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1. Introduction 

Our mental health and learning disability inspections cover both independent 

hospitals and mental health services provided by the National Health Service 

(NHS). Inspection visits are a key aspect of our assessment of the quality and 

safety of mental health and learning disability services in Wales. 

During our visits Healthcare Inspectorate Wales (HIW) ensures that the 

interests of the patients are monitored and settings fulfil their responsibilities 

by: 

 Monitoring the compliance with the Mental Health Act 1983, Mental 

Capacity Act and Deprivation of Liberty Safeguards 

 Complying, as applicable, with the Welsh Government’s National 

Minimum Standards in line with the requirements of the Care 

Standards Act 2000 and the Independent Health Care (Wales) 

Regulations 2011. 

The focus of HIW’s mental health and learning disability inspections is to 

ensure that individuals accessing such services are: 

 Safe 

 Cared for in a therapeutic, homely environment 

 In receipt of appropriate care and treatment from staff who are 

appropriately trained 

 Encouraged to input into their care and treatment plan 

 Supported to be as independent as possible 

 Allowed and encouraged to make choice 

 Given access to a range of activities that encourage them to reach their 

full potential 

 Able to access independent advocates and are supported to raise 

concerns and complaints 

 Supported to maintain relationships with family and friends where they 

wish to do so. 
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2. Methodology 

The inspection model HIW uses to deliver the mental health and learning 

disability inspections includes: 

 Comprehensive interviews and discussions with patients, relatives, 

advocates and a cross section of staff, including the responsible 

clinician, occupational therapists, psychologists, educationalists and 

nursing staff 

 Interviews with senior staff including board members where possible 

 Examination of care documentation including the multi–disciplinary 

team documentation 

 Scrutiny of key policies and procedures 

 Observation of the environment 

 Scrutiny of the conditions of registration for the independent sector 

 Examination of staff files including training records 

 Scrutiny of recreational and social activities 

 Scrutiny of the documentation for patients detained under the Mental 

Health Act 1983 

 Consideration of the implementation of the Welsh Measure (2010)1 

 Examination of restraint, complaints, concerns and Protection of 

Vulnerable Adults referral records 

 An overview of the storage, administration, ordering and recording of 

drugs including controlled drugs 

 Consideration of the quality of food 

 Implementation of Deprivation of Liberty Safeguards (DOLS). 

HIW uses a range of expert and lay reviewers for the inspection process, 

including a reviewer with extensive experience of monitoring compliance with 

the Mental Health Act 1983. These inspections capture a snapshot of the 

standards of care patients receive. 

                                                 
1
 The Measure is primary legislation made by the National Assembly for Wales; amongst other matters it 

makes provision in relation to assessment, care planning and coordination within secondary mental 
health services.   
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3. Context and description of service 

Healthcare Inspectorate Wales (HIW) undertook an unannounced Mental 

Health and Learning Disability visit to Phoenix House hospital, Welshpool on 

the evening of the 7 November 2016 and all day on the 8 & 9 November 

2016.  

Phoenix House hospital was first registered on 21 August 2007 and is owned 

by Lighthouse Healthcare Limited.  The hospital is currently registered to a 

maximum of 23 (twenty-three) adults between the ages of 18 (eighteen) years 

and 65 (sixty-five) years who require care and treatment for the purposes of 

rehabilitation for mental disorder who may be detained under the provisions of 

the Mental Health Act 1983.  

Since our previous inspection in January 2015 the hospital has changed from 

a male only establishment to male and female. The male and female services 

are in two distinct areas: 

 Phoenix House, which provides care for up to 14 male patients 

 Yr Hafan, which provides care for up to six female patients 

At the time of the inspection there were 14 patients accommodated at the 

establishment.   

Phoenix House is located in a residential area in the town of Welshpool in 

Powys. The site was formerly a nursing home that has been converted to 

provide the current accommodation.  

During our visit we reviewed all areas, reviewing patient records, interviewing 

patients and staff, reviewing the environment of care and observing staff-

patient interactions. The review team comprised of a Mental Health Act 

Reviewer, a Peer Reviewer, a Lay Reviewer and two members of HIW staff.   
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4. Summary 

Our inspection at Phoenix House took place across both the male and female 

services.  

This is what we found the service did well: 

 A hospital environment that was suitable to the patient group and well 

maintained.  

 A committed and respectful care team focused on providing dignified 

care.  

 A range of activities available to patients both within the ward areas 

and the community.  

 Good provision of hospital food and nutrition. 

This is what the service is required to improve: 

 Ensure that patient care documentation is maintained in an appropriate 

format.  

 Ensure that patient care documentation reflects the Mental Health 

(wales) Measure 2010. 

 Ensure that physical health monitoring is completed and actions taken 

as required. 

 Ensure that there is robust audit procedures for the prescribing, 

administering and recording of medication on Medication Admission 

Record (MAR Charts) and Controlled Drugs register. 
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5. Findings 

Core Standards 

Ward environment 

Phoenix House is a two storey building with lift access to the first floor.  There 

were a total of 20 en-suite bedrooms providing toilet and shower facilities. The 

hospital was in two distinct units: one for up to 14 male patients and the 

second referred to as Yr Hafan for up to six female patients.  

The hospital environment was furbished to a good standard and well 

maintained throughout. It was bright, modern and welcoming. This provided a 

pleasant environment for patient care which benefited the patient experience.  

The male area was split over two floors, with 10 bedrooms locate upstairs and 

four bedrooms downstairs. All female bedrooms were located on the ground 

floor of Yr Hafan.  

The male unit was accessed via the hospital reception. It had a large dinning 

room, small quiet lounge with a pay telephone, activity room, a large lounge 

with a television, and a games room with pool table, dart board, exercise bike 

and books.  There was a laundry room in which patients could use with staff 

supervision.  

The female unit had its designated entrance from the hospital car park. The 

unit had a communal room with a dinning space and lounge, this area was 

very distinctive and pleasantly decorated which included patient and ex-

patient artwork. The ward had a quiet room so that patients could relax, the 

room contained sensory equipment which was used regularly by the patients.  

Both the male and female units had Activities of Daily Living (ADL) kitchens. 

Patients were assessed to access these areas either unaccompanied or with 

staff supervision. The kitchens were secured with a key code lock; patients 

with unsupervised access to the kitchens knew the code for the doors. These 

provided patient with the facilities to maintain and learn skills that would 

promote their independence.  

There was a Visitor Room accessible from the male area of the hospital and 

the reception, so visitors could meet with patients without the need to enter on 

to the ward. The Visitor Room was also appropriate for child visiting which 

could be used by the make and female patients. There was an additional 

Visitor Room in the female area of the hospital. These provided patients with 

appropriate facilities to keep in contact with their families and friends.  
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During our inspection the clock in the female Visitors Room was not working. 

There was also a broken door from elsewhere within the hospital that required 

to be removed.  

Requirement 

The registered provider must ensure that all clocks in patient areas are 

in working order and display the correct time. 

The registered provider must remove the broken door and ensure that 

broken furniture, fittings and equipment are removed from patient areas.  

In addition to showers in each of the patient bedrooms, there was an assisted 

bathroom on the male and female units.  

Throughout the hospital there were plenty of patient notice boards which 

displayed information on activities in house and in the community, advice and 

advocacy contact details, legal information and support along with therapeutic 

material.  

There were garden areas that patients could access throughout the day; these 

were closed between midnight and 6am. Patients were able to smoke in 

designated areas of the gardens and there was suitable seating and shelters 

available.  

 

Privacy and dignity 

Throughout the inspection we observed staff interacting and caring for 

patients in a compassionate and respectful manner. The staff members we 

spoke to demonstrated a high level of knowledge about the patients, their 

individual preferences and care needs. Patients told us they had a named 

nurse and were able to meet them in private.    

Patients had their own en-suite bedrooms with showers which provided 

patients with a good level of privacy. Patients commented that staff knock the 

bedroom door before entering which helped to preserve patients’ privacy and 

dignity.  

Patients had sufficient storage within their bedrooms so they were able to 

store their belongings with in their room. We noted that patients were able to 

put up pictures to personalise their bedrooms which provided patient with a 

personal space that they could make their own and welcoming for themselves.   
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Patients told us that they can make phone calls in private via their own mobile 

phones or the payphone.  Patients can also use the visitor rooms to meet 

family and friends in private. 

Safety 

It was noted that all staff on duty had safety alarms which in the case of an 

emergency would raise the warning to others.  Alarms were also provided to 

HIW staff to ensure their safety whilst visiting the hospital.   

In each of the bedrooms there were nurse call buttons situated in reach of the 

bed so that patients could call for assistance if required. There were also 

appropriated located call buttons throughout the communal areas.  

On arrival to the hospital on the first evening the nurse in charge of the male 

unit was able to provide us with the details of the number of patients in the 

hospital. This included the number of patients detained under the Mental 

Health Act, including which section, for both the male and female units, along 

with the number of those who were in the hospital not detained under the Act.  

During our inspection we noted that the staffing levels were appropriate for the 

number of patients at the hospital and this included those staff on patient 

observations.   

The registered provider had undertaken a ligature point audit for the setting in 

November 2015 which was reviewed in December 2015 and March 2016. For 

some of the ligature points identified the audit indicated that for the patients 

who accessed these areas, the patients should be individually risk assessed. 

Whilst this is a reasonable approach, particularly for a rehabilitation setting, 

there were no individual patient risk assessments evident in patient care notes 

to reflect the ligature point audit direction.  

The ligature point audit provided did not include all patient areas of the 

hospital, therefore some ligature risks may not be identified and as a result 

staff would be unaware to manage these risks.  

The deficiencies identified in the ligature point audit and individual patient risk 

assessments are a risk to patient safety.   

Requirement 

The registered provider must complete a comprehensive ligature point 

audit of Phoenix House and this audit routinely reviewed. 
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The registered provider must ensure that individual patient ligature risk 

assessments are completed as directed by the registered provider’s 

ligature point audit. These must be regularly reviewed. 

We reviewed the hospital’s electronic incident reporting system. The system 

allowed for staff to input incidents electronically and provided senior staff the 

ability to review, sign-off and analyse incident information for trends and 

themes.  

The compliments and complaints received by the organisation were 

maintained in hard copy in the hospital manager’s office. It was positive to 

note a large number of compliments from patients, families and student 

nurses.  

However, the complaints file was poorly organised and did not always contain 

all information on the complaint and the outcome. It was difficult to review the 

complaints and confirm the action taken by the organisation with out referring 

to other records held elsewhere within the organisation. This means we could 

not be assured that all complaints received by the organisation are reviewed, 

what actions had been taken by the organisation and that the complainant 

received a written outcome to the complaint.  

Requirement 

The registered provider must maintain a systematic record of each 

complaint, including details of the investigations made, the outcome and 

any actions taken.  

During our review of complaints we analysed two complaints in regards to an 

agency nurse that had worked at the hospital. Following one of the complaints 

being upheld the registered provider has confirmed that the agency nurse 

would not be undertaking any further work at Phoenix House. The provider 

informed the agency of that along with providing the Agency with 

recommendation for the supervision of the agency nurse. Given the actions of 

the agency nurse in both incidents HIW informed the registered provider to 

refer the nurse to the Nursing and Midwifery Council (NMC).  

The registered provider has confirmed that subsequent to our inspection that 

they contacted the NMC who confirmed that Phoenix House did not need to 

refer the agency nurse to the NMC. The NMC were happy with the 

recommendations that the hospital manager made to the Agency for the 

agency nurse to complete. The NMC stated they felt there should be no 

limitations to the registered nurse’s practice.  
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Clinical Rooms and Medicine Management 

On the whole we found that the management of medication to be poorly 

managed at Phoenix House. There were a number of recording errors 

identified during our inspection which need to be address to ensure that 

medication is managed appropriately. In addition, the use and management of 

clozapine2 was required to be improved.  

The registered provider had a clinical audit that should have been undertaken 

and recorded on the Daily Medication Checklist, once during the day shift and 

once during the night shift. This wasn’t the case in practice, as the Daily 

Medication Checklists we reviewed had omissions on a number of shifts per 

week. It was evident that Daily Medication Checklist was regularly not 

completed at the required times. 

Requirement 

The registered provider must ensure that staff complete the Daily 

Medication Checklist as required by the registered provider’s policy.  

Staff should measure and record the temperature of the medication fridges in 

each of the clinics as part of the Daily Medication Checklist. However, as 

stated above there were occasions when this had not been completed. This 

means that staff could not always ensure that medicines were being stored at 

the required temperature. 

Requirement 

The registered provider must ensure that staff monitor and record the 

temperature of medication fridges. 

Each unit at the hospital had its own clinic room with medication stored in 

secure medication cupboards within each of the clinic rooms. All Controlled 

Drug cupboards were secure, however not all entries in the Controlled Drug 

book were correctly completed. There were gaps in the time of administration 

of the controlled drug, along with the omission of the dosage.  

Requirement 

The registered provider must ensure that all registered nurses follow the 

organisation’s controlled drugs policy.  

Staff had access to the registered provider’s policies in regards to the 

management and use of medication via the organisation’s intranet.  Staff were 

asked if there had been any instances where medication had been given to 

                                                 
2
 Clozapine is an antipsychotic medication used to treat schizophrenia. 
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alleviate acute onset of symptoms, taking into consideration the of 'Crisis' 

admissions, such as the usage of Rapid Tranquilisation. Staff were not aware 

of any recent patient difficulties. However, an instance was noted in the 

previous two weeks. Staff were unaware of the physical health monitoring 

requirements stipulated in the local policy (Violence and aggression: short-

term management in mental health, health and community settings:2015). 

Requirement 

The registered provider must ensure that required policies are readily 

available in each clinic room.   

During our observation of a medication round it was established that the 

registered nurse completing the medication round did not know what one of 

the controlled drugs was, and therefore the reason it was being administered 

nor the effects and side-effects of the medication. This means that the staff 

member was unable to discus the medication and side-effect with the patient 

prior to administration.  

Requirement 

The registered provider must ensure that staff, employed or agency; 

have knowledge and understanding of the medications that they are 

administering3.  

During our review of medication we noticed a number of concerns with 

regards to the use of clozapine and physical monitoring of patients that were 

prescribed clozapine, there were numerous omissions for the physical 

monitoring. Our conversations with staff evidenced that staff were aware that 

there was a requirement to regularly monitor specific areas of physical health 

for patients prescribed clozapine, but this was not always completed as 

required It was also noted, that where monitoring had been completed, action 

taken from chances in a patient’s results, e.g. a drop in blood pressure, did 

not initiate actions from the nursing staff or the registered provider.  

We raised the lack of clozapine physical health monitoring with the registered 

provider as an immediate assurance letter. The registered provider have 

confirmed that they have commenced daily checks and weekly audit for the 

completion of clozapine physical health monitoring; Clozapine Management 

Training along with Clinical Skills and National Early Warning Score (NEWS) 

rating scale Training has been booked for staff; Review Clozapine 

management procedure; and performance management of nurses not 

completing checks. 

                                                 
3
 NMC Standards for medicine management Section 4 standard 8 



14 

On review of patient medication there was a patient receiving clozapine 

alongside another antipsychotic medication. There was no evidence that 

plasma-clozapine concentration were checked before prescribing the second 

antipsychotic drug, as per BNF guidance4. 

Requirement 

The registered provider must ensure that documentation is available 

that demonstrates that professionals working at the registered provider 

have followed BNF guidelines.  

It was identified that there was 25mg of clozapine less in one patient’s 

medication stock than records stated. At the time of the inspection this was 

unaccounted for and the registered provider was unable to clarify the 

anomaly.  

Requirement 

The registered provider must ensure that staff account for all medication 

at Phoenix House. 

During our audit of medication we also identified a number of medication 

recording errors on patient Medication Admission Record (MAR Charts). 

There were gaps on MAR Charts so it was not clear whether medication was 

administered or the reason why medication was not administered. This means 

that on those instances staff could not confirm whether a patient had taken 

their medication or not. 

Requirement  

The registered provider must ensure that all registered nurses complete 

Medication Admission Record (MAR Charts) accurately. 

The registered provider must ensure there are robust audit procedures 

in place for the prescribing, administering and recording of medication 

on MAR Charts. 

The multi-disciplinary team 

The hospital was managed by the Hospital Manager who was registered with 

HIW. The hospital manager was supported by a Clinical Service Manager and 

a multi-disciplinary team. The multi-disciplinary team included two part time 

responsible clinicians, registered nurses, a psychologist, an occupational 

                                                 
4
 http://www.evidence.nhs.uk/formulary/bnf/current/4-central-nervous-system/42-drugs-used-

in-psychoses-and-related-disorders/421-antipsychotic-drugs 

http://www.evidence.nhs.uk/formulary/bnf/current/4-central-nervous-system/42-drugs-used-in-psychoses-and-related-disorders/421-antipsychotic-drugs
http://www.evidence.nhs.uk/formulary/bnf/current/4-central-nervous-system/42-drugs-used-in-psychoses-and-related-disorders/421-antipsychotic-drugs
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therapist, an occupation therapy assistant and a team of health care support 

workers.   

Staff reported that the multi-disciplinary team worked in a professional and 

collaborative way and those individual professional views were valued and 

considered as part of the multi-disciplinary care. 

Reviewing staff rotas and staffing levels at the time of our inspection we had 

no concerns with the staffing levels at the hospital. Nurses and health care 

support workers at the hospital work 12 hour shifts from 8am to 8pm and 8pm 

to 8am, with other multidisciplinary team members present throughout the 

day.  

At the time of our inspection the hospital had vacancies in Registered Nurse 

posts, 2 ½ Full Time Equivalent (FTE) and Healthcare Support Worker posts, 

6 2/3 FTE. The registered provider used agency staff to fill the vacancy gaps 

within the staffing rota. It was noted that where possible the hospital would 

block book bank and agency staff members so that the staff members had 

knowledge of the patient group which assisted to provide consistency of care 

for the patients.  

It was positive to note that the hospital maintained a record of the agency staff 

that they used and their qualifications, induction to the hospital, Disclosure 

and Barring Check (DBS) and that any professional registrations were still 

valid. However, the agency staff file included agency companies and agency 

workers that the hospital no longer used. In addition, where agency staff were 

registered with multiple agencies their documentation, e.g. hospital induction 

checks, were not always in one file location but in some instances spread 

across different parts of the file. This meant reviewing the file for current 

agency staff was quite difficult. 

Requirement  

The registered provider must ensure there is a systematic record of 

agency staff used at Phoenix House.  

The hospital held individual personnel file for permanent members of staff. 

The files we reviewed contained all essential information regarding the 

recruitment and included a DBS was in place. Where applicable the 

organisation’s monitored individual staff member’s professional registration.  

 

Training 

We reviewed the mandatory training for staff employed on regular shifts at the 

hospital and bank staff; the completion rates for staff were very good, 
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exceeding 90%. However, it was noted that for Mental Capacity Act training, 

only three of the nine registered nurses (including bank staff) and five of 35 

support workers (including bank staff) had completed the training. Due to the 

nature of the service it is important that all staff working at the hospital have 

up to date training in the Mental Capacity Act 2005.  

Staff members undertook monthly supervision, reviewing the supervision 

records it was evidenced that this was regularly completed. However, there 

were occasions where supervision hadn’t been undertaken for over two 

months.  

Requirement  

The registered provider must ensure that regular supervision is 

completed by staff for their professional development.  

It was evident that staff were receiving annual performance appraisals, 

however for a number of members of staff their annual appraisal were 

overdue more than a month, but new dates had been agreed. It is important 

that staff have timely feedback on their performance and clear objectives 

identified for the forthcoming year.  

Requirement  

The registered provider must ensure that all staff undertake their annual 

appraisal within the required time frame.   

 

Patient therapies and activities 

The provision of therapies and activities within Phoenix House and the 

community were very good. The staff and patients we spoke to commented 

positively on the therapies and activities the hospital offered.  A dedicated 

notice board on the male and female units displayed a schedule of weekly 

activities including evening and community based activities.   

Notices were also displayed offering opportunities to work at a local farm, a 

timetable for the local leisure centre to participate in swimming, gym and 

badminton. Patients also accessed Ponthafren, a community based mental 

health charity, which offers people the opportunity to chat, relax and 

participate in workshops and activities in order to promote wellbeing, learning 

and recovery within the community.      

Throughout our inspection we observed patients engaged in activities within 

the hospital and a number of patients accessing the community with members 

of staff. It was positive to note the hospital had two hospital vehicles to help 

facilitate patient activities in the community.  
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Psychology provided group therapy with patients including a mindfulness 

group as well as individual sessions.  The Occupational Therapist and 

assistant undertook interest check lists, which inform individual patient 

timetables.  They also undertook basic literacy and numeracy assessments 

where needed.   

A physical health notice board was displayed at the hospital and a health 

promotion group takes place once a week. 

 

Food and nutrition 

All staff and patients commented favourably regarding the food served at the 

hospital, stating choice, quality and portion size were good. Patients were 

offered three meals per day, including breakfast, lunch and tea which patients 

choose their options from a menu.  

We observed a lunch time during our visit and noted how staff and patients 

ate together in the dining room, therefore providing a therapeutic dining 

experience.  

The hospital provided sufficient equipment and storage for patients to buy and 

store their own snacks and drinks.  The on-ward patient kitchens provided 

facilities for patients to make their own drinks as and when required.   

 

Governance  

Under Regulation 28 of the Independent Health Care (Wales) Regulations 

2011, the registered provider must provide a written report on the areas listed 

within Regulation 28 to HIW on a six monthly basis.  The provider had 

completed their most recent Regulation 28 report in August 2016.  

The Registered Provider had commenced an arrangement with Powys 

Teaching Health Board (PTHB) to admit appropriate patients to Phoenix 

House for short term ‘crisis’ placements. This arrangement was to assist in 

providing local mental health inpatient service to residents of Powys rather 

than the patients being required to go to a hospital outside of the county of 

Powys. However, at the time of the inspection the agreement had not been 

ratified and there was only a draft contract available despite the arrangement 

being active. It is essential that the registered provider and PTHB sign a 

contract for their arrangement.  

Requirement  
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The registered provider and with Powys Teaching Health Board sign a 

contract for the arrangement to provide crisis admission beds at 

Phoenix House.   
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Application of the Mental Health Act 

We reviewed the statutory detention documents of seven of the detained 

patients being cared for at Phoenix House at the time of our visit.   

 The statutory detention documentation reviewed was compliant with 

the Mental Health Act.  

 Patient were supported to appeal against their detentions.  

 Patient ward files did not always have a complete set of their detention 

documentation present; these were available on site in the 

administrator’s office.  

Requirement 

The registered provider must ensure that patient ward files contain a 

full copy of detention papers so that ward staff can verify the validity 

of a patient’s detention when required.  

 Section 17 Leave documentation was completed in accordance with 

the Act. However, there was no area on the section 17 leave 

authorisation form for the patient to sign or to indicate that that a patient 

had received a copy of the form.  

Requirement 

The registered provider must review the section 17 leave 

authorisation form to include an area for a patient to sign.  

The registered provider must review the section 17 leave 

authorisation form to include an area to indicate that the patient has 

received a copy.  
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Monitoring the Mental Health Measure 

We reviewed the care and treatment planning documentation for four patients 

at Phoenix House. Overall the care documentation was poorly organised and 

did not reflect areas of the Mental Health (Wales) Measure 2010.  

The patient care documentation at the hospital was electronic and with other 

patient documentation kept in hardcopy. Each patient had a care file, however 

these were not indexed, disorganised with inconsistent filing between different 

patient files. This was problematic for anyone providing care to the patient 

group who were not familiar with the documentation, such as bank or agency 

staff. With the assistance of ward staff we were able to find most of the 

relevant care documentation. 

Whilst patient files were stored in the nursing offices in a lockable filing 

cabinet, there was no order to where each patient’s file was stored. Files were 

placed in any available space within the cabinets.  

Requirement 

The registered provider must ensure that patient records are stored in a 

systematic order within the secure storage provided.  

The registered provider must ensure that individual patient records are 

organised, kept up to date, contain the patient’s medical history and 

contemporaneous note of all treatments. 

Care documentation was completed to an inconsistent standard by nursing 

staff. We observed some nursing staff where entering comprehensive patient 

care information however the majority of care information entered on to 

patient documentation was of a poor professional standard. The registered 

provider did not undertake an audit of care documentation to review and 

identify areas of good and poor practice.  

Requirement 

The registered provider must audit patient documentation to ensure that 

staff entries in to care documentation is of a good professional 

standard.   

The registered provider had inconsistent systems which were not routinely 

completed by staff as required. Where physical health monitoring charts were 

in place, such as blood pressure, weight monitoring, stool monitoring, 

Nutritional Early Warning Score (NEWS), etc. these often contained blanks 

where readings had not been taken as required.  
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Each patient had a physical health file which was stored in the corresponding 

clinic room of the hospital. These were also disorganised and require 

organising for ease of use. Within some of the patient physical health files 

were ‘My Physical Health’ booklets, these were either incomplete or not 

entered into.  

Physical health monitoring documentation is in place to ensure staff undertake 

actions when required. Staff not completing the required documents is a risk 

to the health and wellbeing of the patients.  

There was inconsistent evidence that the routine monitoring of weight 

variance or blood glucose levels were being completed. This is recommended 

by NICE (Psychosis and Schizophrenia in Adults: Prevention & Management 

2014). The patient group prescribed Atypical antipsychotics (not only 

Clozapine) require clear physical health care plans that all staff can have 

access to. On one of the days of the inspection, the agency staff were not 

aware of the patients who required any physical health checks that day. One 

patient had been transferred to the local District General Hospital for a 

possible collapse. The recording of this patient's vital signs showed concerns 

a week prior, management of potential postural drop in blood pressure. 

Discussion with staff also identified that another patient had a number of 

hospital appointments cancelled which were intended to assess an indwelling 

catheter. This was of concern as the patient is compromised and vulnerable to 

infection (NICE Quality Standard QS77: Urinary Incontinence in Women, 

2015). The provider should make every effort to establish a joint Care 

pathway with the District General Hospital. 

Requirement 

The registered provider must audit physical health monitoring 

documentation to ensure that documentation is systematically stored 

and that staff complete the physical health monitoring documentation as 

required.  

Patients lacked clear and up-to-date risk assessment and management plans. 

In the individual patient’s documentation we reviewed there were risks noted 

and incidents recorded. However, there was no specific documentation that 

identified individual patient risks and information on how staff should manage 

these risks.  

We raised this concern in an immediate assurance letter. The registered 

provider have confirmed that all patients now have an up to date risk 

assessment and management plan in care notes records and will be reviewed 

when needed; multi-disciplinary team to update all Positive behaviour and 

Risk Management Plans monthly or as and when needed, which will be 
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audited; up-to-date positive behavior support plans to be included in each 

patient’s file.  

Care documentation did not include any unmet patient needs. It is important 

that this is documented to ensure all patient needs are identified within their 

care documentation.  

Requirement 

The registered provider must ensure that patient unmet needs are 

identified within their care documentation. 

All patients were registered with a GP and access community services such 

as dentists, chiropody, opticians, etc. There were detailed records of patients’ 

ongoing physical health monitoring within patients care documentation.  
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6. Next Steps 

The Registered Provider is required to complete an Improvement Plan 

(Appendix A) to address the key findings from the inspection and submit its 

Improvement Plan to HIW within two weeks of the publication of this report. 

The Improvement Plan should clearly state when and how the findings 

identified at the setting will be addressed, including timescales. 

The Improvement Plan, once agreed, will be published on the Healthcare 

Inspectorate Wales website and will be evaluated as part of the on-going 

mental health/learning disability process. 
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Appendix A 

Mental Health / Learning Disability:  Improvement Plan 

Provider:      Lighthouse Group 

Hospital:      Phoenix House 

Date of Inspection:    7 – 9 November 2016 

Regulation Immediate Assurance Requirement Action Responsible 

Officer 

Timescale 

21(2)(a) An agency nurse was suspended 

permanently from duty at Phoenix 

House following an incident. The 

outcome of the investigation was 

shared with the Nursing Agency from 

which the registered nurse was 

employed along with 

recommendations from the hospital 

manager.  

On reviewing the content of the 

incident (and previous incidents 

involving the agency nurse) and 

evidence the registered provider 

Telephone conversation to NMC 

made on 18.11.2016. As per NMC 

guidance to contact their Employer 

Link Service for guidance prior to 

referring to the NMC. Hospital 

Manager spoke to NMC Regulation 

Adviser about the 

incidents/complaints raised as 

mentioned in the HIW Immediate 

Assurance Plan.  

Discussed Incident which was 

dealt with as a management plan 

rather than a complaint and with 

 

 

 

Yvonne Williams 

 

 

 

 

 

 

 

 

 

Completed  
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gathered during the review of the two 

complaints, it is HIW’s view the 

registered provider must take further 

action due to the serious nature of the 

incidents and the impact upon patient 

care and safety.  

The registered provider must refer the 

agency nurse to the Nursing & 

Midwifery Council for their 

consideration.  

the MDT reviewing the patient care 

plan to include how staff to handle 

in the future.  

Discussed incidents involving the 

agency nurse which were 

investigated by our Compliance 

Manager and sent to Safeguarding 

team who confirmed that they were 

happy with the outcome of 

investigation completed internally.  

Outcome of the call was that 

Phoenix House did not need to 

refer the agency nurse to the NMC 

and that the NMC were happy with 

the recommendations made to the 

Agency for agency nurse to 

complete. 

NMC mentioned that there should 

be no limitations to her practice 

anywhere she works. NMC stated 

that we had safeguarded the 

patient by stopping the Agency 

Nurse to investigate and not using 

her in the Service. 

Recommendations sent to the 

Nurse Agency to follow up.  

 

 

 

Yvonne Williams 

 

 

 

 

 

Yvonne Williams 

 

 

 

Yvonne Williams 

 

 

 

Completed  

 

 

 

 

 

Completed 

 

 

 

Completed 
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15 (1)(b) There was lack of physical health 

monitoring in place for patients that 

were prescribed Clozapine. This is of 

significant risk to patient safety. 

The registered provider must ensure 

that all patients that are prescribed 

Clozapine have Clozapine Physical 

health Monitoring in place and that 

this is completed by staff as required. 

The following to be completed in 
order of priority:-  

1. Immediate Daily Checks for 

completion of Physical health for 

patients on Clozapine- confirm all 

checks one in daily professionals 

meeting 

2. Weekly audit for Clozapine 

Checks that they are completed. 

3. Clozapine Management Training 

- with Speeds Pharmacy has been 

booked for 14th December 2016 

4. Clinical Skills and NEWS rating 

scale Training has been booked for 

22nd December 2016 

5. Review Clozapine management 

procedure for Phoenix House   

discussion in place with Speeds 

Pharmacy. 

6. File Notes for Nurses not 

completing checks as required by 

guidance and who are none 

compliant with prescribed 

clozapine care plans. 

 

 

Jennifer Swift  

All nurses 

 

 

Jennifer Swift 

Nurses 

 

 

Yvonne Williams 

 

Yvonne Williams/ 

Speeds Pharmacy 

 

 

Jennifer Smith/ 

Yvonne Williams 

 

 

Completed  

 

 

Completed 

 

Completed  

 

 

 

 

31 January 2017 

 

 

 

Immediately  
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19 (1)(b) Reviewing patient care documentation 
there was a lack of clear and up to 
date patient risk assessments within 
patient care records.  This is of 
significant risk to the safety of 
patients, staff and visitors.  
 
 
The registered provider must ensure 
that all patients have clear up to date 
risk assessments that are maintained 
in their patient documentation so that 
staff can easily refer to the risk 
assessments. 

 

1. All patients to have an up to 
date risk assessment and 
management plan in care notes 
records and to be reviewed when 
needed.  

2. Allocation of positive behaviour 
plan meeting to update individual’s 
PBS which is out of date.  

3. MDT to update all Positive 
behaviour and Risk Management 
Plans monthly or as and when 
needed.  

4. All patients are to have an up to 
date PBS plan within Care Notes. 
They will be reviewed monthly as a 
minimum or more frequently as 
required.  

5. An up to date PBS Plan to be 
printed and a hard copy to be in 
each patients notes for staff to 
access.  

6. An updated index for all staff to 
locate notes on care notes that has 
been shared with all staff to refer to 
when working with each patient.  

 

Jennifer Swift  

Clinical Service 

manager 

 

Yvonne Williams 

 

Multi-disciplinary 

team/ RC/ 

Psychology/ OT 

31 January 2017 

 

 

 

Immediately  

 

31 January 2017 

 

 

31 January 2017 

 

 

Immediately 

 

 

 

Completed  
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Regulation Requirement Action Responsible 

Officer 

Timescale 

26 (2)(c) The registered provider must ensure 

that all clocks in patient areas are in 

working order and display the correct 

time. 

Clock batteries replaced. Yvonne Williams Completed  

26 (2)(a) The registered provider must remove 

the broken door and ensure that 

broken furniture, fittings and 

equipment are removed from patient 

areas. 

Door replaced back to the room 

where it was damaged by patient. 

Door could not be moved 

immediately as needs 2 man to lift 

up for health & safety reasons.  

Yvonne Williams Completed 

19 (1)b) 

25 (2)(a) 

47 (1)(c) 

The registered provider must 

complete a comprehensive ligature 

point audit of Phoenix House and this 

audit routinely reviewed. 

 

Ligature audit to be reviewed and 

all patients with a ligature risk to 

have it in their care plans and risk 

management plans. 

Yvonne Williams Completed  

19 (1)b) 

9 (1)(k) 

47 (1)(a)(b) 

The registered provider must ensure 

that individual patient ligature risk 

assessments are completed as 

directed by the registered provider’s 

ligature point audit. These must be 

regularly reviewed. 

 

To review completed ligature risk 

assessment for the Hospital and 

include individual ligature risks for 

each patient in their risk 

management plan. 

 

Yvonne Williams 31 January 2017 
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24 (5) The registered provider must maintain 

a systematic record of each complaint, 

including details of the investigations 

made, the outcome and any actions 

taken. 

Complaints procedure to be 

implemented fully and to start 

recording the complaints on Prism 

to generate a number and tore 

findings of investigations.  

A Complaint log to be used for all 

complaint received with a 

reference. Date received/initials of 

manager investigating/initial of 

patient: e.g 191216/YW/XX. 

 

Yvonne Williams 

 

 

Jennifer Swift 

 

31 January 2017 

 

 

Initiated and 

ongoing  

15 (5)(a)(b) 

9(1)(m) 

The registered provider must ensure 

that staff completes the Daily 

Medication Checklist as required by 

the registered provider’s policy. 

 

 

To audit this on a weekly basis 

with the new reviews form. 

Nurse in Charge to review their 

work. 

 

 

Jennifer Swift/ 

Yvonne Williams 

 

 

 

 

Initiate 1 January 

2017 and 

ongoing reviews  15 (2) The registered provider must ensure 

that staff monitor and record the 

temperature of medication fridges. 

9(1)(m) The registered provider must ensure 

that required policies are readily 

available in each clinic room.   

21 (2)(b) The registered provider must ensure 

that staff, employed or agency; have 

knowledge and understanding of the 

medications that they are 

administering. 

To review and update all agency 

staff profiles those are used in 

Phoenix House.  Update their 

training and the folder of all their 

personnel documents.  

Yvonne Williams 31 January 2017 
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15 (5)(b) The registered provider must ensure 

that documentation is available that 

demonstrates that professionals 

working at the registered provider 

have followed BNF guidelines. 

A BNF is provided for all staff to 

use when prescribing and 

administering medication for 

patients.  All staff will be booked to 

attend. 

Yvonne Williams 31 January 2017 

 

15 (5)(a) The registered provider must ensure 

that staff account for all medication at 

Phoenix House. 

Medication is counted each night 

for each patient. The process has 

been reviewed and medication is 

accounted for each night. Any 

medication errors or discrepancies, 

an incident form is competed and 

CSM and HM to investigate.  

Jennifer Swift  

 

Yvonne Williams 

Immediately and 

ongoing  

15 (5)(a) The registered provider must ensure 

that all registered nurses complete 

Medication Admission Record (MAR 

Charts) accurately. 

Phoenix House we use 

prescription charts and all charts 

are audited by Speeds. All actions 

from audits are completed as 

required.  

Jennifer Swift  

Yvonne Williams 

Completed  

9 (1)(m) The registered provider must ensure 

there are robust audit procedures in 

place for the prescribing, 

administering and recording of 

medication on MAR Charts. 

Audit procedures are in place from 

Speeds Pharmacy. Phoenix House 

completes internal audits in the 

clinic room and also for medication 

administering.  Recent audit 

completed on 22.12.2016.  

Staff are trained by Speeds 

pharmacy in prescribing, 

 

 

 

 

 

Jennifer Swift  

 

 

 

 

Date of training 

06/11/2016 
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administering and recording of 

medication on Prescription charts. 

Policy and procedure have already 

been  implemented for all Nurses 

and Doctors prescribing and 

administering medication  

To monitor compliance and deal 

with any concerns as part of 

performance management.  

 

 

Yvonne Williams 

 

 

Review and 

ongoing.  

20 (1)(a)(b) The registered provider must ensure 

there is a systematic record of agency 

staff used at Phoenix House. 

Checks are completed for all 

Agency staff before they 

commence working in Phoenix 

House, to update the Agency 

folder with all the staff that are 

currently used. Staff not used 

currently to be archived. 

Yvonne Williams 31 January 2017 

 

20 (2)(a) The registered provider must ensure 

that regular supervision is completed 

by staff for their professional 

development. 

Supervisions are conducted on a 

quarterly basis as per our 

Supervision policy.  

Yvonne Williams Ongoing  

20 (2)(a) The registered provider must ensure 

that all staff undertakes their annual 

appraisal within the required time 

frame.   

All staff are invited for an Annual 

appraisal and a date booked for 

them to attend. Dates are changed 

according to needs of the service 

and each staff member is made 

Yvonne Williams 

 

Jennifer Swift 

Completed and 

ongoing 
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aware and a new date booked 

when needed.  The date on the 

appraisal schedule is a guide as 

depending on the unit needs.  

9 (1)(a) The registered provider and with 

Powys Teaching Health Board sign a 

contract for the arrangement to 

provide crisis admission  beds at 

Phoenix House. 

The matter will again be referred to 

Powys Mental Health 

Commissioner.  

Julian Ball 

 

 

 

January 2017 

9 (1)(f) 

23 (1)(a)(ii)  

The registered provider must ensure 

that patient ward files contain a full 

copy of detention papers so that ward 

staff can verify the validity of a 

patient’s detention when required. 

 

 

All MHA paperwork held in the  

MHA office are scanned into the 

Care notes which is the Electronic 

record for all patients used in 

Phoenix House. To audit each 

month what is stored in the 

electronic record and MHA folder 

in the admin office.  

Yvonne Williams 

Claire Mcvicar MHA 

administrator 

Completed and 

ongoing. 

9(1)(g) The registered provider must review 

the section 17 leave authorisation 

form to include an area for a patient to 

sign. 

Section 17 form reviewed to 

include patients signature and 

evidence of copy given. 

Claire Mcvicar  

 

Yvonne Williams 

Completed  

9(1)(g) The registered provider must review 

the section 17 leave authorization 

form to include an area to indicate that 

the patient has received a copy. 

Section 17 form reviewed to 

include patients signature and 

evidence of copy given. 

Claire Mcvicar  

 

Yvonne Williams 

Completed  
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23 (2)(a) The registered provider must ensure 

that patient records are stored in a 

systematic order within the secure 

storage provided. 

At Phoenix House we use 

electronic record keeping systems. 

All patient records stored in paper 

records are stored under lock and 

key in the Nurses station and in 

MHA office. A review of the index 

has been reviewed according to 

the Electronic record tabs, to be 

able to find documents easily.  

Jennifer Swift 

 

Yvonne Williams 

31 January 2017 

 

23 (2)(a)(i) 

& (ii) 

The registered provider must ensure 

that individual patient records are 

organised, kept up to date; contain the 

patient’s medical history and 

contemporaneous note of all 

treatments. 

At Phoenix House we use 

electronic record keeping systems. 

All patient records in paper are 

stored under lock and key in the 

Nurses station and in the MHA 

office. All records in paper format 

are scanned into care notes, which 

store all records accordingly.  

Jennifer Swift 

 

Yvonne Williams 

Completed  

9 (1)(o) The registered provider must audit 

patient documentation to ensure that 

staff entries in to care documentation 

is of a good professional standard.   

All patient records are audited on a 

rolling rota as per Clinical records 

audit.  Review the Audit form to be 

in sync with care notes electronic 

record. 

Yvonne Williams 

  

Completed  

9 (1)(o) The registered provider must audit 

physical health monitoring 

documentation to ensure that 

Clinical Skills and NEWS rating 

scale Training has been booked for 

22nd December 2016. 

Jennifer Swift  Completed  
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documentation is systematically 

stored and that staffs complete the 

physical health monitoring 

documentation as required. 

A review of the monthly audit has 

been completed to evidence all 

documentation that needs to be 

completed for physical health 

monitoring.   

Immediately and 

ongoing to be 

completed 31st 

January 2017 

15 (1)(a)(c) The registered provider must ensure 

that patient unmet needs are identified 

within their care documentation. 

All patients have an individual 

review to assess for their care 

needs. Needs not met are 

signposted to organisations that 

can. A meeting continues to be 

scheduled by Named nurse and 

CSM to review each patient care.  

All unmet needs are documented 

and discussed in their ward round 

review with the MDT team .  

Jennifer Swift  

 

Multi-Disciplinary 

team  

 

 

 

 

Ongoing 

 

 

 


