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25 October 2012 

 

 
Dear Mrs Harrison - Taylor 
 
Re: Visit undertaken to Phoenix House on the 1 October 2012 
 
As you are aware Healthcare Inspectorate Wales’s (HIW) undertook an 
unannounced follow-up visit to Phoenix House independent hospital, Welshpool on 
the 1 October 2012.  The visit highlighted some areas where improvements had 
been made since our visit in March 2012 but some areas that require further action 
were also identified.  These were initially discussed with your nominated manager on 
the evening of our visit.       
 
A summary of our concerns and regulatory breaches is set out below:  
  
Issue of concern 
 

Regulation 

1.  Prior to the visit the nominated manager had 
resigned and was due to leave the hospital.  This 
was having a very negative effect on the morale of 
the staff.  The manager informed HIW that one of the 
reasons she was leaving was because she had been 
on-call for the hospital continually for a number of 
months and felt unable to sustain this.  Clearly this is 
a very concerning issue that must be addressed prior 
to any future manager appointment.   
 
Following the visit we have been informed that the 
Commercial Director for Lighthouse will be covering 
the manager’s position on a part time basis.  This is 
unacceptable given the on-going regulatory issues 
identified a full time manager is urgently required.  
While it is acknowledged that a clinical nurse 
manager has been appointed that person will be very 
new to Phoenix House and the role; hence they 
cannot be expected to provide the level of leadership 
and management required. 

Regulation 
11 (1) (a) & 
(b) (i) & (iii) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

 



2.  A lack of permanent staff employed by the 
organisation.  The reality of this was that agency 
staff were covering a significant number of shifts.  
Whist this position had recently improved due to less 
patients accommodated and hence the need for less 
staff, HIW must be satisfied that all agency staff have 
had a suitable induction and have received 
appropriate training.   
 
3.  A number of staff had not received recent training 
in a number of areas including; the Protection of 
Vulnerable Adults (PoVA), anaphylaxis and de-
fibrillation.  In addition, registered nurses on the 
wards were unable to effectively operate the portable 
oxygen cylinder.  In the event that this piece of 
equipment was required by patients there is a 
significant risk that it would not be available either 
because of equipment failure or/and the ability of 
staff to effectively use the equipment  This was a 
requirement within the previous letter for 
requirements in April 2012 and now requires urgent 
action.       
 
4.  On the whole the environment was well 
maintained and decorated, however, the patio slabs 
in the main patient smoking area were uneven and 
the wooden patio was a significant fire risk given the 
nature of the area it was located within 
 
5.  During a tour of the environment, HIW were 
shown a “show bedroom”, however, the soft 
furnishings, vase and willow, desk lamp and pillow 
case and duvet were not replicated in the other 
unoccupied rooms that were available.   
 
6.  Patient records were not stored appropriately and 
were randomly placed in plastic boxes and stacked 
on the floor.  There was no record of where 
individually archived patient records could be 
located. 
 
7.  There was still no pharmacy audit available and 
this was a requirement of the previous visit.  HIW 
were informed that a pharmacy visit was planned.  It 
is disappointing to note that this has taken 6 months 
to organise.  In addition, some external creams were 
not labelled appropriately with the patient name. 
 
8.  Feedback obtained from staff indicated a lack of 
supervision.  

 
Regulation 
20 (1) (a) & 
(b) & 2 (a) 
 
 
 
 
 
 
Regulation  
15 (1) (a) & 
(b) & 20 (1) 
(a) & (2) 
(a) & (b) 
 
 
 
 
 
 
 
 
 
Regulation 
26 (2) (a) & 
(b)  
 
 
 
Regulation 
26 (2) (c) 
 
 
 
 
Regulation  
23 (2) (b) & 
(3) (a) & 
(b) 
 
 
Regulation 
15 (5) (a) & 
19 (1) (a)  
 
 
 
Regulation 
20 (2) (a) 



9.  The patio door that was the nominated fire exit to 
be used in the event of a fire could be locked and the 
only person that was in possession of a key was the 
nurse in charge.  HIW were informed that this door 
was never locked and this raises the issue of 
security for the hospital in terms of unauthorised 
access.  No risk assessment had been formulated in 
relation to this area.  It is essential that this situation 
is reviewed as a matter of urgency. 
 
10.  During a significant number of staff interviews a 
range of issues were identified including staff feeling 
undervalued, not supported and that there was poor 
communication systems in place.  Staff also 
expressed concern regarding the manager leaving 
the hospital.     
 

 
Regulation 
26 (4) (b) & 
(e) 
 
 
 
 
 
 
 
Regulation 
18 (2) (a) & 
(b) 
 
 

 
You are required to submit a detailed action plan to HIW by 14 November 2012 
clarifying the action you intend to take to address each issue.  The action should set 
out timescales and details of who will be responsible for taking the action forward.  
When the plan has been agreed by HIW as being appropriate you will be required to 
provide monthly progress updates. 
 
On receipt of your action plan, a copy of this management letter, accompanied by 
your action plan will be published on our website. 
 
I may undertake a further visit to ensure compliance with the above and I will 
undertake more frequent visits if I have concerns that necessary action is not being 
taken forward in a timely manner. 
 
We would like to take this opportunity to thank your team for their assistance and co-
operation during our visit. 
 
Please do not hesitate to contact me should you wish to discuss the content of this 
letter.   
 
A copy of this letter is being sent to Miss Amanda Hazelwood, Manager for Phoenix 
House. 
 
Yours sincerely  
 

 
 
Mr John Powell 
Head of Regulation 
 
 


