-dated the introduction of
the no smoking policy. The ability of the system to cope
with such an increase in the periods of leave authorised
per week demonstrates that the process was sufficiently
embedded to tolerate significant disturbances/changes.
The data collection method (the signing in and out
book) was adapted and improved as the project pro-
gressed because it was an intervention in itself.
Improvements in data completion may, in part, explain
the improvements in patients returning on time.

CONCLUSION

The interventions trialled were associated with highly sig-
nificant improvements in the proportion of patients
returning on time from leave or time away from the
ward. On the lead ward only 56.0% of patients returned
on time during baseline improving to 91.0% in the final
sustaining period over one year later. The project was
subsequently spread to a further six wards, four of which
fully implemented the tests of change and have sus-
tained on time return rates of above 90%.

The reduction in the number of patients returning
late from leave has reduced staff time on searching for
missing patients considerably and has saved considerable
but unquantified police time. The project has also
prompted a policy change (the incorporation of a 10
minute search period) and there are now clear proce-
dures for absconding across the organisation with

increased adherence to local policy. Where patients have
failed to return from leave or time away from the ward,
local inquiry has shown that staff have followed the new
procedures, including the required reporting, according
to the policy.

Furthermore, staff report more discussion about leave
with patients and amongst staff, and that patients feel
more empowered to discuss their leave. Staff also report
that patients’ attitudes to leave have changed, from
seeing it as restrictive, to being an important part of
their care, which they are involved in negotiating and
agreeing. Conversations about leave have moved from
primarily concerning rules and sanctions to open discus-
sions about the purpose and value of being away from
the ward, inquiries about support while away and how to
access help and support when difficulties arise.

Currently all wards continue to collect and review
their data weekly. The Safer Care Team receive the data
and provide support with data analysis and question any
unexpected patterns in the data. The coaching fre-
quency has been reduced. The next step will be to trial
reducing the frequency of data collection to see if the
tests of change remain part of daily practice. The
project has recently been further adopted in wards in a
neighbouring Trust.

Patient safety in mental health is still an emerging
field. The available literature consists mostly of opinion
pieces and small descriptive and largely retrospective
studies.'® Safety needs to be approached differently in
mental health from the acute hospital sector, but it is
encouraging that quality improvement methods can be
successfully applied in this context and embraced as
being of value by both staff and patients. This project
produced a marked and sustained improvement in
patients returning on time from leave facilitating a more
open discussion between staff and patients about the
purpose and value of periods away from the ward.
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