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Executive Summary

This policy establishes the Trust's approach to managing locked ward doors across all services, emphasizing the importance of patient safety and communication. It mandates that staff inform patients and visitors about their rights, the reasons behind locked doors, and access options. The policy also outlines the need for patient and carer engagement, clear escalation procedures, and adherence to relevant legislation, particularly the Mental Health Act. The Trust aims to create a safe environment for patients and staff while continuously improving the patient experience through ongoing research and development.
The primary aim of the policy is to maximize the safety and welfare of patients, visitors, and staff within mental health wards, ensuring a therapeutic environment conducive to care and treatment. It specifically addresses the needs of patients who may be at risk of harm if left unsupervised, providing protection from external risks and enhancing the safety of nursing and support staff. The policy serves as a guide to establish consistent standards for managing access and exit in inpatient units, reflecting the Trust’s commitment to duty of care and legal compliance.
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Locked Door Policy


[bookmark: _Toc150868739]1. Introduction


This policy sets out the approach to be taken by the Trust in respect of locked ward doors.  The Trust operates a locked door policy across all services and expects all staff to ensure patients are aware of their rights, the reasons for the locked door and options for access and exit are made clear to both patients and visitors.

Key features of this policy are the provision of information, engagement with patients and carers, escalation procedures and minimum expectancies for the above. This includes the Trust observation and application of the relevant legislation and consistently seeking to improve the patient experience through research and development in the approach to locked doors on Mental Health wards.

The Trust believes that safety of patients, staff and visitors is our utmost priority, and recognises its responsibilities and duty of care to ensure provision of safe and secure environments. This decision has legal and operational implications, and this policy sets out our approach for all those affected by this decision. This policy outlines the Trust’s philosophy and provides a systematic and consistent approach to the management of access and exit procedures across the Trust. 

The Trust recognises its duty to ensure clear communication and offer appropriate routes of escalation to those patients and visitors who experience difficulties with our access and exit policy. 

The Trust recognises that those patients admitted to Mental Health wards have complex, specific and individual needs. The locking of ward doors is intended to protect patients. This extends to protecting our patients and staff from others gaining access to the wards. This approach is compliant with the Mental Health Act, Code of Practice
This policy has been written with consideration given to the Mental Health Act (MHA) code of Practice Guidelines, Human Rights Act, Race Equality Scheme, Safeguarding Children and Age awareness guidance referring to the locking of ward entrances/exits.


[bookmark: _Toc150868740]2. Aim, Purpose of Policy

[bookmark: _Toc150868741]2.1 Aim

· This policy aims to maximize the safety and welfare of all patients, visitors and staff within mental health wards whilst providing a therapeutic internal environment in which care and treatment can be delivered.  This includes ensuring the safety of patients lacking capacity who may be at risk of leaving the ward area and who, without supervision, may be in danger of accident or harm.
· To provide an environment where measures have been taken to enhance safety for those patients whose clinical conditions are such that they require a level of protection
· To provide an environment that is made from external risks as much as possible
· To support the safety of nursing staff and other staff working in in-patient areas

[bookmark: _Toc150868742]2.2 Purpose	
· The purpose of this policy is to give guidance and expected standards regarding the 		      management of access and exit to all out in-patient units.

[bookmark: _Toc150868743]3. Explanation of terms used in this policy
3.1 Locked Door - this is when the ward door is locked by a key or other means (swipe card) and access to or from the unit is only possible by request to a member of staff. Patients therefore are not able to exit the ward with access being granted by a member of staff.
3.2 Mental Health Act – The Mental Health Act covers the reception, care and treatment of mentally disordered persons, the management of their property and other related matters. In particular, it provides the legislation by which people diagnosed with a mental disorder can be detained in hospital or police custody and have their disorder assessed or treated against their wishes. Its use is reviewed and regulated by the Care Quality Commission.
3.3 Detained Patients – This refers to patients who are admitted to the wards subject to the Mental Health Act 
3.4 Deprivation of Liberty Safeguards – This is the legal and administrative safeguards which protect patients who may be deprived of their liberty whilst in our services. The Deprivation of Liberty Safeguards (DOLS) are set out within the Mental Capacity Act (MCA).
3.5 Informal Patients – This refers to patients who have been admitted without the use of the Mental Health Act and can only be prevented from leaving a ward if the MHA is applied or Deprivation of Liberty Safeguards Authorisation is sought.
3.6 Access and Exit – This refers to the entry and exit of patients, staff and visitors to inpatient wards 
3.7 Responsible Clinician – The consultant in charge of a detained patient’s treatment. Although this may be other professions currently in the Trust this will be the lead consultant psychiatrist.
3.8 Care Plan – In this policy where we refer to a care plan this will be the patients nursing management plan and not their community care plan 


[bookmark: _Toc150868744]4. The Mental Health Act	

This section should be read in conjunction with the information within the AWOL/Missing Persons Policy

4.1 The MHA allows the clinicians to take necessary steps to protect the patient from harm or from causing harm to others. Whilst detained under the MHA the Trust can take reasonable steps to ensure the protection of harm and there are implied powers to control and detain patients in a suitable manner. For detained patients the Trust is able to refuse exit from the ward unless the patient has a valid period of leave (authorised by the Responsible Clinician under Section 17 of the MHA). Any patient exiting the ward without authority should be recorded as AWOL – Section 18 of the MHA and the missing persons policy applied. Even in circumstances where there is a Section 17 is in place the nursing staff may complete a risk assessment and refuse the patient leave from the ward. This should be documented in the patient notes and explanation and rationale offered to the patient and their carer. 
4.2   Although the law is clear for detained patients that the Trust can restrict their leave from the ward as appropriate this should not negate discussion and engagement with the patient. Section 132 of the MHA sets out the duty to provide information to the patient about their detention status on a regular basis and this should include discussions with the patient about the locked doors and their feelings towards this.
[bookmark: _Toc150868745]5. Informal patients
5.1 Informal patients should be made aware of their legal position and rights; failure to do so could lead to unlawful deprivation of their liberty.  When a patient is informal or when a patient’s legal status changes from detained to informal, they should be informed of their rights to leave the ward at their own choice and discretion. Should there be concerns associated with the patient leaving the ward or unit, it may be appropriate to discuss the need for their assessment under the Mental Health Act, particularly Section 5(4) or section 5(2).  All efforts must be made to ascertain the reasons behind the desire to leave the ward and contingency plans addressed to meet these needs.
5.2 Informal patients should be made aware of their legal position and rights, failure to do so could lead to a patient mistakenly believing that they are not allowed freedom of movement, which could result in an unlawful deprivation of their liberty. 
5.3 Staff should ensure:
5.3.1 There are signs up informing informal patients of their rights to leave the ward in different languages · a copy of the informal rights leaflet is provided to the patient 
5.3.2 Where a patients legal status changes from detained to informal they should be informed of their rights as an informal patient, and this should be documented in the notes 
5.3.3 Informal patients 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. 
5.3.4 As part of a care plan, the ward may ask an informal patient to return by a certain time or request that no leave be taken after a specific hour. The frequency and timing of leave will be discussed with the patient, taking their safety and wellbeing into consideration. Any such restrictions require the patient’s consent. If the patient does not consent to these guidelines, it may lead to a review of their need for hospital care or an assessment under the Mental Health Act.
5.3.5 If an informal service user wishes to leave the ward but there are significant concerns about their safety or the safety of others, the nurse must assess the situation based on the latest risk assessment and the patient’s current presentation. If it is deemed unsafe for the patient to leave and they cannot be persuaded to stay, a doctor must be contacted urgently to carry out a section 5(2) MHA 1983 assessment. If the doctor is delayed by 15 minutes or more, the nurse should consider using section 5(4) MHA 1983.
[bookmark: _Toc150868746]6. Process for Exit and Entrance

6.1 All 24-hour bedded units will have restricted access and exit through either locked doors or a managed entrance/exit. In all areas, it is essential to control access and exit to ensure the safety of service users and staff. This includes monitoring the movement of service users to and from the ward/unit, given the increasing need to manage risks such as self-harm, absconding, or vulnerability. Controlling access also helps maintain a safe environment and ensures staff have a record of people attending the ward and their purpose.
6.2 On admission, all service users will have an up-to-date detailed risk assessment and management plan recorded in their electronic record which will include whether restrictions will be placed on their ability to leave the ward. This will also depend on whether they are detained or not – if detained, then section 17 leave is the only lawful authority for them to leave the hospital grounds, if not detained they are free to leave as discussed above.
6.3  All wards/units will have a system for recording visitors attending and leaving the area.
6.4 All patients must be provided with a copy of their care plan (or in the case of patients who refuse a copy, they should know how this can be requested) and this should include information on their access and exit rights. This should incorporate their individual needs e.g., smokers, informal patients and those deemed to be at risk of self-harm or suicide. 
6.5 All ward areas will ensure there is clear signage displayed by the entrance and exit to inform patients and visitors how they can leave the ward. Specifically, it will make clear that informal patients are free to leave, subject to risk assessment for anyone wishing to leave.
6.6  All staff will be clear on the reasons and purpose for employing locked doors on the ward and this will be discussed in supervision, community meetings and any issues arising will be reported through incident reporting and escalated to the ward manager
6.7 Patients will be informed of locked doors and provided with the reasons on admission, they should also be provided with information on how to access and exit the wards. This will include information on their legal status and the implications of this on accessing and exiting the ward. 
6.8 Information should also be provided to the patient’s family and carers on admission to ensure they are clear on the ward’s approach to access and exit. 
6.9 In the case of informal patients all staff working with the patient should ensure they are supportive of the patient’s right to leave the ward, explaining their legal rights where necessary and ensuring any difficulties experienced by the patient are raised as a concern and included in their care plan.
6.10 The information provided and discussions with the patient should include details of how they can discharge themselves from the hospital and their compliance with the agreed care plan and how to request a review of this. Informal patients must not feel they are unable to agree with conditions set out in the care plan and these should not extend into unnecessary or disproportionate restrictions. 
6.11 Informal patients who leave the unit without discussion and where there are concerns for safety should be considered as AWOL and escalation plan followed in the same was as detained patients.  
6.12 For both informal and detained patients their ability to understand the processes relating to the access and exit to wards should be continuously reviewed. The Mental Capacity Act is the governing framework for assessments of capacity, and this should be adhered to support to improve their understanding should be provided and, in some areas, this will extend to additional tools of communication i.e. picture signs, repeating discussions when carers are present.
6.13 As with other information that the Trust produces consideration must be given to the availability of the information on access and exit in other languages and formats which meets the requirement of the Accessible Information Standard (AIS).
6.14 The ward manager must ensure all staff being inducted onto the ward are provided with information on the approach, philosophy and aims of this policy. The legal implications of not adhering to this policy should be made clear to all staff members

[bookmark: _Toc150868747]7. Emergency Evacuation

In the event of a fire all staff should follow their local Fire Procedures. If the ward needs to be evacuated, the Rapid Response Team with support from the DSN will assist all patients to evacuate the ward to the identified evacuation area, and guide staff and service users as required. It may be appropriate to limit the freedom of movement of informal patients during an emergency of this nature for risk management purposes, until the Fire Brigade declare the situation under control. 
[bookmark: _Toc150868748]8. Review and revision
This policy will be reviewed every three years
[bookmark: _Toc150868749]9. Staff training
All new staff to a service will be given induction on the unit’s door locking policy, including monitoring and response to emergencies.
[bookmark: _Toc150868751]10. Equality and diversity Impact Assessment
East London NHS Foundation Trust aims to develop and implement policies and measures that meet the diverse needs of our services, population, and workforce, ensuring none are placed at a disadvantage over others.

How will this be implemented

	· This Procedure will be published on the Trust’s intranet 

	· Line managers will disseminate this procedure to all Trust employees who are working in-patients through line management briefing



Training needs analysis
All new staff to a service will be given induction on the unit’s door locking policy, including monitoring and response to emergencies.
	Staff/Professional Group
	Type of Training
	Duration
	Frequency of Training

	All staff working in-patient services
	Local induction – face to face
	Part of local induction
	At induction
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[bookmark: _Toc150868753]Appendix 1 – Example Notice of Entry / Exit Management – External Notice
 
 







This door is locked 
please ring the bell for attention,
Thank you
 






















[bookmark: _Toc150868754]Appendix 2:  Internal Notice











This door is locked for your personal safety.
Please approach a member 
of the nursing team who 
will be able to assist you,
Thank you

 














[bookmark: _Toc150868755]Appendix 3: Notice to Patients, Visitors and Staff

Exiting the Ward
 
Please be aware that we operate a managed access approach across all inpatient wards. This is for the safety and protection of our patients, visitors and staff and is not intended to restrict you unnecessarily.
· To leave the ward please let a member of staff know you wish to leave.
 
· If you are a patient, staff are required to consider your therapeutic engagement and observation levels as well as your legal status.
 
· If you do not understand the reasons for any refusal to allow you to leave you MUST raise this with staff and request a fuller explanation.
 
· If you are entering or exiting the ward, please make sure the doors close behind you and raise any concerns with the doors to staff immediately.
 
· In the case of evacuation or fire, please follow the guidance of staff or make your way to the nearest marked emergency exit. Follow the instructions from staff and seek their advice if you have any questions about fire evacuation procedures for this ward.
 
We keep all our approaches under review and welcome your feedback on the locked door policy and your experiences. Please ask a member of staff how you can give us feedback – positive and negative – for us to consider.
 

 













[bookmark: _Toc150868756]Appendix 4 - Leave Checklist – Aide Memoire 
 
This prompt sheet was produced to guide staff conversations with patients going on extended leave (more than one hour).  
 
These prompts are good practice and a summary of the outcome of the conversation should be recorded in the patients' clinical record (progress notes). 
 
1. Is there a valid Section 17 leave care plan for them on the Electronic Patient Record system (if applicable)? 
 
2. Advise the patient that you are keen that their leave goes well and that they return safely and on time. 
 
3. Clarify the terms of their leave: 
 
· Where are they going? 
· What is the length of their leave? 
· When are they expected to be back? 
 
4. Clarify that they are happy to go on leave. Check that nothing untoward has occurred between leave been granted and the present time that may have negatively affected them (discuss with senior staff if required). 
 
5. Clarify that they know exactly when they are due back.  Inform them of the actions that may need to be taken if they do not return. 
 
6. Check how they are returning - do they need any help? 
 
7. Advise them that if they have concerns regarding heating, food etc. we may be able to help them.
 
8. Check they have their medication. 
 
9. Check they know how to take their medication safely. 
 
10. Give them contact details, name and address of ward, ward telephone number, Home Treatment Team telephone number etc. 
 
11. Discuss with them any personal risk factors they need to avoid, what support might they need to promote their personal safety 
 
	
	
	



12. Advise them to contact the ward if they have any concerns as we want their leave to go well.
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IMPLEMENTATION PLAN

Policy title: Locked Door Policy			Lead Director: Claire McKenna, Chief Nursing Officer
Policy lead: J Helga Hakata / Evah Marufu
	Objective
	Action
	Lead
	Timescale
	Progress/Outcome
	Evaluation/Evidence

	1. Policy to be disseminated throughout the Trust
in Line with Policy on
management of Policy Development and Review
	1.1 Electronic copy to be forwarded to Head of Corporate
affairs to be placed
on the
/Intranet
	Lead
Nurse
	Within one week of Trust Board Approval
	
	Intranet

	
	1.2 Copy to be forwarded to lead Director to include it on database.
	Lead
Nurse
	Within one week of approval by Trust Board
	
	Database

	
	1.3 Hard copies circulated to all
Clinical areas. The
Initial dissemination will be together with training – see 2.
	Lead
Nurse
	Within a month of approval by
Trust Board
	
	

	2. Appropriate training is provided to staff.
	2.1 Lead Nurses provide training
regarding the Policy
and the associated documentation
	Lead
Nurse
	Initially training to be given to Matrons, Lead
Nurses (as
appropriate) Sector 
	
	



	
	
	



	

	Objective
	Action
	Lead
	Timescale
	Progress/Outcome
	Evaluation/Evidence

	2a. Ongoing Training
	2a1. All persons attending the initial training by Lead Nurse will disseminate
training and
awareness 
Policy
	
	Matrons, Lead Nurses, Sector mangers, Team Leaders
	
	

	4. The policy is subject to regular review of its effectiveness.
	4.1 Evidence regarding the effectiveness of the Locked Door policy is collected
throughout its
operation (i.e. audit results, comments from staff)
	Lead
Nurse
	Ongoing
	
	Database/Filing system

Evidence of improved clinical reporting

	
	4.2 The policy is reviewed at its review date.
	Lead
Nurse
	Three years after approval
	
	Reviewed policy.
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