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1. Introduction 

Healthcare Inspectorate Wales (HIW) is the independent inspectorate and 

regulator of all health care in Wales.  

HIW’s primary focus is on:  

 Making a contribution to improving the safety and quality of healthcare 

services in Wales 

 Improving citizens’ experience of healthcare in Wales whether as a 

patient, service user, carers, relative or employee 

 Strengthening the voice of patients and the public in the way health 

services are reviewed 

 Ensuring that timely, useful, accessible and relevant information about 

the safety and quality of healthcare in Wales is made available to all. 

HIW completed an unannounced inspection of Phoenix House Hospital 

mental health service on the 20 and 21 March 2017 

Our inspection team was made up of one HIW inspection manager and two 

clinical peer reviewers. 

During this inspection, we reviewed documentation for patients detained 

under the Mental Health Act 1983 in order to assess compliance with the Act.   

The focus of HIW’s mental health 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 choices 

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

full potential 
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• 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: 

 Interviews with staff and managers 

 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 

 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 

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 

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

by Lighthouse Healthcare Limited.  The current conditions of registration 

enable the hospital to accommodate 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.  

Phoenix House Hospital currently provides mental health services for 20 

patients.   

 Phoenix House unit, provides care for up to fourteen male patients 

 

 Yr Hafan, provides care for up to six female patients 

The service employs a staff team which includes Consultant Psychiatrists, 

psychologists, occupational therapists and a range of qualified nurses and 

health care support staff. 

During our inspection there were nine male and six female patients within the 

hospital.  Staffing levels were noted as being sufficient in order to provide safe 

care and supervision of the patients. 
 
We last inspected this service, in November 2016, and identified regulatory 
breaches which required improvement.  The organisation sent HIW an action 
plan telling us how it would ensure that it had made improvements required in 
relation to these breaches of regulation. At this inspection we checked 
whether these actions had been completed. We found that the hospital had 
improved in the majority of areas. 
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4. Summary 

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

units of the hospital.  

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 standards of Care and Treatment Plan (CTP) records 

This is what the service is required to improve: 

 The registered provider must ensure that staff recruitment practices are 

robust and in adherence with The Independent Health Care (Wales) 

Regulations 2011. 

 Ensure that patients requiring an electrocardiograph as part of their 

physical health monitoring is undertaken when required. 

 Ensure that all staff receive an annual appraisal and regular 

supervision sessions. 

 Ensure next of kin information is available on all patients. 

 Ensure all patients have the required care plans in place to ensure safe 

and effective care. 

 

We identified the service was not compliant with the following: 

 Recruitment practices were not robust and potentially placed 

patients at significant risk 

 

These are serious matters and resulted in the issue of a non compliance 

notice to the service. At the time of publication of this report, HIW have 

received sufficient assurance of the actions taken to address the 

improvements needed.  
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It was identified during the inspection that an allegation had been made 

against staff which had resulted in members of staff being suspended, 

pending an investigation by Powys Local Authority safeguarding team. The 

registered manager was unable to confirm on the day if a notification had 

been submitted and as a consequence an immediate assurance notice was 

issued, however following the inspection it was clarified that this had been 

completed. The registered manager was advised to review all complaints, 

concerns and allegations to ensure that appropriate notifications had been 

submitted to HIW. 
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5. Findings 

Core Standards 

Ward environment  

During our visit to the hospital, both Y Hafan and Phoenix House Units were 

observed to be clean, neat and tidy. All areas were clutter free and maintained 

to a very good standard.  The décor within the units and in patients own 

rooms were pleasant and created a homely ambience. The communal 

lounges were airy and light.  A sport / play room was available in the male unit 

which included a pool table and fitness equipment. The seating throughout the 

hospital were of a good standard.   

All areas were safe and secure and access to certain areas was restricted.  

Staff wore alarms to summon assistance when required and carried access 

badges to enable entry to locked areas of the hospital.   

There were meeting rooms available in the hospital, one of which was located 

near to the reception area and had two access points.  This enabled visitors to 

access the room without entering the ward area of the hospital.  This was 

particularly useful when children visited the hospital. 

The occupational therapy room displayed patients’ work, which was 

stimulating and interesting. Art work was place on walls and highlighted 

considerable efforts from patients. This area provided a therapeutic location 

for patients to express their creative skills and enables non-verbal thoughts 

and feelings to be expressed. 

Both units had kitchens, which could be accessed by patients as part of their 

recovery and rehabilitation if assessed as appropriate.  Access to these areas 

was controlled by key code locks, which was provided to patients who had 

been risk assessed.  

Patients’ rooms were also decorated to a good standard. Patients were able 

to individualise their rooms.  All patient rooms were en-suite.  In addition there 

were two bathrooms for patients to take a bath. 

It was identified at our previous inspection that a clock was not displaying the 

correct time, a door was broken and some broken furniture viewed. During 

this visit all clocks were working and showing the correct time, the broken 

door had been replaced and was now secure.  All fixtures and fittings in 

communal areas were of a good standard.  Patients rooms visited also 

demonstrated that the furniture was of a good standard and well maintained. 
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Clinical and domestic waste disposal was good. We observed staff disposing 

of clinical waste appropriately. Linen storage, segregation of linen in laundry 

rooms, and the disposal of sharps was of a good safe standard. 

 

Privacy and dignity 

During our inspection visit we observed staff communicating with patients in a 

calm, friendly and dignified manner. Patients were addressed by their 

preferred name and good therapeutic discussions were observed.  The doors 

to all patients’ rooms were closed thus allowing patients to have privacy in 

their own rooms. 

Feedback from patients was very positive and noted that staff were kind, 

considerate and actively listened to their needs and requirements.     

From our previous inspection it was identified that the registered provider had 

not completed a comprehensive ligature point audit of Phoenix House. During 

our inspection we were once again unable to view a comprehensive ligature 

point audit. However, following the inspection the registered provider 

submitted a completed ligature point audit to HIW on the 30 March 2017.  The 

registered provider should ensure that this audit is regularly reviewed and 

updated accordingly. 

It was also identified that the registered provider had not completed an 

individual patient ligature risk assessments in direct accordance to the 

registered provider’s ligature point audit.  Again during our visit we were 

unable to view individual patient ligature risk assessments as they had not 

been completed. However the registered provider submitted evidence to HIW 

on the 30 March 2017 identifying those individual patients’ ligature 

assessments had been completed.  The registered provider should  ensure 

that these assessments are regularly reviewed and updated whenever new 

patients are admitted to the hospital, or any alterations to the hospital 

environment occurs. 

During our inspection visit it was identified no formal progress had been made 

in relation to complaints management.  This is because information was not 

available in relation to the formal outcome of a particular complaint reviewed.   

It was also identified that information pertaining to complaints was stored in 

several different places which made it difficult to fully evaluate the complaints 

management systems in operation.  This requirement was identified in our 

inspection of November 2016. The registered provider contacted HIW on the 

30 March 2017 identifying that the complaints policy and procedure would be 

reviewed and that a new database had been set up which would capture all 

information in one designated area.  We were provided with evidence of the 
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new database. The registered provider should inform HIW when this formal 

evaluation of the complaints policy and procedure has been completed and 

identify what changes have been made and how these changes will improve 

complaints management in the future. 

 

Clinical Rooms and Medicine Management 

The clinical rooms were viewed as part of the inspection and it was identified 

that the rooms were secure and fit for purpose.  Medication policies and 

procedures were available in the rooms.   

From our previous inspection it was identified that there were considerable 

improvements required in relation to medication management. It was 

previously identified that staff did not complete the daily medication checklist 

as required by the registered provider’s policy. We viewed the daily 

medication checklist documentation and identified significant improvements 

had been made since our previous inspection.  However, it was identified that 

there were still some days where daily medication checks and fridge 

temperature had not been completed as required by the registered provider’s 

policy.  The registered provider should  ensure that these areas of practice are 

continuously monitored and quality assured.  

The controlled drugs books were not scrutinised on this visit, as we were 

informed that no patients were prescribed controlled medication.  In the future 

if patients are admitted who are prescribed controlled drugs the registered 

provider must ensure strict adherence to their own policies and procedures 

and qualified staff adhere with the Nursing and Midwifery Councils (NMC) 

Standards for medicines management.  

Medication administration records (MAR) were viewed during this inspection 

and it was noted that no abnormalities were identified and that staff were 

completing these records in a comprehensive and systematic manner. In 

addition we were shown audit records of MAR charts which were being 

undertaken by the provider at regular intervals. 

It was identified at our previous inspection that a registered nurse was 

administrating medication, but did not know what the medication was. Since 

the previous inspection, the registered provider had commenced medication 

competency checks for registered nurses. On the day of the inspection we 

observed that two qualified nurses had not received the competency 

assessment. However we were informed on the 30 March 2017 by the 

registered provider that all qualified nurses had received this assessment 

including agency nurses. 

https://www.nmc.org.uk/globalassets/sitedocuments/standards/nmc-standards-for-medicines-management.pdf
https://www.nmc.org.uk/globalassets/sitedocuments/standards/nmc-standards-for-medicines-management.pdf
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British National Formulary (BNF) guidelines were freely available within the 

hospital for professionals to utilise.  It is the responsibility of the health 

professional to ensure that their practice is current and that they follow best 

local and national practice guidelines.  

Physical health monitoring had improved since our previous inspection 

because all patients on clozapine were being monitored for blood pressure, 

pulse, respiration and temperature on a daily basis. Staff were now utilising 

the National Early Warning Score (NEWS) system to monitor patients and 

identify any changes in their physical health. However such close daily 

monitoring of patients may not be necessary except when initiating clozapine, 

which a copy of the clozapine initiation policy was provided to HIW on 30 

March 2017. The registered provider should develop a general clozapine 

management policy for patients who are taking this medication long term. A 

general clozapine management policy would provide a guide to what checks 

should be undertaken during all stages of clozapine treatment and not merely 

during the initiation period. 

Requirement 

The registered provider must develop a comprehensive clozapine 

management policy. 

It was identified that some patients had not received an annual physical health 

check by a General Practitioner (GP). The registered provider must ensure 

that all patients receive a physical health check by a medical practitioner and 

that information is made available as to the content and findings of the 

consultation. 

Requirement 

The registered provider must ensure that all patients receive an annual 

physical health consultation by a medical practitioner and that 

information is available in relation to the outcome of the consultation. 

It was also identified during this inspection that electrocardiogram (ECG) 

monitoring of patients had deteriorated.  This was because no member of staff 

was competent in the practice of performing an ECG.  The registered provider 

must ensure that all patients receive an ECG in a timely manner and in 

accordance with their health needs. 

Requirement 

The registered provider must ensure that all patients requiring an ECG 

receive the test in a timely manner. The registered provider must identify 
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how this area of practice will be addressed in order to ensure patients 

physical health requirements are monitored satisfactorily. 

During our inspection we identified that a patient had a continence health 

requirement but there was no plan of care available.  The registered provider 

was informed that all patients’ physical health needs must be assessed and 

appropriate care plans developed to meet these needs. 

Requirement 

The registered provider must ensure that care plans are developed for 

all patients with a health requirement. 

The multi-disciplinary team 

During our inspection we observed sufficient numbers of staff providing care 

and support to patients. We were informed by the registered manager that the 

staffing levels were consistent and that the usage of agency staff had 

remained steady since our previous inspection.  We were informed that there 

were 4.5 full time equivalent (FTE) vacancies for qualified nurses and 6.3 FTE 

support staff vacancies, which was slightly higher than our previous 

inspection. We were advised that staffing levels were dependent on the 

number of patients at the hospital.  The registered provider must ensure that 

this staffing requirement is a dynamic process, because the acuity and needs 

of patients must be evaluated in a comprehensive manner and not merely the 

numbers of patients at the hospital. 

Multi-disciplinary team (MDT) meetings were regularly undertaken in order to 

review patient care, treatment and rehabilitation.  Meetings included the full 

clinical team and involved the patient and or their family or representative. 

Items discussed at meetings included patient observation levels, medication 

and activities. 

We observed on our visit staff training taking place. The training manager was 

enthusiastic and passionate regarding the training provided by the 

organisation and how training was put into practice, in order to provide 

required care and support to patients. 

We identified on out visit that a new member of staff was undertaking 

induction to the hospital.  On scrutiny of recruitment practices it was identified 

that there was no disclosure and barring checks (DBS) or references available 

for the new member of staff.  This posed a significant potential risk for 

patients.  This was discussed immediately with the registered manager and an 

immediate assurance was issued by HIW. 
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Requirement 

The registered provider must ensure that staff recruitment practices are 

robust and in adherence with The Independent Health Care (Wales) 

Regulations 2011. 

We were notified formally by the registered provider that no new members of 

staff would be allowed to undertake any induction shadow shifts until all 

recruitment checks had been completed satisfactorily.  

We viewed records of agency staff regularly used by the provider.  The 

records were clear and identified only the present agency staff utilised by the 

registered provider.  

 

Training  

We observed records that identified that some improvements had been made 

in relation to staff supervision and appraisals, however there were still some 

staff requiring supervision and an annual appraisal.  The registered provider 

must provide an action plan identifying how it intends to ensure that all staff 

receive regular supervision and an annual appraisal. 

Requirement 

The registered provider must ensure that regular supervision is 

completed by staff for their professional development.  

The registered provider must ensure that all staff receive an annual 

appraisal within the required time frame.   

Governance  

From the previous inspection it was identified that 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.  

It was again identified during this inspection that a formally documented 

agreement between the registered provider and PTHB had not been ratified 

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

active. It was reiterated that it was essential for the registered provider and 

PTHB to sign a contract for their arrangement.   
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It must be noted however that the registered provider demonstrated that they 

had attempted to obtain a formal agreement from PTHB in relation to crisis 

admissions to the hospital.  It is the responsibility of both parties to ensure that 

a formal documented agreement is in place.   

The registered provider must provide HIW with an update in relation to this 

contract and the actions they are implementing in order to ensure that a valid 

and legally binding contract of agreement is signed between both parties for 

short term crisis placements. 

Requirement  

The registered provider and 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 

During our inspection we viewed seven patients’ records and identified that 

they contained valid information in relation to the patients’ detention papers. 

Section 17 leave authorisation documentation had been amended since our 

previous inspection to include an area for patients to sign, identifying that they 

had received a copy of their leave authorisation and an additional area to 

identify that a copy had been provided.  The registered provider should now 

ensure that these additional components are completed fully for relevant 

patients. 

Monitoring the Mental Health Measure 

All paper patient records viewed during our inspection were stored securely.  

It was identified that there were four different electronic locations for patients’ 

information to be stored.  This at times creates difficulties in finding patient 

specific information. This would be particularly difficult for a new agency nurse 

to navigate. The registered provider must examine the current management of 

storing electronic patient information and provide an action plan of 

improvements to be made to ensure staff can obtain all patient information in 

a timely manner. Audits were viewed of care documentation undertaken by 

the organisation. 

Some patients’ documentation did not include any unmet patient needs, 

although we observed in an MDT meeting unmet needs being discussed and 

recorded during these meetings. It is important that unmet needs are 

documented clearly in patients care documentation.  

Requirement 

The registered provider must audit all patients’ records to ensure that 

any unmet needs are formally recorded in the patients’ records. 
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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:    20 & 21 March 2017 

Regulation Immediate Assurance Requirement Action Responsible 

Officer 

Timescale 

Regulation 

21(2) and 

Schedule 2 

of the 

Independe

nt Health 

Care 

(Wales) 

Regulation

s 2011 

During our inspection on 20 – 21 

March 2017 HIW reviewed staff 

recruitment practices. It was identified 

that the organisation held limited 

information on a new member of staff 

undertaking induction to the hospital. 

In particular there were no character 

references available or a disclosure 

and barring service check (DBS). This 

potentially places vulnerable patients 

at a significant risk.  

The registered provider must ensure 

Recruitment process procedure 

reviewed and to be implemented at 

all times.  

The staff highlighted as not being 

escorted in the building on the day 

of inspection was stopped 

immediately to attend for their 

second day. No other new starters 

have commenced their roles 

without all the pre-employment 

checks such as DBS, 2 satisfactory 

references.  

Yvonne Williams 

 

 

 

 

 

 

Immediately 

completed on 

20th March 2017 
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that all recruitment practices are 

rigorous and all regulatory 

requirements as identified in 

Regulation 21(2) and Schedule 2 of 

the Independent Health Care (Wales) 

Regulations 2011 are completed fully 

prior the employment and 

commencement of staff at the 

hospital. 

 

 

 

All recruitment policies and 

guidance to be followed as 

directed by HR and to get 

confirmation of all pre-employment 

checks before starting any new 

employees to safeguard patients. 

In future we will not allocate new 

starters shadow shifts prior to 

confirmation that a satisfactory 

DBS and references have been 

received. 

 

 

 

Yvonne Williams 

 

Regulation 

31(1)(d) of 

the 

Independe

nt Health 

Care 

(Wales) 

Regulation

s 2011 

During our inspection we requested to 

view documents in relation to 

incidents and complaints received by 

the hospital pertaining to Phoenix 

House Hospital. It was identified that 

an allegation had been made by a 

patient in regards to two members of 

staff. The organisation followed the 

correct procedure by referring the 

Complaint log to be implemented 

to show the progress and 

completions of all complaints and 

their investigation process. 

 

All complaint to be scanned and 

stored electronically. 

Yvonne Williams 

Karen Bell  

Compliance 

Manager  

 

 

Completed  
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incident to Powys Social Services 

Safeguarding team. They also 

suspended both members of staff until 

a full and complete investigation had 

been completed.  

It was identified that the organisation 

had not informed HIW of this incident. 

Regulation 31(1) (d) of the 

Independent Health Care (Wales) 

Regulations 2011 identifies that the 

registration authority (HIW) must be 

notified of any allegation of 

misconduct by a member of staff 

resulting in actual or potential harm to 

a patient. 

The registered provider must review 

all complaints and incidents and 

ensure that HIW is notified of any 

events as set out by The Independent 

Health Care (Wales) Regulations 

2011. 

 

 

 

 

 

 

Notification made to HIW on the 

18th January 2017 through egress 

email (secure mail). A follow up 

awaiting feedback from Powys 

County council form their lead 

inspector LH. Registered manager 

has chased up the lead 

investigator for the safeguarding 

recommendations to finalise the 

investigation.  

 

 

We have reviewed all incidents 

and complaints and we will notify 

 

 

 

 

 

 

Yvonne Williams 

 

 

 

 

 

 

Yvonne Williams 

 

 

 

 

 

 

Completed and 

follow up email 

sent on 

29.03.2017 
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HIW as they occur as per 

Guidance for Registered providers 

and  Registered managers (2015)  

 

Regulation Requirement Action Responsible 

Officer 

Timescale 

15 (1)(b) 
The registered provider must develop 

a comprehensive clozapine 

management policy. 

 

To finalise Clozapine policy which 

was in Draft .  

Yvonne Williams 

Karen Bell  

Completed 

 Policy attached 

15 (1)(b) 
The registered provider must ensure 

that all patients receive an annual 

physical health consultation by a 

medical practitioner and that 

information is available in relation to 

the outcome of the consultation. 

 

All patients will have an Annual 

physical health screening (Rethink) 

and a Lester tool has been 

completed for all patients. A 

Physical health screening inpatient 

to be completed by physical health 

coordinator in liaison with GP 

surgery.  

 

 

 

Yvonne Williams 

Jennifer Swift CSM 

 

 

30th July 2017 

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

that regular supervision is completed 

by staff for their professional 

All staff have been allocated a 

Supervisor and received quarterly 

supervision as per policy. 

Compliance indicator also 

 

 

Yvonne Williams 

 

 

30th July 2017 
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development.  

 

monitored by Head office.  

Supervision & appraisal Log to be 

updated when Supervision is 

completed.  

Jennifer Swift CSM 
ongoing 

implementation 

and checks 

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

that all staff receive an annual 

appraisal. 

All staff have been allocated an 

Appraiser for the year  and 

received annual supervision as per 

policy. 

Compliance indicator also 

monitored by Head office.  

Supervision & appraisal Log to be 

updated when an appraisal is 

completed. 

Yvonne Williams 

Jennifer Swift CSM 

 

30th July 2017 

ongoing checks 

and 

implementation  

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

Teaching Health Board sign a contract 

for the arrangement to provide crisis 

admission beds at Phoenix House.  

 

Communication with Powys made 

and awaiting a meeting with them. 

Responsible person making the 

communication with Powys.  Last 

communication made April 2017 

Julian Ball 

Yvonne Williams 

 

30th July 2017 

19 (1) (b) 
The registered provider must ensure 

that all patients requiring an ECG 

receive the test in a timely manner. 

The registered provider must identify 

All physical health checks are 

made for all new admissions. Any 

patients changing medication is 

checked prior to medication being 

prescribed. All patients registered 

 

 

Yvonne Williams 

Jennifer Swift 

 

 

 

30th July 2017 
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how this area of practice will be 

addressed in order to ensure patients 

physical health requirements are 

monitored satisfactorily. 

 

with Montgomery Surgery for 

physical health checks. We are 

looking at a different provision of 

how we manage and conduct 

patient’s ECG and to implemented 

within 3 months.  

19 (1) (b) 
The registered provider must ensure 

that care plans are developed for all 

patients with a physical health 

requirement. 

 

All patients with an identified 

physical health concern or need 

have a care plan devised for the 

need. Any physical health need 

that cannot be met in Phoenix 

House, we contact GP surgery for 

expert support.  

Yvonne Williams 

Jennifer Swift 

30th July 2017 

and ongoing 

reviews 

15 (1) (a) 

(c) 
The registered provider must audit all 

patients’ records to ensure that any 

unmet needs are formally recorded in 

the patients’ records. 

 

 

Phoenix House  uses  the CTP 

model as per Mental Health 

Measure,  using the 8 domains, 

anything that does not fall in the 8 

domains , we signpost to a service 

that will meet the patient unmet 

need e.g a patient with substance 

misuse needs we will refer to a 

local service that supports patient’s 

in understanding and managing 

substances.  

 

 

 

Jennifer Swift CSM 

Yvonne Williams 

 

 

30th July 2017  

and ongoing 


