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A warm welcome and
housekeeping

Matt Milarski
Head of Quality Improvement, NCCMH




Housekeeping

« Please mute your microphone unless you are
speaking.

« We encourage you to have your cameras on.

- If you would like to ask a question or leave a |
comment, please use the chat function within the
meeting or the raising your hand function.

- If you experience any technical difficulties, please
email: cultureofcare@rcpsych.ac.uk



mailto:cultureofcare@rcpsych.ac.uk

How we want to work together

m Collaborative learning - Make the most out of the session, whatever that
looks like for you.

Respect privacy - Protect carefully the privacy of the storyteller. Ask
w what parts, if any, you can share with others.

e 0 Approach with kindness and curiosity — We've all been through stuff so
A\ let’s look after each other in this space.

/1 Diversity of views — respecting different viewpoints and experiences and
:@/ being okay with sometimes disagreeing.

Language is important - /f you want to improve culture, the way you speak
to and about the people around you needs to support the building of
trusting relationships.

Be kind to yourself - take breaks if needed, use our support space.




We know that discussing some of these topics may be emotive and
there may be additional challenges doing that online with a large
group of strangers.

Some of the things we have in place to try and help mitigate the
emotional toll include:

« A separate online support space for anyone who needs it

« We welcome people to participate in any way that feels
comfortable; this will include speaking in the room, using the
chat, or emailing ideas after the session. Please be mindful of
what you share in the chat, as some content may be triggering
for others.

» Colleagues from NCCMH are happy to meet with any attendees
after the meeting to provide additional information or support.



Support Space

On-Call Support Space Facilitators:
Tom Ayers and Ros Warby

Join at any time:

Microsoft Teams

Join the meeting now
Meeting ID: 359 952 620 262 2
Passcode: 62YP93S]

The link to the support space will also be available in the chat.



https://teams.microsoft.com/l/meetup-join/19%3ameeting_YzAxZDgwOTYtMmFkMy00MjY0LWI4MzktMWM5ZGU4MmJlMDhh%40thread.v2/0?context=%7b%22Tid%22%3a%2275aac48a-29ab-4230-adac-69d3e7ed3e77%22%2c%22Oid%22%3a%2236d57c40-198f-40e1-a54e-52fdf610ffa7%22%7d

Today

14:00-14:15 Welcome & Introductions

14:15-14:35 Culture of Care Standards

14:35 - 15:05 Personalised approaches to risk in mental health in-patient settings
s0s-1s15  lBresk
15:15 - 15:35 Autism informed personalised risk assessment

15:35 - 15:55 Considering racial equity and risk assessment

15:55 -16:10 Transforming risk assessment locally: trailblazer site

1610 —16:25 Support for organisations on PAR year two

16:35 - 16:50 Discussion and Q&A

16:50 - 17:00 Next Steps



Culture of Care — programme overview

NHS England'’s

ctandards ' Coproduced standards for inpatient care
Evidence-based standards to ensure a safe, compasionate, needs-based culture of care
Guiding i ) . ) )
principles A Our approaches — Anti racism, trauma-informed, autism-informed
Lived experience
Leadership, mentoring, coaching, support and challenge
p|r°9raTme Ward-level QI Organisation Leadership Personalised
elements level QI support approach to risk
Programme
element
icons and

acronymns




Culture of Care Standards

Pea Meyer-Higgins
Lived Experience Advisor (NHS England), PAR Partner,
Co-Facilitator & Safety Delivery Group Member (Culture

of Care)




o to

our bold:
K Hued

[ 77ve Co-production |

. Lived experience
we valve lived experience

2. Sofety

« JOFE
People feel safe and Cared for High- quality and trusting

Rights are
protected

What
mahesl
&

A

Culture of Care Standards

| Always Compassionate |

uppO 5. Equality We are inclusive, 6. Pvoiding Harm Actively avoid 7. Needs Led We respect 8. Choice
Present alongside distress valve difference and promote equity harm and travmatisation people’s own understandings | | Nothing about me without me
1
And provide a Always choice
clmrp;afhwny We believe whot oy to be {nvolved
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We offer a range of theropy
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Culture
of Care

Personalised approaches to risk in
mental health in-patient settings

Year 2 launch event
June 2025

Professor Nav Kapur

NATIONAL Neurod“[erse 2

COLLABORATING

MENTAL HEALTH Connection

| N@Ez] NIHRI

Greater Manchester Patient
Safety Research Collaboration
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Culture

of Care

Personalised approach to risk: Site visit
™" November 2024
Dr Leah Quinlivan

https://www.youtube.com/watch?v=deDoBMAtaTo&t=743s



https://www.youtube.com/watch?v=deDoBMAtaTo&t=743s
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Risk assessment f

BMJ 2017:359:4627 doi: 10.1136/bmj.j4627 (Published 2017 Octaber 17)

Page 1of5

L)

Check for
updates.

PRACTICE

UNCERTAINTIES

Can we usefully stratify patients according to suicide

risk?

Matthew Michael Large conjoint professor', Christopher James Ryan clinical associate professor”,
Gregory Carter conjoint professor®, Nav Kapur professor*

"School of Psychiatry, University of New South Wales, NSW, Australia; *Disci

of P i Clinical School and Sydney Health

Ethics, University of Sydney, Australia; *Centra for Brain and Mental Health, Faculty of Health and icine, University of - *Centra for
Suicide Prevention, Manchester Academic Health. Science Centre, University of Mancheaster, & Greater Manchester Mental Health NHS Foundation

Trust, Manchester, UK

In the UK, one in five adults has considered suicide at some
time, and one in 15 has attempted suicide.' Half of those who
attempt suicide seek help afterwards—a quarter from a GP, a
«quarter from a hospital or specialist medical or psychiatric
service." Suicidal patients; patients who present to health
services with suicidal ideas, self harm, or suicide attempts; and
patients who present as significantly distressed or mentally ill
«can be challenging to manage. Doctors are often advised to use
sticide risk assessment to help them decide management plans.
A wide variety of risk factors have been implicated in the
stratification of potentially suicidal patients.” This stratification
is often expressed in terms of high, medium, or low-risk.”* In
practice, doctors commonly give the greatest importance to
suicidal ideation.”® In some specialist mental health settings
these judgments are aided by local risk assessment forms
composed of lists of clinical and demographic factors, while
other centres use risk strata derived from validated
questionnaires or scales.” However, there is little consensus over
their use and virtually no evidence that any of the method of
suicide risk ification can contri to suicide p i

Probably the most important single measure of the accuracy of
a suicide risk assessment is its positive predictive value (PPV)."
PPV is the probability that a patient in the “high risk”™ stratum
will go on to die by suicide. PPV is important becanse it defines
the number of false positive cases who must be treated in order
to treat each true positive. Unfortunately, the combination of
the modest strength of the statistical fation b being
a high risk patient and suicide, and the low base rate of suicide
places a ceiling on the PPV. This ceiling has made clinicians
uncertain of the benefit of risk stratification.

Review of recent meta-analyses

We identified seven recent and relevant meta-analyses (table
113" Almost all of the primary research synthesised by the
seven studies was conducted among psychiatric patients or
people presenting with self harm. Six of the seven meta-analyses
can be regarded as of high quality because they adhered to
Preferred Reporting Items for Systematic Reviews and
Meta-Analyses (PRISMA) guidelines.”

Source: Large M M, Ryan C J, Carter G, Kapur N. Can we
usefully stratify patients according to suicide risk? BMJ

2017, 359

or suicide

H approach to risk

Implementing a personalised
approach to risk

We are supporting mental health organisations to implement a
personalised approach to suicide risk assessment. This is part of
NHS England's Culture Change Improvement Programme.

https://sites.manchester.ac.uk/ncish/resources/impl
ementing-a-personalised-approach-to-risk/



https://sites.manchester.ac.uk/ncish/resources/implementing-a-personalised-approach-to-risk/
https://sites.manchester.ac.uk/ncish/resources/implementing-a-personalised-approach-to-risk/

Who are NCISH?

 We have been leading suicide prevention
research for over 20 years and aim to
Improve safety for all mental health patients

* We provide evidence to improve clinical
practice and prevent suicide

 We have extensive research experience and
expertise in risk assessment and improving
IN-patient care

2




Phase 1 Phase 2

Personalised approach to risk:
NCISH support 2025-2026

This programme aims to improve the culture of care
on mental health, learning disability
nd autism wards for patients and staff

— NCISH are the National
o= Confidential Inquiry into
= Suicide andlafely

in Mental Health
We have been leading
suicide prevention research
for over 20 years and
aim to improve safety for
all mental health patients

We provide evidence to
improve clinical practice
and prevent suicide

We have extensive research
experience and expertise
in risk assessment and
improving in-patient care

Academic and quality improvement support

and management here

Learn about limitations of

TS temmeranel, | [@) sk e

A =0=| from risk categories and L)  2nd alternative approaches
~0- et 20 © suicide risk assessment

And towards a more
personalised approach
N to risk that will improve

Watch our Professor Nav
Kapur talk about NCISH's role
with helping you to move
patient care tow

me
ards a personalised
approach to risk here

What national support will NCISH provide?

Site visit to discuss moving Interactive clinics centred
H towards a personalised around themes relevant
approach to risk to in-patient care

@ Regular email contact to et usbpmgs Whb)
check in and respond to resources (videos, rts,
queries you may have p;pers.(infugraphnnnsl
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Assessment of risk prior to suicide

Figure 16: Estimation of risk at last contact (Suicide Inquiry cases)

Moderate

Low

1132 No risk

627

Source: NCISH, https:;//documents.manchester.ac.uk/display.aspx?DoclD=37604



Assessment of risk prior to suicide

Figure 16: Estimation of risk at last contact (Suicide Inquiry cases)

Moderate
B 2 73

\ = . High

Risk was rated as LOW or ABSENT
INn 85% of patients who died

No risk
627

Source: NCISH, https:;//documents.manchester.ac.uk/display.aspx?DoclD=37604




Equity and risk

. . Medium/high

Ethnic Neurodiverse s

mMinority groups
groups

Medium/high Medium/high

26% . 26%

Childhood
LOBTRQ trauma

Source: NCISH



Ethnicity and self-harm

Articles

"®
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57501

Self-harm in children and adolescents by ethnic group:

" an observational cohort study from the Multicentre Study of

Self-Harm in England

ro0q, Carsline Clements, Deborah Casey, Keith Waters, Jennifer Ness, Ana Pate| Samantha Kell,
Eller Towrsend Louis Appleby, Nere Kapur

Summary

Background Studses report an increasing incidence of selicharm in children and adolescents, b the extent 1o which
this ks seen In different ethmic groups ks unclear. We atmed to Investigate ™
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characteristics, and outcomes.

Methods In this observational cohort study, we used data on hosplial emergency depariment presentations for seli-
harm in children and adolescents aged 1019 years between 2000 and 2014 from the Muliicentre Study of SelFharm
in England. This study collects data from five general hospiials in Manchester, Oxford. and Derby in the UK, and

hatemc defines selfharm as any act of intentional self-injury or self-potsoning, regardless of intent. All children and

adolescents aged 10-19 years for whom ethnicity data were avatlable were Induded. Mortality follow-up was avatlable
through linkage with mortality records from the Office for Natlonal Stabistics. Rates of selFharm over Uime,
demographic and dlinical charactertstics, and selfharm methods were investigated by ethnic group. Risk of repeat
selfharm and mortality following an tnital presentation for selFharm was compared by ethnlc group using
Kaplan-Mefer curves and Cox proporisonal hazards models.

Findings OF 14 594 individuals who presenied at hospitals with sel-harm, 11906 had data for ethnicity. of whom
10211 (85-5%) were While, 344 (2-0%) were Black, 619 (5-1%) were South Astan, and 732 (6-1%) were other
non-White. Rates of seli-harm were highest in White children and adolescents but increased between 2009 and 2016
in all ethnicities. Mean annual rates of selFharm per 100000 population were 574 for White. 225 for Black. 260 for

e South Asian, and 344 for other non-White groups. Increases in rates of seltharm between 2009 and 2016 appearad

shighily greater in Black groups {incidence rate ratto 1-07 [95% C11-03-1-11]), South Astan groups {1-05 [1-01-1-09]),
and other non-White groups {1-11 [1-06-1-16]) than in White groups {1-02 [1-00-1-03). Children and adolescents
{from a minority ethnic background were more likely to live In areas ul'hlgh deprivation and were less likely o receive
a spectalist psychosoctal assessment than were White children and adolescents. Children and adolescents from
minority ethnic groups were also less lkely to repeat selfharm. However, there were no differences in sulckde
mortality by ethnic group, although the numbers were small.

crawer  Interpretation Minorlly ethnic children and adolescents accounted for an increased proportion of selfharm

prmlaums lohnspuaJ ma Hme oclmpmed with White ethnic groups. The minority ethnic groups also tended to be
more s i d and were less likely o recelve a assessment. Socloeconomic
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heparttes need 0 hgnlrlrused and equitable access 1o culurally psychasoctal

paem  must be ensured.

Funding UK Department of Health and Soclal Care.
copyright @ 2021 Published by Elsevter Lid. All rights reserved.

Introduction following hospital presentation for selfharm m people
Selfharm m children and adolescents 15 2 major health  aged 10-18 years 1= 1-4%, and 12-month mesdence of

and soctetal 1ssue.” Rates of self-harm durtng adolescence
are Increasing and esttmates suggest that each year
England 200000 adolescents aged 12-17 years seltharm
and do nok come to the atteniton of cinical sarices, and
that a further 21000 adolescenis present to hospial
Tollowing sel-harm.!?

Selfharm 15 .a key area for action tn the Natonal Smoide
Preventton Strategy for England® Allcause mortality

suictde in people who sel-harm 1s 30-mes higher than m
the general population in England* About 27% of people
aged 10-18 years who present w0 hospital for selfharm
present agatn al some paint, and 17-73% of people aged
1010 years repeat selfharm within 12months of
preseniing ko hospiial 2

Salfharm 15 an mdicator of disiress with funcions
beyond these Hnked to sutcidal mient. 1t 1s used variously

Young People from ethnic
minority groups:

e /> Deprivation

psychosocial assessment
e U mental health care
no follow up

e repetition
e Similar incidence of suicide

Farooq B, Clements C, Hawton K, Geulayov G, Casey D, Waters K, Ness J, Patel A, Kelly S, Townsend E, Appleby L. Self-harm in children and adolescents by ethnic group: an
observational cohort study from the Multicentre Study of Self-Harm in England. The Lancet Child & Adolescent Health. 2021 Nov 1;5(11):782-91.




Nominate an executive board lead and establish Ensure outcome measures are routinely used and monitored locally,

-0 governance structures, accountability and leadership and flowed to national datasets to enable benchmarking, lesson-

across the organisation sharing and improvement of services

Identify priorities for improvement in meeting the Agree approaches for implementing a ‘real time’ and O e O o
—0  gpecific legislative and regulatory requirements relating transparent feedback loop for racialised and ethnically .ﬂﬂﬂ

to equalities to include in local PCREF plans and culturally diverse communities \-I-—/

Leadership and Governance o | @ Patient and carers feedback mechanism

How mental health providers

Co-develop, implement and review local

=0 . x 3 - -
PCREF plans with racialised communities will embed anti-racism thl’ﬂl.lgh Ensu.re patient ex?erlence
d P he Patient & C R data is used, monitored &
e the Patien arer hace flowed to national data- I I o
Equality Framework (PCREF) sets to enable bench- =
o Monitor core measures at board level on a marklng,- Ies.son-sharmg
regular basis and publish PCREF plans and service improvement
National Organisational Competencies
Cultural awareness Staff knowledge and awareness Partnership working Co-production Workforce Co-learning
s ! !
r
Engage with racialised communities Agree on measurable and practical Ensure the whole organisation -
to identify and agree core actions to co-develop in local PCREF is aware of its responsibilities in -
L . Q0O : :
organisational competencies plans implementing local PCREF plans



Considerations: Autism informed

» Check communication preferences &
avoid assumptions (e.g. autism,
protective factors)

= Alexithymia: difficulty identifying &
recognising emotions

5

4

i

\
l
w

= Masking: acting/appearing or saying
something different to distress

= Difficulty recalling past events &
thinking of the future

[— INHS]
England

» Executive functioning, organising/ .
planning (safety plans). N 1

https://www.england.nhs.uk/wp-content/uploads/2023/12/B1800-meeting-the-needs-of-autistic-adults-in-
mental-health-services.pdf
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Current practice

Risk tools and scales to predict suicide
after self-harm:

« Positive Predictive Value about 5%

* So ‘high risk’ ratings are wrong 95% of
the time

 And suicide deaths in the large ‘low risk’

group are missed
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Option 1: We don’'t need to change ...its
better than nothing....?

e Distracts from and dehumanises assessment
e Provides false reassurance

* Little consistency




Option 1: We don't need to change ...its
better than nothing....?

e Distracts from and dehumanises assessment
e Provides false reassurance

* Little consistency

/So why does their use persist? N
o Culturally imbedded ritual for decreasing institutional
anxiety
* |Intended to protect clinicians and health services
* Clinical shorthand or Clinical shortcut
K. Helps justify decision making /




Option 2: We need to improve things

@tients’ suggestions to improve risk assessment \
« A personalised approach, not based on the completion
of a checklist.
« Assessment by staff who are better trained and who
value the answers given.
« To focus on suicidal thoughts, I.e. encourage staff to
confidently tackle difficult questions.
Involve carers/families
Provide information on local support options

" /

Source: NCISH, https:;//documents.manchester.ac.uk/display.aspx?DoclD=37604




New horizons?

REVIEW

5150 Can machine-learning methods really help
predict suicide?

Catherine M. McHugh® and Matthew M. Large®

Purpose of review

In recent years there has been interest in the use of machine leaming in suicide research in reaction to the
failure of traditional statistical methods to produce clinically vseful models of future suicide. The current
review summarizes recent prediction studies in the suicide literature including those using machine learning
approaches to understand what value these novel approaches add.

Recent findings

Studies using machine learning to predict suicide deaths report area under the curve that are only modestly
greater than, and sensitivifies that are equal to, those reported in studies using more conventional
predictive methods. Positive predictive value remains around 1% among the cohort studies with a base rate
that was not inflated by case-control methodology.

Summary
Machine learning or arfificial intelligence may afford opporiunifies in mental heclth research and in the clinical
care of svicidal patients. However, application of such techniques should be carefully considered to avoid
repeating the mistakes of exisfing methodologies. Predicfion studies using machine-leaming methods have yet to
make a major contribution o our understanding of the field and are unproven as clinically useful fools.

ds
arfificial intelligence, machine learning, prediction, suicidal behaviour, svicide

Source: McHugh, C. and Large, M. Can machine-learning methods really help predict suicide?. Current Opinion in Psychiatry
33(4): 369-374, 2020
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Option 3: What can do we do instead?

« Recognise that risk prediction is a fallacy

« Address patient needs with an emphasis on modifiable
factors

* Focus on the therapeutic aspects of the assessment

e Individualised assessment and assessments which inform
Management




Therapeutic risk assessment and
formulation

History

« Past self-harm
» History of mental health issues
« Family history of suicide
« Past abuse or trauma

+ Bereavement and loss

» Exposure to suicide

Changeable*

+ Relationship issues

« Physical health

« Social circumstances

« Substance use

« Mood and mental health
» Psychological pain

« Access to means

Predisposing Modifiable
factors factors

Anticipated Mitigating

» Anniversaries Future Str:ggg?v?d « Problem-solving skills

» Criminal proceedings factors P g » Social support

« Discharge « Familial support

* Loss + Engagement with services
+ Change in circumstances + Insight

« Stressful events + Hope

« Access to means

“This approach relies on investing time in gaining therapeutic alliance rather than ticking
boxes, leveraging this alliance to uncover unmet needs and identify modifiable risk factors, and
building a collaborative care plan as the therapeutic assessment unfolds”

Source: Hawton K, Lascelles K, Pitman A, Gilbert S, Silverman M. Assessment of suicide risk in mental health practice: shifting
from prediction to therapeutic assessment, formulation, and risk management. Lancet Psychiatry 2022;9:922-8.



Option 3: What can do we do instead?

« Recognise that risk prediction is a fallacy

« Address patient needs with an emphasis on modifiable
factors

* Focus on the therapeutic aspects of the assessment

e Individualised assessment and assessments which inform
Management

 Use clinical guidelines and make evidence-based
treatments available




Risk tools and scales

N l c National Institute for
Health and Care Excellence

1.6 Risk assessment tools and scales

1.6.1

1.6.2

1.6.3

1.6.4

1.6.5

1.6.6

Do not use risk assessment tools and scales to predict future suicide or repetition of self-harm.

Do not use risk assessment tools and scales to determine who should and should not be offered
treatment or who should be discharged.

Do not use global risk stratification into low, medium or high risk to predict future suicide or
repetition of self-harm.

Do not use global risk stratification into low, medium or high risk to determine who should be
offered treatment or who should be discharged.

Focus the assessment (see the section on principles for assessment and care by healthcare

professionals and social care practitioners) on the person's needs and how to support their

immediate and long-term psychological and physical safety.

Mental health professionals should undertake a risk formulation as part of every psychosocial

assessment.

Source: NICE, https://www.nice.org.uk/guidance/ng225/chapter/Recommendations#risk-assessment-tools-and-scales



Option 3: What can do we do instead?

Recognise that risk prediction is a fallacy

Address patient needs with an emphasis on modifiable factors

Focus on the therapeutic aspects of the assessment

Individualised assessment and assessments which inform
mMmanagement

Use clinical guidelines and make evidence-based treatments available

Adopt population approaches to prevention — ‘something for everyone’



Safer systems

Source: NCISH

Low staff
turnover

QOutreach
teams

Safer wards

Reducing alcohol Early follow-up
and drug misuse ondischarge

No out-of-area

admissions
10 ways
to improve
safety
24-hour
crisis teams

Personalised risk Family involvement
management

Guidance on
depression
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A new national approach to risk -
Inpatient Care pathways & culture

Culture of Care Programme

The Culture of Care Programme is part of NHS England's
Quality Transformation Programme .

This programme aims to improve the culture of inpatient mental health, learning disability and
autism wards for patients and staff so that they are safe, therapeutic and equitable places to be
cared for, and fulfilling places to work.

B8 A maminG Neurodiverse §
MENTAL HEALTH Connection k&

https://www.rcpsych.ac.uk/improving-
care/nccmh/culture-of-care-programme

broach to risk

Implementing a personalised
approach to risk

https://sites.manchester.ac.uk/ncish/resources/implementing-a-
personalised-approach-to-risk/



https://sites.manchester.ac.uk/ncish/resources/implementing-a-personalised-approach-to-risk/
https://sites.manchester.ac.uk/ncish/resources/implementing-a-personalised-approach-to-risk/
https://www.rcpsych.ac.uk/improving-care/nccmh/culture-of-care-programme
https://www.rcpsych.ac.uk/improving-care/nccmh/culture-of-care-programme

NCISH: helping you to develop your plans

Lived experience central

£

Site visits (in-person/virtual) with follow ups

Regular emall contact

Help with reviewing your QI plans

Interactive learning events

=
&

Outputs — infographics, webpages, resources é




Phase 1 sites are at different stages

- Some sites have implemented their new approach
and are currently evaluating impact

» Some sites in earlier stages (e.g. piloting new
approach in some services and timeline in place for
full implementation, consideration of outcome
measures to be used)

- All sites - risk assessment across the care
pathway (not just inpatient settings)

 NCISH support tailored to site's needs



Local approaches - some possible principles

. Simple (including single current version)
Universal (inpatients = community)

.- Accessible (informational continuity)
Narrative (to facilitate conversations)

Prompts which can be tailored to individual
services

. Co-desighed and Collaborative G’
. Senior organizational buy in




Local approaches - some possible challenges

@

. Content r’
- A tangible and compelling alternative oA
&
Language matters E

IT and patient records
. Staff engagement and workload

Risk assessment can't be seen In isolation
— part of a much wider process of clinical care

.+ So training and quality of services are crucial

=

\7




New approaches are possible -Trailblazers

Surrey and Borders Partnership INHS |

NHS Foundation Trust

Safety Assessments in Avon & Wiltshire
Mental Health Partnership Trust

7 Risk Overview Trustwide

Changing our approach to Risk et He R
Assessment

All Risk Assessments Safety Plan @, cypsonys... l‘k My Safety Plan ](1) Launch view Risk assessment
survey

To update the Risk Assessment, right click on Data recorded in CYPS My Safety Plan

the entry and select “Copy Previous Value” The CYPS My Safety Plan template has no information to show. Double click
Data recorded in My Safety Plan
The My Safety Plan template has no information to show. Double click here to

Risk Assessment Overview Sp-‘:clahs(RlskAssessm-:-n?s\

Risk Assessment Overview

Engagement with

Datn in ia Risk A & Plan .
staff, service :

users and . NICE Guidance
families/carers Informlng

this
Process

Latest advice Audits and
feedback from

emerging from
the National recent CQC

Confidential
Inquiry

@ To create a Risk Assessment Letter click: @ Risk Assessment Printout
. . =
@ o oreatea satety Pran Lover obokc (g Scope: The individualised safety assessment and safety plan approach will

Risk Assessment given to: Patient: @ Carer: @
be used by all AWP community and inpatient services using the RiO

To create a Word copy of latest [m] — -
[ crestess Rk ol electronic patient record system.
@ igh quality,
‘ compassionate care

inspections

Risk Assessment click:

https://documents.manchester.ac.uk/display.aspx?DoclD=74115

https://www.youtube.com/watch?v=iLII2K9 Ryl

https://www.youtube.com/watch?v=0Y2XY QNayY (from 39 minutes onwards)



https://documents.manchester.ac.uk/display.aspx?DocID=74115
https://www.youtube.com/watch?v=oY2XY_QNayY
https://www.youtube.com/watch?v=iLlI2K9_RyI

“Staying Safe from Suicide” guidance

 New NHS England o . safery
guidance on safety and pianning
assessment,
formulation and
Management v v &

assessment formulation

Act and

Explore Map hlan

Engage, listen, Create a shared Is immediate action
validate with understanding of needed (including
compassion and current problems involving others)?
acceptance. Gather with safety — and Create a
: risk information what may make collaborative safety
¢ B U I |d S U pO n N I C E (past, present, these better plan to manage
. . future). Support or worse. future changes in
g Ul d e | INes an d realistic hope. safety and review
it regularly.

promotes shift to
personalised approach
to risk

Staying safe from suicide

htt ps ://WWW- e n g I a n d . n h S . u k/l O n g- re a d /StaVi n g_safe_fro m _S u iC i d e/ Best practice guidance for safety assessment, formulation and management



https://www.england.nhs.uk/long-read/staying-safe-from-suicide/

Plans going forward

Combination of in-
person and virtual
engagement
events based on
learning networks




Outline

/

e Context
e Evidence
e Alternatives

e Progress and next steps

\




Summary

ﬁnpatient wards are key settings for mental health patiem

safety

« There is a lack of consistency in current approaches to risk
assessment

* |In clinical studies, most people who die by suicide were
rated as ‘low risk’

« Risk tools have poor predictive value and can lead to
people being excluded from services

« A personalised, collaborative, inclusive, comprehensive

approach to assessment and management might be
better

KCIinical guidelines, high quality services, training are ky




Centre for Mental Health and Safety

Manch r
Sa "_F HeSte NIHR Greater Manchester Patient
e -F arm Safety Research Collaboration

Project

@mashproject @NCISH_UK @GM_PSRC



Break

15:05 - 15:15




Autism informed personalised
risk assessment

Lucy Gilbert
Senior Lived Experience Advisor for the Culture of Care

Programme and Neurodiverse Connection




Overview

« Why we need to consider an autism informed
approach

 Statistics
* Research
* Lived experience insight

* Applying the SPACE framework to risk assessments

« Adapted safety plans




The statistics

9 times more likely to die by suicide

%(5?4:)6 autistic people have considered taking own life (Cassidy

INn autistic people without a LD, 34.2% suicidal thoughts, 21.9%
suicidal plans, 24.3% attempts (9%, 2-3% in general population)
(Newel et al. 2023)

80% had contemplated or attempted suicide (Bentum 2024)

Average of 32 deaths per year (NCISH 2024)




The research

 Risk factors include thwarted sense of belonging,
masking and perceived sense of burdensomeness
(Cassidy and team)

« Masking highly associated with suicidality (Pearson and
Rose 2021)

« Risk factors include depression, higher numbers of
SBSZ)UC traits and additional MH diagnoses (Bentum

. ;%?é))ple like me don't get support” (Camm-Crosbie et al.




AUTISTIC

( Physical Processing Emotional )

Sensory Predictability Acceptance Communication Empathy




Sensory

Suggestions:

Consider how sensory friendly the physical ~ * Turn off or dim artificial lights
environment is during the assessment
* Quiet rooms as much as possible
Consider to what extent ‘behaviours’ may
be a way of meeting sensory needs * Consider what you bring into the
environment

Consider the impact of interoceptive
differences « Consider room temperature

* Provide variety of furniture and
fidget items

* Be curious about unmet sensory
needs

» Seek to understand ‘baseline’
sensory seeking/avoidant patterns




Predictability

To what extent is not knowing what to
expect driving anxiety, overwhelm or
burnout

Uncertainty around who, what, where,
when and why can fuel unease and
iInternal chaos

Suggestions:
Be clear that this is a risk assessment!

Provide as much information as

possible, in advance:

« Why is this being done

« Who will lead the discussion, who
will be there, who will see the notes

« Where will this take place, what does
the room look like? How will the
furniture be laid out?

« When will this happen?

« Plan A, B, C....

Provide questions or prompts in
advance

Consistency in approach and outcomes



Acceptance

Suggestions:

A holistic approach- recognise strengths and « Seek family/carer views if appropriate
challenges and fluctuations

« Consider spiky profiles and setting

Be curious about what is underlying what you dependent fluctuations
see and aware of what bias you may hold, or
which may accompany preceding notes « Embrace individual ways of regulating

« Recognise that “behaviours that challenge”
are often a response to Autistic needs not
being met.

« Consider the impact of Alexithymia- can you
personalise mood rating scales?

« Consider unconscious masking behaviours
and co-create a safe space to minimise
trauma responses. Consider your language
use.

« Consider monotropic thinking and looped
thinking




Communication

Suggestions:

Autistic people may communicate « Allow for non-verbal communication (e.g.
differently: this can change depending on use communication cards & allow people
stress levels or sensory overload. to write down their feelings.)

How can you start to bridge the double « Avoid jargon, be aware of ambiguity in
empathy gap? language & allow for questions to check

understanding.

* Do not force eye contact or make
assumptions of meaning from body
language

* Avoid ‘shotgun’ questioning

« ‘“Listen to what | say, not how | say it”

* Be aware of your own reliance on
reciprocal language




Empathy

Be curious and seek to understand each
individual's unigue worldview

Be aware of differences in experience and
expression of empathy

Suggestions:

Recognise the double empathy
problem and consider how you could
re-dress the balance during the
assessment

Appraise and seek to check any
assumptions that may have been
made before

Socrative questioning throughout

Consider autism specific risk factors

Honesty and transparency needs to go
both ways

Adopt a staff well-being approach first



Adapted safety plans

¢ G r OW i n g r e S e a r C h el etk i Pilot and Reasibility Studies

Adapted suicide safety plans to address =
self-harm, suicidal ideation, and suicide
behaviours in autistic adults: protocol for a pilot

* Rodgers et al. (2024)- Autism el ool i

Jaequi Rodgers”, Jane Goodwin', Emma Nielsen?, Nawara) BhattaraP®, PHIl Heslop®, Ensan KharatlkoopaeP,
Rory C. O'Connex®, Emmanuel Ogundimu’, Sheena E Rameay', Katle Steele®, Ellen Townsend®, Luke Vake?,

Adapted Safety Plans (ASSP) el

fx the UK gavermment. Autlstk peaple are at greater risk of

. experending ulhlm m::kﬂﬂﬂwgm and hehaviours than the mlrpl.mkn Safety plars are widely
» Clearer wording S =
¥ia y In authsti Autism Acapted Safety Plan (AA). k conssts afa
thmmam thatcan be used prior to ar duling a crisks tamitigate ik of sel hamn and sukcksl
behaviour This ks a plkat study that alims to assess the feasiility and acceptahility of the AASPs and the reseacch pro-

mq.hdudg“‘ <n of AASPs, methads of recnutment, what camprises

e« Sections on how to i

up 1 manth and & manths bter. Induck itk -OHmmkHﬂty!whug MM
experierce of the AAP/taking part In the study. Autistc tavea reparted

communicate with during a e e

thiugh sacl medls recrutment and ward af mouth. Ninety par tkdpants will be randamised ta elther develop an
AASP arrecebve thelrusud careina 11 mtka.

. .
Discussan Thy y of th ty of thy that
Crisis bt it o
Comoroence:
By Rodgers.

» Resource pack to support co- e
production M BMC & s




Summary

« Compassionate curiosity
 Kindness
 Seek to understand
 Withhold judgement
e Listen to all voices

* The importance of relationships in building
trust and safe spaces

« Adaptions are often small but powerful




Considering racial equity and
risk assessment

Cllr. Jacqui Dyer
Director, Black Thrive Global

Jo Green
Lived Experience Advisor, Black Thrive Global




) Culture
— of Care

Risk, Race, and the Right to Be Seen:
Rehumanising Risk in Mental Health
Care

Jacqui Dyer

252 Oy Neurodiverse 2
MENTAL HEALTH @ Connection O

NCISH




The Racialised Reality of Risk




Risk as a Cultural and Political
Category




eStructural Bias in Risk Tools




Personal and Community Stories




Personalising Risk:
A Rehumanising Alternative




Risk and Relational Repair




Conclusion




Transforming risk assessment
locally: trailblazer site

Natasha Bryant

Trustwide Suicide Prevention Lead (Avon and Wiltshire
Mental Health Partnership NHS Trust)
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From Risk to Safety

Transforming our approach to risk assessment
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Drivers for change

Staff risk
surveys

Clinical

audits and
feedback
from CQC

Informing
this process

Svicide
Prevention
Strategy

INHS|

Avon and Wiltshire
Mental Health Partnership

NHS Trust

NICE
guidelines

The National
Confidential
Inquiry
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Staff, service user Suicide Prevention
and stakeholder 22 Strategy, NICE
engagement. NG225, NCISH,
Relationships and research, evidence
language matter. and audits.

Board support,
project planning,
digital input,
alignment with care
planning
transformation
programme.

Safety Assessment
& Formulation

Pre-implementation

LISTENING
PLANNING

=
=
>
w
o

Activity & Outcomes

Development of
model, guidance,
policy and principles.

Layered
communications,
safety champions,
further engagement,
training and support.

Interim changes,
clinical testing across
diverse clinical
settings and clinical
challenge.

CO-PRODUCING
TESTING

vCOMMUNICATING
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Research,
evidence

and opinion
influencing our

Assessment of suicide risk in mental health practice: shifting @ ®@
from prediction to therapeutic assessment, formulation, and
risk management

NICE Guideline (NG225) Self-Harm:
assessment, management and preventing

recurrence

KeithHawton®, Koren Lascales”, Alexandra Pitman, Steve Gilbert, Marton Sdverman

Suicide prevention in psychiatric practice has been dominated by efforts to predict risk of suicide in individual ance Popeniory 2022
patients. However, traditional risk prediction measures have been shown repeatedly in studies from high income  suisned ooane

countries to be ineffective. Several factors might contribute to dinidans’ preaccupation with risk prediction, which At 8 700
rr.m-,'.'cmm;l]c L6

During the psychosocial assessment, explore the  guimesemiveses o pint care s o on cinicns hee preiction s son o aling The modelof 375250
. . . 1 mental health problems as potentially at increased risk of suicide. It is aimed at reducing risk through use of a Tomannt e
following to identify the person's strengths,

person-centred approach. We describe how a move towards ic risk lation, and risk :":mmmmmm
management, incduding cullabunl:we saiery plannlng could help clinicians develop a more tailored approach to  unwerstyoroctors,

r iliti . managing risk for all patients, incorp i eﬁecls as well as helping to identify other risk Wametord Hosa) Cnfos,
UK (Frof K Hawbon FMecsl;
vulnerabilities and needs: g e g il et v o b e . S e
acceptable to patients. mﬂ: ::u'c
i i Introduction pressure arises because hospital ¢ isations hope to :m"*"wr- K;z::;usx:.-
¢ h I Sto rl C fa Cto rs Clinical practice and research on suicide and its pru-m:l themselves from criticism or legal action, should an  Unversity Cofiege London,

* changeable and current factors

e future factors, including specific upcoming

events or circumstances

e protective or mitigating factors.

The assessment of clinical risk in mental health

services (NCISH)

Families and carers should have as much
involvement as possible in the assessment process,
including the opportunity to express their views on

potential risk.

prevention in patients with psychiatric disorders have
long been dominated by attempts to predict who is at risk
of suicide and to implement measures to reduce that
risk.” However, risk prediction has been shown
repeatedly to be ineffective, owing to the poor positive
predictive ability of instruments or approaches used.!
Despite the limitations of the science, a heavy emphasis
on risk prediction persists.’ A perceived failure to predict
suicide can lead to blaming of clinicians involved in the
care of patients who die by suidde. Furthermore, current
unreasonable expectations of risk prediction can amplify
clinicians’ sense of responsibility.

In this Personal View, we consider what perpetuates
reliance on risk prediction, the evidence that it is
ineffective, and why the current state of the sdence is
flawed. We then present a more comprehensive and
therapeutic approach to assessing, formulating, and
managing tisk. The approach we propose is aimed at
reducing suicide in patients with psychiatric disorders
as a group.*

Drivers of the continuing preoccupationwith
suicide risk prediction

The pressure on mental health dinidans to identify which
of their patients might be at greatest risk of suicide and
then to try and prevent that outcome is understandable,
especially as some studies indicate that at least
00% of individuals who die by suicide hawe mental
disorders” However, the focus on risk prediction has
seemingly grown at the expense of attention to efforts to
prevent suicide or to build therapeutic alliance. An
important factor driving this focus is pressure from
hospital organisations to ensure that a risk assessment is
documented in patients’ notes, including stratification of
risk feg, low, medium, and high). One view is that this

adverse outcome occur; however, such static statements do
not reflect the highly changeable nature of risk. Also,
interpretations of the low, medium, or high terminclogy
will vary for different populations, such as psychiatric
hospital inpatients versus community psychiatric patients,*
and between clinicians.

Moreover, it has been posited that reliance of both
clinicians and organisations on risk prediction and
stratification processes arises from uncertainty about
which interventions have the best chance of preventing
suicide, providing a semblance of control that (thinly)
disguises anxiety and d ion.’ This reliance could
be reinforced by pressure or expectations of external
regulatory agencies (and coroners). Here, we summarise
the evidence that this emphasis on risk prediction is
misplaced and potentizlly dangerous.

Evidence that suicide risk prediction is
ineffective
There is increasing evidence that suicide risk prediction,
whether using dinical judgement or risk prediction
twols, is ineffective. In the UK. an estimated 25-30% of
individuals whe die by suicide had been in contact with
psychiatric services within the year before their
deaths” In approximately half of this group, the last
service contact was in the week before the death. Yer,
when mental health clinidans were asked to estimate
immediate risk at the last service contact, the vast
majority (85%) judged this immediate risk to be low or
ahsent. This low risk paradox was also observed when
the clinicians were asked to assess long-term risk, where
the majority [59%) also viewed risk in this patient group
25 low or negligible®

In 2 US study of 132 psychiatric patients who died by
suicide after being evaluated for suicidal ideation within

2 = blished anliny 83003 hitpsrded.crgr10.1016/52215-026622)00232- 2
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Principles of new
approach

Safety
assessments and
associated safety
plans should focus
on individual
needs and identify
situations and
circumstances in
which a person’s
safety might be
compromised and
associated risks
elevated, and
what might
mitigate potential
harm at those
times

Global risk
stratification into
low, medium or
high should not be
used to predict
future suicide or
to determine who
should be offered
treatment or
discharged

Safety is not a
number, and a
safety assessment
is not a checklist

NHS|

Avon and Wiltshire
Mental Health Partnership

Families and
carers should have
as much
involvement as
possible

NHS Trust
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Components of

new patient .
Sdfefy |Og Risk category

Drop down list: harm to self, harm to others, harm from others, accident, other

Location

Drop down list: own home, public place, AWP community base, AWP inpatient (communal area), AWP inpatient (bedroom area), AWP
inpatient (out of area), general/acute hospital, care/nursing home, other (specify in context)

Risk incident
Free text 250 characters

Trigger/context
Free text 500 characters

Once entries are made to patient safety event log, they are then viewable in a chronological
list format to aid formulation (hence strict character limit in order for important information to
not get lost over time)
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Components of
new safety
assessment and
formulation

Safety Assessment and Formulation

In this section you should focus on individual needs and identify situations and circumstances in which a person’s safety
might be compromised and risk elevated. The formulation should be a collaborative process with the person and their family
(where appropriate). It would typically include historical factors, current safety issues, future or anticipated safety concerns
and existing strengths and resources. You should also summarise any concerns of the person’s family/support network, as
well as what support they need to help keep the person safe. {hyperlink to further guidance and resources}

Summary of known history/patient safety events

In this section you should summarise the person’s pre-disposing factors and known risk history, including context triggers and outcomes
of past patient safety events

Summary of current patient safety concerns, including the person’s own views

In this section you should summarise any current patient safety issues, including current problems, triggers and include the person’s
own views

Protective factors or circumstances. Factors or circumstances making harm less likely

In this section you should summarise mitigating factors or circumstances that make harm less likely

Summary of future safety concerns
In this section you should identify any situations and circumstances in which a person’s safety might be compromised and risks elevated

Carer/family/parent view
In this section you should summarise what the carer, family or parent is concerned about and detail what support they need
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Safety Assessment
& Formulation

Post-implementation

Activity & Outcomes

“Safety and safety assessments are
vastly preferrable to risk and risk
assessments — the latter feeling
punitive, labelling people as ‘risky’,
‘dangerous’, ‘not fit for wider
society’”
(Service User)

“From an inpatient perspective,
safety assessments have been a very
welcome change. They are patient
focussed and encourage
collaborative working. We have
found that patients have felt actively
involved in discussing risk, what they
find helpful and how they can be
supported to feel safe”

(Ward Manager)

“The removal of ‘high,
medium and low’ is
hugely beneficial in all
sorts of ways”
(Service User)

“The new safety
assessment helps me
to ‘really see and
understand the
person’ through the
individualised
narrative”
(Clinician)

“I'am in favour of
‘safety’ because its
positive and
empowering”
(Service User)

“It’s not only a change
in how safety/risk
assessments are
conducted...but in how
we THINK about
safety/risk”
(Clinician)




Support for organisations on
PAR year two

Emily Cannon
Head of Quality Improvement, NCCMH




. SECONDARY DRIVERS
personallsed approaCh to Shared understanding that risk assessment tools do not predict risk

I"ISk d river d Iag ram IT infrastructure that supports the introduction of a new approach

Clear organisational expectations for formulation, recording & decision making

PRIMARY DRIVERS

) Organisational strategy, policies and culture support a personalised approach
Clarity on what the
organisation is moving
towards Clear, consistent and ongoing communication with staff

Agree a common, simple term for the new approach

High quality notes and assessments for referrals, GPs, patients and carers

Communicate with those outside inpatient setting, and external to organisation,

Communication ; :
on new approach e.g community services, coroners, GPs

IM

Implementing a
personalised
approach to risk
assessment and
management in
mental health
in-patient settings

Taking action to
address systemic Creating and maintaining an autism-informed approach

(S Rkes Creating and maintaining a racial equity approach

Creating and maintaining a trauma informed approach

Leadership Executive and senior leadership buy-in for organisation's chosen approach

Leadership that actively facilitates change and new ways of working

Consistency in leadership at all levels of an organisation



Monthly events

September 2025
In-person
July 2025 Learning Network November 2025 January 2026 March 2026
Workshop events Workshop Workshop Workshop
June 2025 October 2025 December 2025 February 2026 April 2026
Virtual learning Virtual learning Virtual learning Patient and carer LGBTQ+, self-harm,
event: Safety plans event: Racial event: Financial involvement in self- and suicide (subject
(recording equity, self-harm, concerns, benefits, harm and suicide to change)
available) and suicide recession, self-harm, prevention (subject

and suicide (subject
to change)

to change)



Themes from year 1

« Support with equity principles (anti-racism, autism-informed and
trauma informed approaches)

« Support with lived experience involvement to ensure new
approach is co-produced

« Engaging with local coroners

« Moving to a more relational approach and building psychological
safety for staff

« How to implement (testing small scale vs full implementation,
inpatient and community)

« Adaptations for different needs and service types




September learning network events
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Learning network pairings

Network 1

= Avon and Wiltshire Mental Health Partnership Trust
= Cornwall Partnership NHS Trust

= Devon Partnership NHS Trust

= Dorset Healthcare

= Livewell Southwest

= Somerset Foundation Trust

Network 6

= Bramley Health

= Elysium Healthcare

= Gloucestershire Health & Care NHS Foundation
Trust

= |sle of Wight NHS Trust

= Solent NHS Trust

= Southern Health

Network 2

Berkshire Healthcare NHS Foundation Trust

Oxford Health NHS Foundation Trust
Cambridgeshire and Peterborough NHS Foundation
Trust

Essex Partnership University Trust

Norfolk and Suffolk NHS Foundation Trust

Network 5

Derbyshire Healthcare NHS Foundation Trust
Leicestershire Partnership NHS Trust

Lincolnshire Partnership NHS Foundation Trust
Northamptonshire Healthcare NHS Foundation Trust
Nottinghamshire Healthcare NHS Foundation Trust
St Andrews Healthcare

Network 4

= Bradford District Care NHS Foundation Trust

» Humber Teaching NHS Foundation Trust

= |eeds & York Partnership NHS Foundation Trust

= South West Yorkshire Partnership NHS Foundation
Trust

= Tees Esk and Wear Valley NHS Foundation Trust

= The Priory

Network 7

= Navigo Health and Social Care

= Northumbria Healthcare NHS Foundation Trust

= Pennine Care NHS Foundation Trust

= Rotherham Doncaster and South Humber NHS
Foundation Trust

= Sheffield Health and Social Care NHS Trust

Network 8

Central and North West London NHS Foundation Trust
East London NHS Foundation Trust

Hertfordshire Partnership University NHS Foundation
Trust

North East London NHS Foundation Trust

North London Mental Health NHS Partnership

West London NHS Trust

Network 9

Kent and Medway NHS and Social Care Partnership
Trust

Oxleas NHS Foundation Trust

South London and Maudsley NHS Foundation Trust
South West London & St Georges Mental Health Trust
Surrey and Borders Partnership NHS Foundation Trust
Sussex Partnership NHS Foundation Trust

Network 3

= Birmingham and Solihull

= Birmingham Women's and Children's
NHS Trust

= Black Country Healthcare NHS
Foundation Trust

= Coventry and Warwickshire
Partnership Trust

» Herefordshire & Worcestershire Health
& Care Trust

= Midlands Partnership Foundation
Trust

= North Staffordshire Combined Health
Care

Network 10

= Cheshire & Wirral Partnership NHS
Foundation Trust

= Cumbria, Northumberland, Tyne &
Wear NHS Foundation Trust

= Cygnet Health Care

= Gateshead Health NHS Foundation
Trust

= Greater Manchester Mental Health
Foundation Trust

= | ancashire and South Cumbria NHS
Foundation Trust

= Merseycare NHS Foundation Trust

Culture
of Care




September learning network events

 Events are typically 10:00-15:30.
« 13:00-15:30 will be dedicated to PAR, building on the morning session

Learning Date Location Venue
network pairing

2&5 17th September Leicester Leicester Tigers
8 &9 18th September London RCPsych

3&10 234 September Manchester MUFC Stadium
4 &7 25th September Sheffield SUFC Stadium

1&6 30th September Bristol Bristol Pavillion




Break

16:25 — 16:35




Discussion and Q&A

Matt Milarski & Emily Cannon
Heads of Quality Improvement, NCCMH




Next Steps

Matt Milarski & Emily Cannon
Heads of Quality Improvement, NCCMH




Upcoming events in 2025

B Dates for your diary

« 7 July: National Learning Session (virtual, 10:00-14:00)

« 22 September: Lived Experience Networlk(virtual, 13:00-16:00)
« September Events: Learning Network Event (in-person)

« 22 October: PAR Learning Event (10:00 - 12:30)

« 30 October: National Learning Session (13:00 - 15:00)

***The calendar of all our events and trainings can be found on our
website.



https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.rcpsych.ac.uk%2Fdocs%2Fdefault-source%2Fimproving-care%2Fnccmh%2Fculture-of-care%2Fevents%2Fculture-of-care-programme-event-calendar-2024-2026.xlsx%3Fsfvrsn%3D9a8c5bd_18&wdOrigin=BROWSELINK

Reminder about training for ward staff

Dialogical and
Relational
Training Taster
Days (DARTT)

* 16 July 2025
09:30 - 16:30

* 18 Sept 2025
09:30 - 16:30

Autism Informed
Training

« 20 August 2025
13:00 - 16:00

« 23 Oct 2025
13:00 - 16:00

Anti Racism
Training

4 Sept 2025
14:00 - 16:00
17 Nov 2025
10:00 - 12:00

Preventing Sexual
Harm Training

o 22 July 2025
10:00 - 12:00
* 11 Nov 2025
10:30 - 12:30

«| These training sessions are delivered virtually.

Please visit our website for more information & how to register:
www.rcpsych.ac.uk/improving-care/nccmh/culture-of-care-programme/learning-events



http://www.rcpsych.ac.uk/improving-care/nccmh/culture-of-care-programme/learning-events

With gratitude

* Thank you so much for
coming today and for the
work you continue to do to
Influence services and try to
Improve things for patients
and families.

* If you could kindly scan the
QR code and provide your
feedback.
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