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Based on the original design from Birmingham Women'’s and Children’s NHSFT with contributions from
other English charts and amendments from National SPOT Programme

This tool has been amended by Tees, Esk & Wear Valleys NHS Foundation Trust (TEWV) to include
escalation/graded response, SBARD and additional prompts appropriate for a
mental health Trust - see TEWV policy CLIN-0098-v3
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