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Supplementary Material 1. Search strategy for incidents relating to community-based mental healthcare for working age adults
	Extraction date:
	16th December 2021

	Date range:
	Incidents reported to have occurred between 1st January 2019 and 31st December 2019, and reported to the NRLS on or before 22nd October 2021

	Categorical criteria:
	Care setting of occurrence 
	=
	Mental Health Service

	
	Incident location 
	≠
	Mental Health Unit/Facility, Intermediate Care Setting, Hospice, Nursing Home, Prison, or Remand Centre

	
	Incident category 
	≠
	Failure to return from authorised leave

	
	Trust code 
	=
	Redacted for purpose of publication

	
	Patient age
	=
	18-65 Years

	Free text search:
	Free-text exclusion terms
	
	[‘AWOL’] or [‘section’ or ‘MHA,’ within a number of words 3 of term ‘leave’] or [‘Abscon*] or ['Escorted' or 'unescorted' within 2 words of term 'leave'] or ['Informal patient' or 'Informal pt'] or ['on leave' within 3 words from 'ward'] or ['return*' within 3 words of 'leave'] or ['overnight leave'] or ['home leave'] or ['patient' within 3 words of 'on leave'] or ['breach*' within 2 words of 'hour'].

	Reported harm:
	No harm
	
	Random sample of 1,000 reports captured by search criteria retrieved

	
	Low harm
	
	All reports captured by search criteria retrieved

	
	Moderate harm
	
	All reports captured by search criteria retrieved

	
	Severe harm
	
	All reports captured by search criteria retrieved

	
	Death
	
	All reports captured by search criteria retrieved


Note: Owing to large numbers of reports, ‘No harm’ and ‘Low harm’ reports were further sampled to reduce the size of the analysis sample (see Table 1).
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Supplementary Material 2. Exemplar inductive codes generated prior to the application of existing coding schemes
	Exemplar open codes for incident type

	· Deviation from/ delay/ failure to follow indicated care procedures

	· Disjointed or poorly coordinated care

	· Delay/ failure in care transitions

	· Breach of patient confidentiality

	· Delay/ failure to carry out clinical assessments or investigations

	· Poor communication with other services involved in patient care

	· Medication – acquisition of medications without valid prescription




Supplementary Material 3. Exemplar adaptations to the PISA incident classification system and new codes generated
	Adaptation to framework
	Description of change(s)
	Rationale

	Adaptation
	Reports describing potential or actual harmful outcomes where service influence is unclear were coded and retained in analyses:
· Deaths by suicide, suspicious deaths, unexpected deaths, other deaths
· Self-harm
· Suicide attempts
· Falls or accidents
· Acts of violence by patient
· Issues concerning vulnerable adults (e.g. reporting of safeguarding concern)
	Reports of this nature are deemed incorrect uses of the reporting system in the original framework, but given the prevalence of these events and their relevance to risk assessment in community mental healthcare, these reports will be retained in analyses

	New code
	Administration 
· Ability to access out of hours or crisis care professionals
· Errors in legal administration (e.g. Mental Health Act)
	These codes reflected challenges observed amongst incident reporting data

	New code
	Diagnosis and assessment
· Delayed Mental Health Act assessment
	This code reflected challenges observed amongst incident reporting data


Note: The PISA Classification System (Carson-Stevens et al., 2015) was adapted for use in this study
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Coding manual

This coding manual draws upon two exi

ing frameworks for patient safety incident analysis:

1. The Yorkshire Contributory Factors Framework — Mental Health adaptation
(Berzins et al., 2018; Lawton et al., 2012)
- Thisis publicly available, and a copy of the framework is reproduced below|

2. An adaptation of the Primary Care Patient Safety (PISA) Classification System
(carson-Stevens et al., 2015)
- Exemplar codes only are provided below. For further information about the
original PISA classification system, please contact Professor Andrew Carson-
Stevens (carson-stevensap@cardiff.ac.uk)

Unsure (discuss with team)

Incident reports should be excluded if they contain insufficient detail to permit coding. Reports
are eligible for analysis where they discuss a potential or actual safety incident and appear to
relate to community-based mental healthcare, including primary care-based provision, even if
identified and reported by staff from a different setting (e.g. inpatient care)

Community-based mental healthcare settings include services such as:

- Community mental health teams (CMHTS)

- Crisis Resolution and Home Treatment Teams (may be referred to in reports as CRHT, or
HTT)

- Early Intervention in Psychosis services (may be referred to in reports as EIS or EIP)

- General Practice settings

- Improving Access to Psychological Therapies services (IAPT)

- supported accommodation settings for people with mental health problems

Reports are ineligible if they relate to incidents which occurred entirely outside of community-
based mental health services, such as the following settings:

- Psychiatric inpatient hospitals

- Health-based place of safety (HBPOS) or Section 136 suites — usually hospital-based
units where service users are detained whilst waiting for an assessment by a
psychiatrist.
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Incident outcome

This coding scheme is based upon an adaptation of the Primary Care Patient Safety (PISA)

Classifcation System (Carson-Stevens et aL, 2015). Exemplar codes anly are provided below.

For further information about the original PISA classi

tion system, please contact Professor
Andrew Carson-Stevens (carson-stevensap@cardiff.ac.uk)

Incident outcome and incident type classification is to be conducted based on information
provided in free-text fields for Description of what happened, Actions preventing reoccurrence,
and Apparent causes only.

Note:

«  Coding of ‘Attempted suicide’ versus ‘Self-harm’ should be determined by explicit
documentation by reporter of probable suicidal intent or associated paraphernalia (e.g.

suicide note), or by potential lethality of method (e.g. | A EEN
]

*OTHER / UNSURE®

0. No outcome

No patient

No outcome described

1._patient clinical harm
psychological/emotional distress

Death

2. Ppatient inconvenience

Repeated tests/ procedure/ additional treatment
Delays in management, assessment, or treatment
3._Organisational inconver
Increased documentation
Organisational consequences
4._Staff outcomes
Psychological harm

Incident type

This coding scheme is based upon an adaptation of the Primary Care Patient Safety (PISA)

Classifcation System (Carson-Stevens et aL, 2015). Exemplar codes anly are provided below.

For further information about the original PISA classification system, please contact Professor
Andrew Carson-Stevens (carson-stevensap@cardiff.ac.uk)

Incident outcome and incident type classification is to be conducted based on information
provided in free-text fields for Description of what happened, Actions preventing reoccurrence,
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*OTHER / UNSURE*

0. Incorrect use of system

Insufficient detail to code incident

1. Potential or actual harmful outcomes where service influence is unclear

Self-harm
Act of violence by patient
2. Administration

Delay in formulating or operationalising a care plan

Staff professionalism — errors in the professional conduct of healthcare professionals

3. Documentation

Healthcare records — incorrect documentation or availability of records
4. Referral
Errors in the referral decision-making process

Administration errors in the referral process
5. Diagnosis and assessment
Diagnosis

Delayed Assessment - a delay in assessment for care or care adjunct

6. Treatment and procedure (excluding medications)

Clinical treatment — decision errors in decision-making processes for treatment other than medication
7. Medication

Errors in medication decision-making process

Prescribing errors

8. Investigations (errors in the process of investigating a patient’s condition)

Laboratory errors in the process of laboratory investigations

Other investigations — errors in the process of other investigations

9. Communication failures or breakdowns of communication
Communication with patients

Between healthcare professionals

10. Equipment

Failure of equipment (e.g. damaged, faulty)

Out of date equipment
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and Apparent causes only. Incident type classification may differ from the incident type recorded in
structured fields within the dataset, which correspond to the incident taxonomy used by the National
Reporting and Learning System. Where a report describes more than one potential incidents, only the
primary incident which is most proximal to the outcome for the patient, should be coded. Reports
should be coded for explicit, manifest content, rather than latent or implied meaning,

Notes:

«  Potential safety incidents (e.g. suicide, self-harm) should be coded to relevant code under ‘1.
potential or actual harmful outcomes where service influence s unclear', unless a clear incident
in mental healthcare delivery has occurred (e.g. *.2. Discharge planning errors).

« Coding of ‘1.2, Attempted suicide’ versus ‘1.7, Self-harm’ should be determined by explicit
documentation by reporter of probable suicidal intent or associated paraphernalia (e.g. suicide

note), or by potential lethality of method (e.z. [ RN
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v Contributory factors:

The Yorkshire Contributory Factors Framework — Mental Health adaptation (Ber:
2018; Lawton et al., 2012)

All factors reported to have contributed to patient safety incidents are to be mapped to the
Yorkshire Contributory Factors Framework — Mental Health. Coding is to be conducted based on
information provided in free-text fields for Description of what happened, Actions preventing
reoccurrence, and Apparent causes only. Identified contributory factors may differ from the
factors recorded in structured fields in the dataset, which correspond to the taxonomy used by
the National Reporting and Learning System. Reports should be coded for explicit, manifest
content, rather than latent or implied meaning.

Yorkshire Contributory Factors Framework — Mental Health

Contributory factor
Active failures

Any failure in performance or behaviour (mistakes, slips/ lapses, errors, and violations) by person at
the ‘sharp end' (e.g. the healthcare professional).

Staff workload
Pressures on time during a shift which increase likelihood of incident.

Lines of responsibility

Undlear roles and lines of responsibility for different tasks or aspects of care.
‘Supervision and leadership

Availability and quality of supervision and leadership.

Management of staff and staffing levels

Appropriate management and allocation of staff to ensure adequate skill mix and staffing levels for
the volume of work.

Equipment and supplies

Availability and functioning of equipment and supplies.

Physical environment

Features of the physical environment that help or hinder safe practice.

‘Scheduling and bed management

scheduling or bed pressures to manage patient throughout, minimising care delays and excessive
workload.

Training and education

Issues with staff skill or knowledge or access to appropriate training.

‘Support from central functions

Problems with and unavailabilit of support from other departments.

Service process

‘Gaining access to, transition between, and discharge from services.

Policies and procedures

Existence of formal guidance for appropriate conduct of care activities and processes.
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Safety culture

Organisational values, beliefs and practices surrounding the management of safety and learning from
error.

Communication systems.

Effectiveness of processes and systems in place for the exchange and sharing of information between
staff, patients, departments, and services.

None reported

Other (describe briefly)

v. Reporter identified solutions to prevent a reoccurrence:

Free-text reporting fields for Description of what happened, Actions preventing reoccurrence,
and Apparent causes will also be investigated to identify and synthesise the potential solutions
that staff discuss to prevent a reoccurrence of the reported safety problem. The nature of the
solutions presented will be appraised and (if supported by sampled data). Reports should be
coded for explicit, manifest content, rather than latent or implied meaning.

Once all reports have been coded, information relevant to this aim will be organised into key
solution categories using inductive content analysis methods.

Comment:

Note down any other comments or reflections (if applicable).

Additional review required

Additional review required

Yes
No





