
 1 of 11 

 

 

 

ASC Healthcare Limited’s Response to CQC’s inspection report dated 17 August 2022 

On 8, 9 and 22 March 2022 our service, The Breightmet Centre for Autism, was inspected by the CQC. This was a 

comprehensive inspection.  

We received a draft inspection report relating to the visit which we responded to in detail. We found that the draft 

report contained a number of inaccurate comments and made conclusions on the basis of unsubstantiated 

comments.  We responded to CQC’s draft report by pointing out many areas where CQC had failed to consider much 

of our evidence thoroughly or fairly.  We hoped that CQC would amend the report in light of these clear errors in 

order to provide the reader of the report with a balanced understanding of the quality of care we provide.  

Unfortunately, CQC have failed to do this.  

We were provided with the ability to challenge the factual accuracy of the report. However, our challenges have 

been paid only lip service in the published report. 

Having read the final report we are shocked to see that it still contains a number of inaccuracies and fails to present 

a balanced account of the quality of care we provide.  A fundamental flaw in CQC’s decision-making process to 

publish the report relies on an over-reliance on unsubstantiated third-party opinions communicated to it.  This 

naturally puts our service on the back foot given that all of our patients are detained under the Mental Health Act, 

and the relevance and factual accuracy of such feedback from the patients themselves and/or their families cannot 

readily be taken at face value at all times. CQC sought to make judgements on the basis of negative opinions being 

raised to them despite overwhelmingly positive evidence which challenges these assertions.  

The conclusions reached by CQC are ones that we feel no reasonably independent person would conclude when the 

evidence we have submitted is properly considered.  The resulting quality of the report is deeply disturbing and we 

are very disappointed that the CQC would release into the public domain something that they know is unreliable and 

blatantly one-sided and clearly prejudicial.  The CQC’s decision to publish the report has us question whether the 

CQC have the capacity to fairly inspect our service. 

Whilst we have a legal obligation to display our inspection report and our rating, we felt it very important to provide 

readers with the full context on this matter.  ASC Healthcare Limited rejects this inspection report and its findings.  

The approach of the CQC has resulted in the publication of a misleading and unreasonable report.  It is not reflective 

of the care that we provide at The Breightmet Centre for Autism.  

In a Tribunal Procedure heard before Judge Sinclair in the case of ASC Healthcare Ltd v CQC on October 28/29 2019, 

the Tribunal found in ASC‘s favour on both appeals against de-registration of its service.  The Tribunal was 

particularly scathing of the Inspections Manager‘s attempts to explain why she chose not to engage with ASC staff, 

noting that it “smacked of unfairness; a breach of one of the very basic principles of natural justice: audi 

alteram  partem, or hear the other side“. Furthermore, the Tribunal found that the Interim Head of Hospitals 

Inspections for our service at the time, now Head of Hospital Inspections, was “disingenuous“ in his key arguments 

and that the CQC had been “unfair“ in its tactics to rush through Notices of Decision without giving ASC due time to 

respond and indeed “studiously ignored senior members of ASC‘s staff“ throughout the inspection. 

We reject the inadequate ratings awarded to us by CQC in the inspection report.  We provide a good service at The 

Breightmet Centre for Autism. 

We remain committed to and focussed on providing high quality care to the patients that live at The Breightmet 

Centre for Autism. 

Prior to the issue of the Inspection Report, ASC was served with a number of Warning Notices, requiring actions to 

be taken and embedded by 30 June 2022.  A series of action plans were prepared and the actions implemented by 

the deadline, but CQC have not revisited the hospital to review the effectiveness of those actions.  ASC has shared 
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the action plans and outcomes with its host commissioner, who, in turn, has shared them with each commissioner 

with a patient at the hospital.  ASC has received the ongoing support of NHSE via an Enhanced Quality Assurance and 

Improvement Board, which has met monthly since May 2022 and is attended by the CQC, our host commissioner 

and placing commissioners.   

Please find below a copy of the key assertions made within the report followed by our responses to the same.  We 

trust that any reader of the CQC’s report will agree with us that the conclusions reached within that report lack the 

evidence in support to enable the CQC to reach those conclusions. 

If you have any questions about the report, then please feel free to contact Arthur Todd, Hospital Manager on 01204 

524552 and arthur.todd@aschealthcare.co.uk or Kimberly Ames, Executive Director of Clinical Services & 

Governance on 01204 524552 and kimberly.ames@aschealthcare.co.uk. 
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CQC Assertion in Report Our Position 

Five of six families described staff 
as being defensive and they were 
made to feel unwelcome on the 
wards. 

This is a perception of a defensive attitude by staff, but any 
such perception is likely as a result of the challenges of 
working in the Hospital.  There are 18 patients in the Hospital. 
Five of 18 is not a representative sample.  
 
 In respect of relatives feeling unwelcome on the wards 
anyone who viewed their loved ones in such an environment 
where several staff per person are observing them and where 
other service users may often be acting aggressively on the 
wards, it is not surprising that certain visitors may not view 
such an environment as welcoming.  We provide visitors to 
the service access to the family room so as not to impact 
upon the provision of care to other patients in wards. For 
CQC and commissioners who have responsibility for multiple 
patients we provide access to wards.  It is unfair to place such 
an unrealistic ambition on our service as we are a specialist 
treatment centre with the primary goal being to support our 
patients to successfully discharge from our Hospital. Holding 
us to the same standards that one would expect of a non-
specialist provision is wrong.  
 

Visiting professionals and four 
commissioners also described the 
staff as defensive when issues 
were raised. 

We responded to this point and these are subjective 
opinions.  To the extent we can respond, we may have been 
defensive on occasion with good reason. For example, 
standing by our approach in any given scenario. This 
statement again is a sweeping one without any evidence in 
support. The comments with regard to defensiveness 
displayed by our staff is subjective and needs to be 
substantiated with evidence and concrete examples.  
 

Two families said that staff, ‘have 
no understanding of autism’ and 
that the quality of care was 
‘atrocious’ or ‘very poor’. 

All staff are trained in autism and how to handle autistic 
patients. We do not agree that this comment should have 
been included in the report.  An understanding of autism is a 
broad topic and the ability to communicate an understanding 
by a member of staff does not prove a lack of understanding. 
It was noted that some of the inspectors had no prior 
experience of inspecting autistic care facilities, an observation 
which we feel has equal relevance.  
 
The description on the quality of care by two families would 
appear to coincide with the number of families who preferred 
their loved ones be cared for outside of our service through 
personal preference not as a result of the care provided.  The 
descriptions of the quality of care are exaggerated.  We 
supplied a sample of compliments received which presents 
the picture of a good quality service. 
 

Three families raised concerns 
about the lack of ethnic diversity 
of staff because of how this 
impacted on communication. 
Many staff spoke English as a 
second language. Families said 
their relatives struggled to 

Ethnic diversity has nothing to do with the way in which 
someone communicates.  We raised the comment not being 
in line with equality legislation with CQC and how the 
inclusion of such a comment is likely to be discriminatory 
against staff with a protected characteristic, their race.  CQC 
included this comment in the report despite the offence such 
a comment, which is completely unrelated to someone being 
able to understand someone, is likely to cause.  
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understand what staff were 
saying. 
 

Lack of therapeutic activities on 
the ward 

There are therapeutic activities on offer on the wards. 
Patients choose to engage with these activities or not. They 
are encouraged to engage where possible, but it cannot be 
mandated that people engage with any activity.  Whilst the 
majority of activities are carried on outside of the ward owing 
to the makeup of the Hospital and the model of care we 
offer, being one that encourages community interaction 
where possible, the negative comment about the offering of 
activities is a misplaced observation when considering our 
model of care.  
 

One family said their relative was 
desperate to get out of the 
service 

It is our ambition for patients to discharge safely out of the 
service into the community.  Our model is discharge-focussed 
with all actions being in place to lead to the successful 
discharge of patients at the service. Timing of such discharge 
is clinically led and not down to the wish of the patient. To 
report such a comment is another example of negative 
reporting. Most patients want to leave hospital at some stage 
of their stay, often before the medical staff is in agreement.   
 

Unsafe wards owing to staff not 
meeting infection control 
precautions 

Our wards are safe.  Staff in the main do wear masks as 
necessary, are bare below the elbow, social distance and 
adhere to infection control precautions.  Variable compliance 
of correct mask wearing does not mean that wards are not 
safe.  Managers adopt a zero-tolerance policy to meeting 
such precautions. No reasonable person would conclude that 
our wards are unsafe on this basis. The CQC inspection team 
did not wear their masks in the meetings with ASC 
management throughout the hospital visits, leading to a 
conclusion of double standards.  
 

Clinic rooms were missing some 
expected items 

The clinic room was properly equipped.  All items CQC 
thought should have been included in the clinic room were 
located elsewhere within the Hospital. We believe the 
expectation is not for the CQC to call but it is our own and 
what is in line with the service we offer to our patients. These 
were contained within the doctor’s office with good reason. 
CQC failed to remove the errant information in the report.  
 

Lack of nursing staff required to 
keep patients safe 

We had nursing staff in line with industry standards.  There 
have been occasions where owing to staff availability we 
were only able to staff the Hospital with one nurse instead of 
two, but this was an exception rather than the rule.  To 
address this issue at nights having two nurses on duty, we 
employed a 0.5 FTE nurse to provide additional oversight. 
 
The availability of nurses which is known to be a challenge 
across the sector is one that must be considered.  The focus 
should be on our safety record not on opinions on safety 
which are unreliable.  Safe staffing is an issue which is not 
one which can be objectively determined.  The safety of the 
service is determined by much more than the numbers of 
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nurses.  The comment is widely drawn and is wrong. We are a 
safe service.  
 

Reliance on own agency and bank 
staff to meet patients’ needs 

We do rely on our own agency and bank staff to meet 
patients’ needs.  This is not negative, given that many of our 
patients require intense levels of observation but rather it is a 
testament to our ability to use this flexible staffing model to 
ensure that we can respond quickly to changing demands to 
have enough staff to meet such requirements.  The use of our 
own agency and bank staff is a consequence of the 
preferences of our workforce. There are enough people in 
management and senior level positions to provide adequate 
oversight of staff practice at the Hospital. 
 

Staff told us that there were not 
enough qualified nurses to 
manage patient care when 
completing other administrative 
duties. 

Staff are likely to always be of the opinion that more nurses 
will be better.  This is not supported by our own opinion. We 
are keen to empower support staff to act in line with care 
plans, which have had the input of clinical experts, to enable 
staff to conduct caring tasks in the best possible manner.  
 

Complaints that some agency 
staff had fallen asleep while on 
patient observations and that 
they did not wear masks on 
shifts. 

We clearly communicated our own findings where we had 
addressed this issue extensively at the Board level earlier this 
year, but this was not included in the report. This included 
reviewing the accuracy of the complaint and escalating such 
concerns through our HR performance management 
procedures.  It would only be fair for our approach and 
subsequent actions to be recorded in the report, but it was 
not included.  
 

Low proportion of permanent 
staff in workforce 

We explained that we consider bank and our own agency 
staff effectively as permanent staff and as such those staff 
covered 83%, 91% and 94% of day shifts and 94%, 99% and 
98% of all night shifts in the relevant period.  This directly 
contradicts CQC’s assertion.  They are wrong. 
 

Agency and bank staff failing to 
attend shifts 

Unexpected staff absences is one that is addressed by our 
policy of observing safe staffing levels at the service.  
Alternative arrangements are made if a staff member fails to 
attend a shift to mitigate against the impact. 
 

One staff member described how 
they had been left to observe a 
patient when there was not 
enough staff to meet the 
prescribed observations levels.  
 

The suggestion that this staff member was alone given the 
observation levels of patients throughout the Hospital is 
unlikely.  Colleagues would have been available in close 
proximity to provide additional support as required.  This is a 
comment from one staff member out of a very large team. 

High turnover rates of staff This is not an issue which is unique to us it is a sector-wide 
issue.  The retention of staff is a continual challenge given the 
challenging nature of the care that we provide to patients, 
but we are managing this through a range of incentives. 
 

Van drives for patients couldn’t 
always be accommodated 

We have two vans and we will accommodate patients as best 
we can.  With 18 patients it is understandable that we cannot 
accommodate everyone all of the time.  The negative 
inference is unfair and our response to this concern was not 
included in the report. 
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On-call arrangements did not 
enable staff to maintain a good 
work life balance. 

On-call arrangements were in place as a result of the 
challenges of staffing the service.  We doubt many in the 
sector would conclude that they are able to maintain a good 
work life balance when set against staffing challenges.  Simply 
making statements without providing context is misleading. 
 

Lack of full complement of 
multidisciplinary team 

Staffing challenges extended also to experts that form the 
multidisciplinary team.  This is applicable for all disciplines in 
particular: Psychiatry, Psychology, Occupational Therapy, 
Speech and Language Therapy.  There is no requirement to 
have input from each and every discipline all of the time but 
to the extent that there were gaps in expertise in the MDT we 
retained expertise which could provide input across all 
disciplines at all times.  
 

Poor quality of mandatory 
training and induction to meet 
patients’ needs 

The autism training and induction that we had in place was 
sufficient to provide staff with a good understanding of what 
would be required of them in their roles.  CQC took the 
training slides that accompanied our training to encompass 
the full extent of training offered.  They were not.  Much 
training also that occurs on-the-job is ignored in the report.   
 
Further the standard of training for autism expected by CQC 
was signed into law after the inspection but CQC maintain still 
that we should have been following this standard when we 
were following the specialist training we had developed at 
the time of the inspection.  CQC are placing unrealistic 
expectations upon us.  The training in place was sufficient to 
meet patients’ needs. 
 

Lack of records of completion of 
Mental Capacity Act training 

Mental Capacity Act training was on offer at the time of the 
inspection and it continues to be. There were records of 
mental capacity act training that had been completed. 
 

Limited ongoing review and 
discussion of risk 

We often review and discuss risks within the service. CQC 
acknowledges that we assessed risks well. That can only be 
the case if we understand the risks posed to people.  
 

They did not achieve the right 
balance between maintaining 
safety and providing the least 
restrictive environment possible 
to support peoples’ recovery. 

We were achieving the right balance for the patients at our 
service.  CQC would like to see information and action in the 
manner in which it would like to see it. For example, despite 
acknowledging that the service had worked to reduce 
restraint- the ultimate aim of a restrictive interventions 
reduction programme- CQC nevertheless would have liked to 
have seen such a programme.  We are an outcomes-focused 
provider and we care deeply about achieving those 
outcomes.  They may not always be documented in the 
manner in which CQC prefers but that is not our priority. Our 
priority is providing good care to our patients. 
 

Staff did attempt to avoid using 
restraint and seclusion by using 
de-escalation techniques but 
moved quickly to restraint on 
occasions 

CQC viewed some CCTV footage of incidents, but that footage 
does not necessarily show the full extent of each incident. 
Any conclusion as to the speed at which restraint has been 
actioned is not reliable. Further at times patients present 
risks without notice. On those occasions risks must be 
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assessed immediately and responded to at the same time in 
order to maintain safety.  Staff did not move quickly to 
restraint because that is against our model of care which is to 
use restraint as a last resort.  Further seclusion does not form 
part our model of care. 
 

Limited planning and discussion 
to review and reduce risks 

This is wrong.  Meetings occur regularly with care staff and 
the MDT to discuss each patient and to manage their 
presenting risks. These are documented. 
 

Breaks for staff observing 
patients not in line with 
recommendations 

We follow recognised guidance where possible, but we must, 
as the guidance itself states, make our own decisions based 
on our own staffing/patient circumstances.  CQC’s overly rigid 
approach to interpreting guidance fails to consider the 
staffing challenges aforementioned.  We consider those 
staffing challenges when planning breaks for staff.  There 
remains staff on hand to offer relief from observation duties 
as required throughout the day. 
 

Failure to fully document use of 
restrictive interventions. 

We had a culture of reviewing restrictive practices at our 
service.  There is no suggestion that any of the practices that 
were in place should not have been in place to address 
known risks in our service. 
 

Restriction of visits to wards We provide visitors to the service access to the family room 
so as not to impact upon the provision of care to other 
patients in wards. For CQC and commissioners who have 
responsibility for multiple patients we provide access to 
wards. 
 

Staff did not keep clear records 
and follow best practice 
guidelines when patients were 
placed in de-facto seclusion. 

Seclusion does not form our model of care, as such the 
comment regarding records is irrelevant. CQC witnessed one 
incident which went against what could reasonably be 
expected of that member of staff.  This was explained in clear 
terms to the inspection team and ignored by CQC in the 
report, demonstrating an unfair and unbalanced reporting of 
evidence.  
 

Lack of safeguarding culture 
proven by allegations made 
against the service 

The very nature of our service means that it is more open to 
allegations of abuse.  An allegation does not prove that a 
culture of properly safeguarding patients was not in place at 
our service.  We are acutely aware of the importance of 
educating staff on how best to protect patients from abuse 
and escalate concerns and we actively do so. 
 

Lack of access to information 
regarding patients 

Records were being audited at the time of the inspection 
which meant that paper files were gathered to be audited.  
Upon the conclusion of the audit files had been returned to 
respective wards.  This was explained to CQC and has been 
ignored in the report. 
 

Commissioners said that when 
patients transferred to a new 
service, there were delays in staff 
accessing their records and 
sharing information. 

There is no space in the report for us to respond with our 
opinion in respect of delays.  Commissioners’ opinions are 
accepted as fact without further scrutiny or the ability for our 
opinion to be reflected in the report.  This is not a balanced 
comment and it is prejudicial to us.  Yes, we were offered the 
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right to respond but our comments were not included in the 
report. 
 

Staff did not follow systems and 
processes to administer 
medicines safely. 

We clarified the incident referred to in the report which 
related to a disgruntled member of staff who resigned 
following the inspection.  It is unfair to tarnish our reputation 
on the actions of one disgruntled (now former) employee. 
 

Failure to share lessons learned 
with wider service 

Lessons learned were shared with the MDT, nurses and ward 
staff.  This information is shared in handover meetings which 
is cascaded through the staff team. 
 

Not reviewing information from a 
patient perspective 

We view all information from the perspective of how we as 
an organisation can best support patients.  This is a matter of 
interpretation and CQC chose to negatively interpret records 
held. 
 

Reference to a failure to update a 
patient’s physical health care 
plan 

A failure to update a record when a patient is being properly 
cared for is noted. This was a minor failing. Our focus is on 
managing harm and the risk of harm. 
 

Reference to unfinished draft 
documents for unnamed patients 

These documents were in draft and not in use in the 
management of patients’ care. 
 

Lack of family involvement in care This another sweeping comment of negativity which pays no 
regard for the significant positive experience of many families 
who interact with ASC. We endeavour to include families in 
the planning of care for their loved ones by regularly updating 
them on care arrangements, inviting their comment and 
inviting them to attend meetings to discuss care 
arrangements.  We are faced however with families who have 
a limited desire to engage with us at the service by virtue of 
the challenging circumstances under which their loved ones 
are placed with us. It is highly unlikely that when a family 
member is asked about involvement in care that they would 
actively speak about their unwillingness to engage with us at 
the service.  We facilitate family involvement in care 
planning, but we cannot force engagement against families’ 
wills.  
 

Lack of engagement with patients We do not operate a one-size-fits-all approach to interactions 
between staff and patients.  There may be occasions where 
patients require less stimulation and interaction, and this will 
be facilitated by staff.  Indeed, excessive engagement can at 
times be detrimental to achieving the best outcome for 
patients.  The right to be cared for in the manner that each 
patient prefers is one that we adhere to as a service. 
 

Lack of prior experience of staff 
working with autistic people 

There is no requirement for staff to prove that they have 
worked with autistic people in order to work with autistic 
people.  What we require is a willingness of staff to learn 
what it takes to work with autistic people.  We provide staff 
with training at a standard that we deem to be sufficient to 
enable staff to understand what it takes to look after not just 
autistic people as a category of people but more specifically 
the patients in our service. 
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Failure by management to 
prevent staff from not wearing 
masks correctly 

This is unfair.  Managers had educated staff on why masks 
were required, provided training on the topic, talked staff 
through all aspects of managing risks and infection control 
both to patients and themselves.  Concern notes were 
introduced which was a tool to stress the importance of good 
mask wearing.  This was effectively a way to discipline poor 
mask wearing practice. Management continues to stress the 
importance of good mask wearing on a daily basis with staff 
and if poor practice is observed this would be a final warning 
offence after which staff would be at risk of losing their 
employment.  This demonstrates good management practice, 
yet CQC do not include reference to this in the report. The 
inspection teams’ ambivalent approach to wearing their own 
masks on our premises should be reiterated.  
 

Lack of effective working 
relationships with staff that 
provide aftercare 

We have effective working relationships with aftercare 
services and we work with those services in line with patients’ 
needs.  
 

Not always a good working 
relationship with external 
organisations 

We consider that we have good working relationships with 
external organisations.  We operate in a challenging area of 
care for stakeholders in our specialised facility – the ASC 
team, commissioners, patients and their families. There is 
likely going to be some degree of professional challenge but 
that does not mean that the working relationship with 
external organisations is not always good.  
 

Poor documentation and lack of 
assessments and formulations 
completed 

Our documentation is of a good standard.  Assessments and 
formulations are complete.  This is a matter of opinion and 
may have been borne out from the short periods of time 
when the MDT was not fully constituted.  Nevertheless, we 
retain the ability to provide sufficient documentation to 
document our patients’ presentation.  
 

One commissioner said that they 
only used the service as a last 
resort, and another said they 
would not use the service even 
then. 

We are a provider of last resort and we proudly wear that 
badge. When people arrive at our service they are in crisis 
and are placed with the service in order to be cared for safely 
and hopefully to chart a path away from the service.  The 
commissioners’ opinions are unhelpful and demonstrate a 
failure to understand the challenging area in which we 
operate.  If the commissioner holds such a negative opinion 
on our service, they clearly are opposed to its operation 
which is a more fundamental opposition to the care that we 
provide. Their opinion on the value our service delivers clouds 
their judgement in respect of the quality of our service. In 
contrast, many commissioners clearly value our service and 
have done over the past decade of operation.  

Failure to evidence discussion 
regarding medicines 

MDT review patients’ medications daily and in daily morning 
review meetings.  Importantly the use of medication at the 
service: PRN and Intramuscular injections was very low. 
 

Staff reliance on memories in 
MDT team meeting 

The laptop battery ran out that was being used to review 
information during the meeting.  Staff then commented from 
memory any issues that related to each patient.  This 
demonstrates that our staff are invested and knowledgeable 
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about the care needs of patients.  This is further evidence of 
incomplete and biased criticism.  
 

Lack of future planning in MDT 
meetings 

Patients’ conditions were stabilised at the time of the 
inspection.  Incidents had reduced significantly across the 
service and the service was waiting on community teams to 
find placements for those suitable for discharge. As such 
future planning was rather straightforward in that upon the 
sourcing of a placement for patients to move from the service 
they would move. 
 

Failure to treat patients and 
families well or kindly 

We treat patients and families kindly.  The nature of our 
service is such that it is not always possible to be 
compassionate and kind at all times, so this is an unrealistic 
ambition to place on us.  It is of course our ambition for staff 
to treat all with care but take for example an incident of 
restraint with physical aggression being involved.  No 
assessment of that interaction - no matter how kind the 
intention- is likely to conclude that the interaction was 
compassionate and kind from the patients’ (or family’s) 
perspective.  
 

Failure to encourage 
disinterested patients to interact 
with activities 

We encourage patients to engage subject to their 
preferences.  There are activity planners in the service, but 
we do not dictate to patients what they must do.  We do 
offer a variety of activities.  We enable patients to make their 
own choices in respect of what they do on a daily basis.  
 

Failure to encourage feedback 
from families 

We encourage feedback from families.  We regularly request 
this from families both in formal feedback requests and with 
ongoing dialogue with families. Feedback is requested after 
every visit to the Hospital. This is another case of inaccurate 
reporting where there is a body of evidence which CQC chose 
to ignore.   
 

None of the families had been 
given information about carer’s 
assessments by staff. 

We are not duty bound to inform families of the carer’s 
assessment tool.  This duty is placed on commissioners and 
local authorities.  
 

Not always planning and 
managing patient discharge well 

Discharges by their very nature can be a challenging process 
especially when notice has been served to a commissioner 
who wishes for a patient to remain with us despite it being in 
the best interests of the patient to be discharged to a 
community setting.  The difference in professional opinion 
may result in an experience which is made more difficult 
owing to the personalities involved.  Context needs to be 
provided because in the absence of that, the reader of the 
report is led to assume that negative relationships are a result 
of poor practice by us. 
 
With all discharges there were weekly transition meetings in 
place with the community teams for several weeks prior to 
the discharge and these meetings were attended by the 
Responsible Clinician and they are recorded. 
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Two families brought their own 
meals into the service 

One of the patients had home-cooked food made by a 
member of staff in line with his preferences which we 
accommodated.  The other patient preferred to bring his own 
meals into the service.  For both, we were acting in line with 
patients’ preferences. 
 

Staff did not make sure people 
using the service had access to 
opportunities for education and 
work. 

The mental health of patients is such that engagement with 
work and education is extremely unlikely to prove to be 
successful. This comment demonstrates a misunderstanding 
of the condition of our patient set whilst they are under our 
care.  

Some families also fed back that 
their relatives struggled to 
understand some staff who spoke 
English as a second language. 

There should be no reference to staff who spoke English as a 
second language. It is discriminatory. Furthermore, the 
relatives who fed back to CQC may be importing their own 
bias against understanding communication from staff and not 
necessarily reflecting the views of patients we care for. 
 

Failure to treat concerns and 
complaints seriously 

Complaints are considered seriously within the service, hence 
the investigation that CQC acknowledge. Lessons are learned, 
where possible, following complaints. They are shared with 
the team to encourage the addressing of any issues which 
gave rise to the complaint when the circumstances allow. 
 

Staff failure to understand the 
complaints policy and act on 
them 

The task of handling complaints is delegated to more senior 
staff within the Hospital.  Staff are aware of the need to 
escalate concerns and complaints to senior staff who would 
manage that process correctly. 
 

 

 

 

 


