'.) Check for updates

Received: 14 May 2023 | Revised: 20 November 2023 Accepted: 12 January 2024

DOI: 10.1111/jpm.13027

[ V
ORIGINAL ARTICLE ”rll.‘WlLEY

Analysis of England's incident and mental health nursing
workforce data 2015-2022

Samuel Woodnutt® | Simon Hall | Paula Libberton | Matt Flynn® | Francesca Purvis |
Jasmine Snowden

School of Health Sciences, University of

Southampton, Southampton, UK Accessible Summary
What is known on the subject?
Correspondence
Samuel Woodnutt, School of Health e Mental health services report adverse incidents in different ways and the rela-

Sciences, University of Southampton,
Southampton, Hampshire, UK.
Email: s.woodnutt@soton.ac.uk there are national datasets recording all incidents and workforce statistics though

tionship between adverse incidents and the workforce is uncertain. In England,

there is no peer-reviewed evidence examining recent trends.

What this paper adds to existing knowledge?

e Although there has been an overall increase in the number of mental health
nurses, more are working in the community and the number of nurses relative
to adverse incidents has decreased. There have been service-provision changes
but the role of mental health nurses has not significantly changed in this period,
and we can therefore assume that their current practice is saturated with risk
or increased reporting. To help understand the relationship between nurses and
incidents, we need to transform how incidents are recorded in England.

What are the implications for practice?

e English mental health services report greater levels of patient-related factors
such as self-harm or aggression rather than missed or erroneous care. This makes
it difficult to understand if a rise in incident frequency is linked to reporting be-
haviour, patient risk, unsafe/ineffective care or other reasons and therefore plan-

ning workforce deployment to improve care quality is problematic.

Abstract

Introduction: There is a paucity of empirical data examining incidents and mental
health nurses and the relationship between the two remains uncertain.

Aim: Comparison of English national data for incidents and nursing workforce to ex-
amine recent trends.

Method: Descriptive analysis of two national datasets of incidents and workforce
data for England between 2015 and 2022.

Results: A 46% increase in incidents was found; the leading causes are self-harm

and aggressive behaviour. Despite the rise in adverse incident reporting, a 6%
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tings than hospitals.

KEYWORDS

1 | BACKGROUND

The relationship between the mental health nursing workforce and
patient safety lacks clarity (Baker et al., 2009; Thibaut et al., 2019).
It remains unknown how nurse staffing configurations affect care in
mental health settings. We know that there are some relationships:
that an increased volume of staff is correlated with lower levels of
adverse incidents (Cook et al., 2020), or that more registrants on
shift is correlated with less reports of aggression (Staggs, 2015,
2016) and restrictive practices (Williams & Myers, 2001). However,
there is an overall lack of empirical evidence (Brimblecombe, 2023;
Thibaut et al., 2019), and associations that are identified are mixed,
contradictory or statistically weak (Woodnutt, 2022).

In somatic settings, such as general or district hospitals, there is
wide recognition and supporting evidence that the volume and skill
composition of the nursing workforce makes positive differences to
the experience, quality and outcomes for both recipients of care and
the staff supporting them (Griffiths et al., 2016, 2020). Mortality is
associated with lower nurse staffing levels—particularly when care
has been incomplete (Ball et al., 2014; Griffiths et al., 2018). Such
evidence has established not only a causal relationship but a con-
ceptual model that is supported by statistical analysis (Dall'Ora
et al., 2022), with some implementation in policy and guidance
(Griffiths et al., 2016).

In comparison, the impact of staffing compliment and skill mix
on the outcomes for people receiving mental health care is much
less clear. There is regional variation in staffing volume and im-
plementation at international, local and granular levels. Culturally
different approaches to care are evident across hospitals, health
services and countries (Bak et al.,, 2015; Bowers et al., 2004;
Kalisova et al., 2014). There are conflicting results suggesting that
a greater volume of registrants is correlated with both an increase
(Fukasawa et al., 2018) and a decrease in restrictive practices (Kodal
et al., 2018; Williams & Myers, 2001). Whilst it would seem that a

increase in mental health nurses was found, with more nurses in community set-

Discussion: Current services are incident reporting at greater concentrations than in
previous years. Patient-related behaviour continues to be most prominently reported,
rather than possible antecedent health services issues that may contribute to report-
ing. Whilst staffing has increased, this does not seem to have kept pace with the
implied workload evident in the increase in incident reports.

Implications for Practice: Greater emphasis should be placed on health service behav-
iour in reporting mechanisms. Self-harm and aggression should continue to be consid-
ered adverse outcomes, but causal health service factors, such as missed care, should

be present in pooled reporting to help reduce the occurrence of adverse outcomes.

mental health nursing, quality of care, seclusion and restraint, self-harm, staffing levels,
staffing/resources, statistical methods

high volume of staff is correlated with reduced length of hospital
stay, there remains a risk that greater restriction is used in order to
achieve this (Fukasawa et al., 2018).

There is also a developing narrative around patient preference
and experience of care (Cutler et al., 2020, 2021). However, no stud-
ies have indexed staffing inputs against consumer preference or
quality of life with quantitative analysis (Woodnutt, 2022). Currently,
most outcomes examined as variables have been risk-related—such
as the frequency of seclusion, restraint, aggression or violence or
self-harm. A recent ‘empty’ systematic review by (Moyo et al., 2020)
also showed that there is no existing evidence measuring staffing
against other care quality markers such as readmission rates.

At the current time, there are no established causal relationships
between staffing and patient outcomes in mental health services
though recent complex statistical modelling has reduced bias in anal-
ysis. Cook et al. (2020) measured the deviation in staffing volume
from required to actual in their modelling, and Feyman et al. (2023)
included error correction to limit bias from more staff attending a
ward or unit post-incident; both studies found more staff availabil-
ity reduced incidents. While these models are valuable, and reduce
confounding within large datasets, the analysis is cross-sectional
in nature and without manipulation of conditions or variables.
Statistically speaking, we do not know the precise differences that
mental health nurses make to care—though the evidence to date
suggests that more highly qualified, more experienced, substantive
staff improve the safety of care for patients.

Therefore, further work examining risk-related and workforce
data is needed. In the UK, national databases of incidents and work-
force data are kept—including all National Health Service (NHS)
incident reporting and rostering systems. These datasets are in
the public domain and published by NHS England (incident data)
and NHS Digital (workforce). Due to the size of the available data,
the mechanisms used to report incidents (Wood et al., 2023) and
workforce (through routine data collection), NHS services provide
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the majority of mental health care for England and services' broad
allegiance to the World Health Organization guidance on service
configuration (World Health Organization, 2022), this represents a
reasonably generalisable sample which is of international relevance.

2 | METHODS
21 | Aims

The aim of this descriptive review of incident and mental health
nurse staffing data was to ascertain what the recent, if any, patterns

were. There were three research questions used to inquire:

1. What incidents are the current nursing workforce reporting?

2. What, if any, changes to incident reporting occurred during the
COVID-19 pandemic?

3. Where are the current workforce located?

2.2 | Design

The design of this study was a descriptive analysis of two national
datasets from England, dating 2015-2022. This period was chosen
as 2015 was when incident reporting changed to England-only (away
from archived records)—and thus to avoid the risk of conflation with
other reported incidents.

For incidents, the National Patient Safety Agency (NPSA) col-
lates all NHS reported incidents and collates these into incident
categories, publishing quarterly reports (NHS England, 2022). All
incidents from mental health settings were included in the analysis.
A composite value comprising all incidents categorized as conflict,
containment and error were created by merging the values for self-
harm, aggression/violence, medication error, transfer, treatment or
procedure, documentation and consent or confidentiality.

For workforce data, registered nurses working within men-
tal health settings in the NHS expressed in quarterly volumes
from the National Workforce Dataset (NWD) were included (NHS
Digital, 2022). For the workforce, the overall staffing level of
registered nurses (merging data from community and hospital-
based settings), and separate categories for community and non-
community-based registered nurses. There has been a recent and
detailed review of workforce composition using the same dataset
by Brimblecombe (2023); therefore no further disambiguation of the
nursing workforce was included as these data are already available

in a peer-reviewed format.

2.3 | Definitions

This study takes definitions of conflict and containment from the
work of Len Bowers (Bowers, 2006). Specifically, conflict refers
to any incident that results in patient harm with respect to their

Vi R

interaction with staff or their own symptoms of mental ill-health.
For example, self-harm or aggression/violence are considered as
types of conflict in psychiatric care. Containment refers to the
actions staff perform in order to limit the freedoms of patients,
normally in response or to prevent episodes of conflict. This in-
cludes incidents such as the use of sedation, restraint or seclu-
sion (the forced confinement and isolation of a patient from being
able to associate with others (Department of Health and Social
Care, 2017)). Conflict and containment are thought to have a cor-
relative relationship; internally (with other incidents of the same
type) and externally (between incident types) from both a patient
and service perspective (Bowers, 2006; Bowers et al., 2015). The
error refers to all other reported incidents which are reasonably
within the control of staff or the health workforce: treatment or
procedure, transfer, medication errors, documentation and con-
sent or confidentiality.

For this study, ‘conflict, containment and error’ refers to a com-
posite value that includes self-harm, aggression, medication, treat-
ment or procedure, care implementation, documentation, clinical

assessment and transfer.

2.4 | Datasources

Two datasets were downloaded from NHS-run websites in
September 2022 and merged in Microsoft Excel, then converted to
a csv file. This was then imported into the R Studio environment
using version 4.2.2 of the R language, and version 2022.07.02+576
of R Studio using macOS.

The tidyverse (version 1.3.2) and ggplot2 (version 3.3.6) pack-
ages were used to arrange and visualize the data. The data cover
quarterly reports from March 2015 to March 2022, totalling 29
quarters of reports. This made a list of 29 columns (one for each
quarter), with workforce data attributed to one quarter as repre-
sented in the published reports. The data had a total of 27 rows,
representing all 15 incident categories, and all 12 staffing catego-
ries. The only splitting of staffing data was based on the location
of their work: as community-based or hospital-based registered
nursing staff. Non-registered nursing staff were not included in
the analysis.

The specific workforce data were registered nurses working
within community mental health settings and registered nurses
working in ‘other’ settings (inpatient or hospital-based mental health

settings). Incident data included all incident types.

2.5 | Data analysis

Regression or other inferential analysis was not possible; while there
is a high volume of overall incidents and staffing data, these rep-
resent quarterly reporting quantities and as such total data points
(=29 quarters/data points per category) would make inferential
analysis invalid.
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Ethical approval was not applied given that the data are within
the public domain and freely available to the general public via the
NPSA and NWD websites. No patient or service-identifiable data is
included in these datasets.

3 | RESULTS

We observed that incidents and nurse staffing both increased in the
7-year sample period. However, the increase in reported incidents
was far steeper than the increase in staffing volume. We also ob-
served a steep migration to the community presence of registered
nurses in mental health settings; where there was a reduction in the
presence of hospital-based mental health nurses. There was also a
significant rise in frequency of self-harm reports, and this far out-
weighed changes in other incident categories. Changes to infection
control incidents were observed during peak COVID-19 pandemic
months, though these ‘spikes’ flattened at the cessation of peak
infection in society. The largest per cent change to any incident
category was ‘clinical assessment’ (denoting issues that arose with

inaccurate, incomplete or missed assessment).

3.1 | Incidentreporting

Total reported incidents increased by 46%, with 51,592 recorded in
the first quarter of 2015, and 75,872 reported in the first quarter
of 2022. Self-harm was the most frequently reported incident cat-
egory across all incident types. Overall, incident reporting increased
in most categories with significant increases in self-harm, transfer,
treatment or procedure and clinical assessment. We also observed a

marginal decrease in aggression. See Table 1 and Figure 1.

3.2 | Infection control, self-harm and the
Covid-19 pandemic

Given the presence of the COVID-19 pandemic since 2020, a com-
parison between self-harm and infection control was undertaken.
Self-harm reports increased across the peak months of the pan-
demic, with the largest percentage changes coinciding with United
Kingdom (UK) national restrictions (lockdowns). Slight stabilization
was noticed in self-harm rates towards the end of the reporting pe-
riod. Infection control incidents rose sharply and coincided with the
periods preceding or following restrictions to the public being put
in place by the UK government, however, ended the period on a de-

creasing trend. See Table 2 and Figure 2.

3.3 | Self-harm and staffing

We observed a rise of 6% in total registered mental health nurs-
ing staff (Q1 2015=36,543, Q1 2022=38,886, difference: 2343)
in comparison to the 95% increase in self-harm reports. For every
incident of self-harm at the start of the study period, there were
2.85 nurses in employment compared to 1.6 at the end. Changes to
overall staffing and self-harm reports can be seen in Figure 3.

3.4 | Conflict, containment and error and staffing

We observed a significant rise in reporting of conflict, containment
and error across the study period (63%, Q1 2015=34,831, Q1
2022=56,654) in comparison to the 6% increase in staffing volume.
Therefore, for every incident of conflict, containment or error there

were 1.04 nurses in employment at commencement, compared to

TABLE 1 Incidentreports at the start

Incident category Q12015 Q1 2022 Difference % Change and end points of the study period.
Self-harm 12,809 25,037 12,228 95%
Aggression 9085 8449 -636 7%
Patient accident 8956 7260 -1696 -19%
Transfer 4596 7910 3314 72%
Medication 4749 4438 -311 7%
Infrastructure 3547 5007 1460 41%
Treatment or procedure 1076 4211 3135 291%
Documentation 1392 3318 1926 138%
Consent or confidential 994 2316 1322 132%
Care implementation 851 1614 763 90%
Safeguarding 835 1520 685 82%
Clinical assessment 273 1677 1404 514%
Infection control 229 490 261 113%
Medical device 79 167 88 111%
Other 2121 2458 337 16%
Total 51,592 75,872 24,280 46%
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Data from 2015-2022
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FIGURE 1 Allincident categories plotted across 2015-2022.

0.69 at period end. Changes to conflict, containment and error and
staffing can be seen in Figure 4.

3.5 | Location of staffing

We observed a significant shift in staffing availability within inpa-
tient services to community settings. Non-community mental health
nurses decreased by 12% (Q1 2015=21,575, Q1 2022=19,023)
whereas community mental health nurses increased by 33% (Q1
2015=14,968,Q1 2022 =19,863). Changes to staffing locations and

conflict, containment and error can be seen in Figure 5.

4 | DISCUSSION

We observed a significant increase in the reporting of incidents
over the period of 2015-2022 where reporting increased by 24,280
incidents (a 46% change). We also observed a marginal increase in
the number of nurses (2343) in employment over this period (a 6%

change). However, whilst incident reporting (and the associated
workload burden) has significantly increased there has been sig-
nificant industrial unrest in the nursing workforce (Mahase, 2022a,
2022b; Rimmer, 2023) which can be viewed as a result of continued
austerity measures (Paton, 2022) leaving, at times, 20% of nursing
posts unfilled. Despite this observed increase for this period, there is
also concern that governmental plans to recruit to fill vacancies and
increase the workforce are overly optimistic (Brimblecombe, 2023).

We also observed significant changes to infection control in-
cidents during the COVID-19 pandemic, but these rises were met
with the rise in self-harm reports and coincided with UK national
restrictions. Finally, we observed that the overall concentration of
incidents has increased and that registered mental health nurses are
managing care that involves significantly more incident reports than
in previous years. Incidents of containment (such as seclusion and
restraint) seem to be missing from national reporting given the as-
sumption that nurses will likely respond to self-harm and aggression
with actions to limit patient freedoms and thus lower risk. The rise
in reports of self-harm is concerning as this may reflect increased
reporting given its steep trajectory.
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TABLE 2 Self-harm and infection control reports during peak COVID-19 pandemic quarters.

Q4 2020 Q12021 Q22021 Q32021 Q42021 Q12022

Q32020

Q22020

Q12020

25,236 (-7%) 25,179 (-0.2%) 25,037 (-0.5%)

27,191 (8%)

25,603 (3%) 25,138 (-2%)

24,957 (9%)

23,002 (7%)

21,410 (6%)

Self-harm reports (% change to

WOODNUTT ET AL.

previous quarter)

1493 (47%) 851 (-43%) 1930 (127%) 2075 (8%) 644 (-69%) 589 (-9%) 563 (-4%) 490 (-12%)

1018 (170%)

Infection control reports (% change

to previous quarter)

Regardless of whether incidents are more likely to occur, the
data show that today's mental health nurses are spending signifi-
cantly more time reporting incidents as part of their workload than
in previous years and that there is a lower ratio of nurses available
for incidents compared to 2015. Nurses are now more likely to be
based in community settings, and care seems to have migrated in
that direction over the last 7 years.

However, results from our synthesis should be interpreted with
caution and we note six overt limitations. First, while there is a
high volume of recorded incidents and staff this only represents
quarterly values and as such the dataset is small from an individ-
ual data-point perspective. Second, NHS trusts internally and ex-
ternally categorize and report incidents differently, which creates
ambiguity in the data. Third, individual staff members have differ-
ent incident reporting habits, and these can correlate with their
age, gender, stature and level of experience (Schlup et al., 2021).
Fourthly, overall incident reporting has increased and this may be
related to improvements in learning culture and staff education
over the same period (Archer et al., 2020). Fifth, we did not include
bed-occupancy data in the analysis; this is known to affect the
safety and quality of care within wards (Degli Esposti et al., 2022),
and have an association with readmission rates (Friebel et al., 2019).
Finally, our analysis focused on nursing numbers and not other roles
that contribute to inpatient psychiatric care (NHS England, 2015).
This limits the interpretation of findings as, although nurses are
heavily involved in incident reporting and management, other roles
(such as Health Care Assistants or Nursing Assistants) also contrib-

ute a signification amount to incident monitoring.

4.1 | Incident reporting in mental health services—
An outdated paradigm?

Our descriptive review concurs with previously published commen-
tary on patient safety—that the paradigm of incident reporting in
mental health services needs to be updated (Quinlivan et al., 2020).
In comparison to somatic data, mental health service data is
weighted towards patient-related behaviour; with leading incident
categories of self-harm and aggression (45% of all incidents in Q1
2022 (NHS England, 2022)). In somatic care, a much higher propor-
tion of incidents (68%, Q1 2022) reflects the behaviour of the health
workforce, where the leading cause of incidents centres around care
delivery (NHS Digital, 2022). Mortality or ill-health causes do not
feature in somatic incident data whereas this is the leading incident
cause in mental health services. In essence, there is less pooled data
in mental health services that capture the decisions that the health
workforce is making—but there is more data reflecting the outcome
on the health of patients.

Somatic data suggests a different paradigm of incident reporting:
that health workforce error is something that could reasonably be
prevented and should not occur. The ostensible paradigm of mental
health incident reporting is that patient-related harming behaviour
is something that is reasonably preventable, and, therefore, should
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FIGURE 2 Self-harm and infection control reports 2015-2022.

not occur. This paradigm is suggestive of containment; that mental
health nurses should be able to contain and reduce risk through their
actions, and not need to report this—similar to how a general nurse
would not report physical observation or routine medicine admin-
istration as an adverse incident. However, this is significantly prob-
lematic—as containment or coercion can lead to paradoxical harms
such as feelings of abuse (Askew et al., 2019), trauma (Sweeney
et al., 2018) or nosocomial (iatrogenic) suicide (Borecky et al., 2019;
Ward-Ciesielski & Rizvi, 2021). What is needed is a greater system-
atic understanding of care, workforce and safety to inform how ser-
vices can monitor and report patient safety incidents. The concern is
that there are missing narratives in the reporting of outcomes, and as
such harm may occur to patients, through incomplete or erroneous
care, that is not currently being monitored. For example, if a patient
has an episode of aggression and this is reported as such in the cur-
rent process, it is not clear from pooled data if this is related to the
staffing available (whether the compliment was sufficient) or reflec-
tive of the quality of the care provided. With current pooling, we are
only able to see the frequency of aggression or self-harm, and not
the potential antecedent causes that could be analysed for future
reduction or harm minimization based upon pattern recognition.

Using incident data as a sample, it is reasonable to assume that
there are greater levels of self-harm being experienced in all areas
of English society. This is troubling if the presumption is that self-
harm can reasonably be prevented—and therefore reporting its
occurrence rather than workforce-related antecedents continues
to be the hegemonic paradigm of patient safety. Clear examples of
containment were missing from the incident categories (although
is likely contained in the free-text data in most reporting systems,
though not pooled nationally); this is of grave concern given the
negative outcomes associated with containment. There are also
differing views on self-harm management with respect to harm
minimization and the promotion of service-user autonomy (Davies
et al., 2022). Under this paradigm, self-harm could be considered
as ‘an outcome’ and therefore a clearer separation of the factors
increasing or decreasing risk could be more clearly monitored
(rather than monitoring self-harm frequency as an incident type
which seems to be the current process). Existing incident mon-
itoring systems commonly require a category for the incident
type (e.g. self-harm) followed by free-text which allows reporters
to note possible antecedents to the incident. Unfortunately, this
data is not pooled nationally and only the categories are reported.
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FIGURE 3 Self-harm and staffing changes over time.

Considering the above example of self-harm, it may clarify patient
safety monitoring if incidents were monitored from an anteced-
ent, rather than outcome, perspective (as seems to be the case in
somatic care).

The changes observed in nursing numbers could be thought of as
a declining trend when considered relative to the volume of incident
reports. We observed that although there are more nurses in em-
ployment, the ratio of nurse-to-incident has declined and a greater
volume of incidents are being reported.

A limitation of this analysis is that it did not incorporate other
professional groups where broader, strategic reconfiguration may
have influenced outcomes. In Australia, there seems to have been
service migration away from nurses and towards psychologists
where the latter number 95.3 full-time equivalent (FTE) in compar-
ison to 90.2 FTE nurses per 100,000 people (Australian Institute
of Health and Welfare, 2019). A possible explanation for this could
include reform/changes to the pre-registration training for nurses

in Australia, where this became generic and across all fields of nurs-
ing several years ago (Happell & Platania-Phung, 2005). However,
whilst no such changes have occurred in the UK, there is ample
commentary and concern that the skills of mental health nurses
seem marginalized in current educational standards from the
Nursing and Midwifery Council (Haslam, 2023; Warrender, 2022,
2023; Warrender, Connell, et al., 2024; Warrender, Ramsay, &
Hurley, 2023).

4.2 | Using existing evidence to inform a new
incident reporting and workforce paradigm

The incomplete, partially obscured landscape of workforce
and safety evidence poses a unique challenge for policy writ-
ers and implementers. In comparison to physical care evidence,

mental health staffing data currently requires several layers of
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FIGURE 4 Conflict, containment and error and staffing changes over time.

translation. Increasing existing staff-to-patient ratios may lead to
a mixture of outcomes: greater levels of restriction but a lower
length of stay (Fukasawa et al., 2018), or manipulating the gender
representation of a shift may alter restrictive practices (Doedens
et al.,, 2017, 2021; Janssen et al., 2007). At the current time, there
are no universal rules that can be implemented to uphold patient
safety and staff effectiveness. In the UK, there are locally agreed
staffing levels, and it is more common for staffing levels to fluc-
tuate onwards on the basis of the needs of specific patients (e.g.
people that are allocated continuous surveillance). However, large
dataset studies such as Cook et al. (2020) demonstrate degrees
of resilience in shifts that are ‘short-staffed’ questioning the ap-
proach of only changing staffing levels based upon the allocation
of increased observation.

There is also a lack of consideration of the needs of staff—and
if additional support would help them be able to deliver more ef-
fective care. Lack of adequate staffing in mental health services

has been associated with burnout (Jenkins & Elliott, 2004);
yet UK hospital staff are managing increased acuity evidenced
by increased use of detentions under The Mental Health Act
(Mahase, 2022c) alongside rises in incident reporting. The well-
being and resilience of staff members' emotional states does not
currently factor into workforce guidance in the UK, moreover sug-
gesting staffing levels need to be proportionate to the risk of the
patients (NHS England, 2015). However, workforce stressors con-
tinue to include inadequate resources to perform the nursing role
(Foster et al., 2021). Therefore, burnout or compassion fatigue
could be associated with staff mechanically engaging in care thus
inhibiting caring interactions and ameliorating feelings of personal
safety for patients (Cutler et al., 2020, 2021).

Caution should be taken against implementing staffing policy
without the involvement of people using the service. What is clear
from qualitative evidence (Askew et al., 2019; Cutler et al., 2020,
2021), and obvious in recent undercover footage documentaries
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filmed in England (Ashurst, 2022; Evans, 2022) is that it is not sim-
ply a matter of staff volume. There is an as-yet undefined aspect
of who is on the ward and what the prevailing culture of the shift,
ward, hospital or health system is that likely influences staffing re-
sponses, the reporting of incidents and ultimately the experiences
of patients.

Challenges involved in trying to isolate and limit bias from
variables around staffing and incidents remain. Increases in staff-
ing levels may precede or succeed incidents of patient harm.
Ostensibly binary or universal outcomes in mental ill health are
actually more complex upon further inspection; length of stay is
significantly skewed by social circumstances and familial support
(Crossley & Sweeney, 2020; Tulloch et al., 2011); readmission
rates are influenced by provision and availability of community
support. Risk assessment of patients is influenced by their envi-
rons and what they have access to. It is difficult to assume that
a lower length of stay is better—as it is more difficult to consider
a comparison with other cases given the numerous moving and
co-dependent aspects involved in one person's care. Readmission
may be influenced by social factors more than a failure in the ad-

mission and discharge process.

5 | CONCLUSION

Overallincident reporting increased by 46% with self-harm report-
ing increasing by 95% over the same period. There were marginal
increases in nurses (6%) who have migrated towards community
settings. Data suggest that most mental health services are satu-
rated with greater levels of risk or incident reporting activity, and

the nurse-to-incident ratio has decreased. The COVID-19 pan-
demic and the imposition of national restrictions seem correlated
with increased rates of self-harm reports. A shift in the paradigm
of incident reporting and monitoring in mental health is necessary
to modernize mental health care. Patient-related behaviour is most
prominently reported, rather than possible antecedent health
services issues that may contribute towards this. Containment is

under-reported.

6 | IMPLICATIONS FOR PRACTICE

Work needs to be undertaken to refine the paradigm of incident re-
porting in policy, research and education. Self-harm and aggression
could be considered as ‘outcomes’ and health service antecedents
could replace them as causes of incidents. Somatic care incident
data demonstrates this—as leading causes of incidents are not
causes of mortality or illness. How we conceptualize mental ill health
is central; upholding the epistemic rights of people accessing mental
health services is paramount to protecting their safety. Without ac-
curate incident reporting mechanisms, it is difficult to ascertain the
precise impact that mental health nurses have on their practice and

patients.

7 | RELEVANCE STATEMENT

This study explores the mental health nursing workforce and inci-
dents and considers the relationship between the two alongside a
discussion of the overall paradigm of incident reporting.
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