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Executive Summary 
Since the October 2025 action plan, TLC Rehab has made substantial progress in 
addressing the failings identified in the CQC Inadequate report. Core systems for 
admissions, safeguarding, risk management, governance, policies and staffing are 
now in place and largely functioning as intended. However, there remain some material 
outstanding actions (notably around fire and Legionella risk assessments, some 
training, and documentation consistency) which keep elements of the Safe and Well-
led domains at residual risk. 

 

1. What’s Been Achieved 

Staffing & Training 
• Staff files and recruitment processes have been audited; new starters now have 

full documentation prior to starting work. 

• Supervision and appraisal cycles are embedded via BrightHR, with 100% 
appraisal and 91% supervision compliance reported. 

• All current nurses are medication-competent; other staff have had 
competencies assessed in key areas (safeguarding, admission/discharge, risk 
and care planning). 

• Mandatory training compliance is at 92%; key safety courses such as ILS, MCA 
and Level 3 Safeguarding are mostly complete, with a small number of staff 
outstanding. 

Client Care & Outcomes 
• A stricter admission policy and pre-admission assessment process are in place; 

9 unsuitable referrals have been declined since reopening, reflecting proper 
adherence to inclusion/exclusion criteria. 

• On admission, GP summaries are now routinely obtained before prescribing. 

• All clients now complete a discharge form and a new harm-reduction form; 
aftercare planning has improved, with 9 of 10 completed-treatment clients 
receiving an aftercare planning session. 

• Outcome measurement is in use via KIPU: WHO-5, GAD-7, PHQ-9 and RAS-41 at 
admission and discharge; in the last 5 completers, scores improved in all 
domains. 

• Client feedback is very positive: 8/9 completers submitted feedback, with most 
rating the service “Outstanding” in all or most domains. 
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Safeguarding & Risk Management 
• Safeguarding Adults and Children policies have been refreshed; all permanent 

staff have completed Level 2 training, and senior clinical leaders Level 3 plus 
Designated Safeguarding Lead training. 

• Mixed-sex accommodation and sexual safety risks are now explicitly assessed; 
clients are offered bedroom keys, and new Mixed Sex Accommodation and 
Sexual Safety policies are in place (per the October plan). 

• Since reopening, there have been no safeguarding incidents on site. 

Environment 
• Weekly health & safety, fire, infection control and food safety audits show no 

major concerns. 

• The building is clean and well maintained; maintenance issues are reported via 
an app (COHO). 

• Community meetings have started now that there is a group of clients on site. 

Governance & Policies 
• Daily handover meetings, fortnightly team meetings, weekly SMT meetings and a 

Quality Governance Meeting cycle have been established and minuted. 

• Access Care Compliance audit software has been implemented, with scheduled 
audits, automatic action logging, owners and due dates. 

• Incidents and complaints are now logged in detail on Access Care Compliance; 
11 incidents (mainly minor/documentation) and 4 complaints have been 
handled with appropriate investigation and, where needed, external clinical audit 
and remedial action. 

• Policy coverage has expanded from a limited set to 41 core policies plus 26 
handbook policies; all current policies are stored centrally and on BrightHR for 
staff read-and-sign. 

• A further suite of ~50 Access policies has been purchased to align with the new 
Single Assessment Framework, with a plan to replace and expand current 
policies. 
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2. Key Outstanding Actions 

High-Risk Outstanding Items 
• Fire Risk Assessment – expired. Needs urgent renewal and implementation of 

any recommendations. 

• Legionella Risk Assessment – expired. Water safety assessment and control 
measures must be updated urgently. 

Medium-Risk Outstanding Items 
• Training completion: A small number of staff (including senior staff) still need 

modules such as Information Governance, Conflict Resolution, Physical 
Restraint and Level 3 Safeguarding. 

• Fire Warden coverage: Only named staff are trained as wardens; all nurses 
(including bank) still need training to ensure a warden is present on every shift. 

• Admissions documentation: Audits show some consent forms and treatment 
plans are completed but not signed on admission, and not always followed up. 

• Unplanned discharge planning: 1 of 3 recent unplanned leavers had no 
documented unplanned discharge plan, despite a new process being in place. 

Lower-Risk / Development Items 
• Outcome data completeness: Only 5 of 9 successful completions have full 

pre/post questionnaire data recorded. 

• Evidence of good practice: Management note a need to better capture positive 
case notes, compliments and outcomes for governance assurance. 

• Policy refresh: The new Access policy suite is not yet fully implemented and 
embedded in practice. 
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3. Are There Gaps Beyond the Original Plans? 
Looking across the five key areas: 

• Safe: Strongly improved, but the expired Fire and Legionella risk assessments 
and a handful of training/competency gaps mean this domain still carries 
residual risk until those are resolved. 

• Effective: Clear model of care, better admission control, outcome 
measurement and staff training indicate a much more effective service, with 
relatively minor gaps around documentation and completeness of outcome 
data. 

• Caring: Client feedback (including multiple “Outstanding” ratings) suggests 
caring practice is a strength, supported by improved privacy and respectful 
culture. 

• Responsive: Improved admissions decisions, aftercare planning, community 
meetings and complaints handling show a more responsive service, though 
structured follow-up post-discharge could be strengthened. 

• Well-led: Governance structures, audit systems and policy work are now in 
place and functioning, but they are relatively new and will need consistent use 
over time to demonstrate sustained good leadership. Evidence gathering on 
good practice and full implementation of the new policies are the next steps. 

 

4. Headline Recommendations 
In short, beyond implementing the October plan, the provider should now: 

1. Urgently renew Fire and Legionella risk assessments and act on findings. 

2. Close remaining training and competency gaps, especially Level 3 
safeguarding and Fire Warden coverage. 

3. Enforce the admission checklist so all documents are completed and signed 
on day one. 

4. Strengthen unplanned discharge and aftercare follow-up, including 
structured safety advice and routine post-discharge calls. 

5. Fully embed Access Care Compliance and the new policy suite, with regular 
management review of open actions and staff training on key new policies. 

6. Systematically capture and use positive outcome and feedback data in 
governance, to evidence improvements and support a positive CQC narrative. 
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Below we compare the key actions from the October 2025 CQC action plan (submitted 
after an Inadequate rating) with the current status as of late November 2025. Each 
theme includes completed actions and any outstanding items, with a risk rating for 
each outstanding item. 

 

Staffing 

Completed Actions 
The October plan outlined improvements in recruitment and staff management which 
have largely been implemented. A full audit of staff files was carried out to ensure all 
required documentation (references, ID, qualifications) are on file, and going forward no 
new staff can start until all documents are verified. The Supervision & Appraisal policy 
was reviewed to mandate regular supervision; all staff received an up-to-date 
supervision and have their next one booked. A new Assessing Competency Policy was 
introduced, and all current nursing staff have completed medication competency 
assessments. Other staff (including nurses) had competencies assessed in 
requirements like safeguarding, incident reporting, admissions and discharge, care 
planning, etc.. Training oversight has improved: the Training policy and Induction policy 
were updated, and a Training Matrix was implemented to track course completion. Most 
staff are up to date on mandatory training (92% compliance) and important courses like 
Immediate Life Support and Mental Capacity Act are 81% complete. All permanent staff 
completed Level 2 safeguarding training (Adults and Children) as required, and key staff 
(nurses, RM, NI) completed Level 3 as planned. The management structure has also 
been strengthened – a new Deputy Manager and Lead Nurse have been appointed 
(starting December), and the owners (Jitesh and James) are stepping back from daily 
operations to allow the Registered Manager (Debs, application in progress) and her 
team to lead. Staff morale, which was very low post-inspection, is reportedly improving 
with these changes and the addition of new leadership support. 

  



Page 8 of 38 
 

Outstanding Actions (Staffing) 
A few staffing-related actions remain in progress or need attention. These are listed in 
the table below: 

Outstanding Staffing Action Risk Level 

Complete competency assessments for new 
hires (e.g. new counsellors, bank staff hired post-
inspection) to ensure they meet all role-specific 
competencies. 

Medium – New staff may be 
unsupervised in tasks they are not 
yet proven competent in. 

Ensure 100% completion of mandatory training 
for all staff (e.g. a few staff still need modules like 
Information Governance, Conflict Resolution, 
Physical Restraint). 

Medium – Gaps in mandatory 
training (e.g. safety, governance 
topics) could impact safe and 
effective care. 

Have all relevant staff complete Safeguarding 
Level 3 training (4 staff including senior managers 
are still pending). 

Medium – Managers without 
advanced safeguarding training 
could miss or mishandle complex 
safeguarding issues. 

Provide Fire Warden training to all nursing staff 
(including bank staff) as planned, to ensure a 
trained fire marshal is on-site at all times. 

High – If shifts occur without a 
trained fire warden, the service may 
be unprepared for a fire emergency. 

Continue efforts to improve staff morale and 
retention (e.g. team building, support), especially 
after the stress of the CQC inspection (morale 
improving but “room for improvement” remains). 

Low – Morale issues could 
indirectly affect care quality or staff 
turnover if not addressed, though 
not an immediate safety risk. 
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Client Care 

Completed Actions 
The service has defined a clearer model of care and admissions process. A new Service 
Overview document (“Model of Care”) was created, detailing the detox and rehab 
models, inclusion/exclusion criteria, and the service’s vision and values. An updated 
Admission Policy with a unified inclusion/exclusion criteria were introduced, replacing 
older inconsistent criteria. Staff involved in admissions have read and signed this 
updated policy. The pre-admission assessment form was revised to clearly list inclusion 
and exclusion criteria, ensuring that any exclusion-risk triggers are flagged to a manager 
for a decision. Indeed, under the new criteria, TLC has declined multiple unsuitable 
referrals (9 since reopening) such as those with serious forensic history or high medical 
risk, demonstrating adherence to appropriate admissions criteria. A new “patient flag” 
system in the client database (KIPU) was implemented to alert senior staff if an 
admission assessment raises exclusion criteria risks, improving governance oversight of 
high-risk cases. An Admission Checklist was developed so managers can verify all 
admission documentation is completed, although at the time of the action plan it 
hadn’t been tested due to no new admissions yet. Now that the service has reopened, 
the team is obtaining GP summaries on admission and generally following the new 
admission processes, though audit checks have found some documentation (consent 
forms, treatment plans) occasionally left unsigned – an area to tighten up. The plan’s 
training initiatives for admissions were completed: all staff were assessed as 
competent on the new admission process, and a senior leader held a training session to 
explain the updated criteria and process to the team. Visual aids were also created (an 
Admissions flowchart and a “Client’s Treatment Journey” flowchart from admission to 
discharge) to guide staff in following every step. 

Once in treatment, care planning and outcome measurement have improved. The 
action plan introduced an Outcomes Policy and a new Treatment & Recovery Care 
Plan template with SMART objectives, asking each client to define “what would a 
successful outcome look like” for them. These client-defined goals feed into a new 
Aftercare Plan – upon discharge the client’s goals and desired outcomes pre-populate 
the aftercare form, enabling measurement of progress against initial goals. Staff now 
systematically complete an “Aftercare Plan & Outcomes” form for each client at 
discharge, to document signposting and onward referrals. A new Discharge and 
Aftercare Policy were also created, with a clear process for planned and unplanned 
discharges, accompanied by a discharge planning flowchart (displayed on staff 
noticeboards). All staff have read and signed the new discharge policy, and a “policy 
essentials” one-page summary was provided as a quick reference. The impact of these 
changes is evident: all clients now receive a discharge form outlining follow-up actions, 
and even for unplanned discharges the majority had an unplanned discharge plan in 
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place. (In recent cases, 2 of 3 unplanned leavers had a plan; one did not, classified low 
risk, as the service acknowledges challenges in unplanned discharge planning). 

Crucially, outcome tracking is now in use. Clients are encouraged to attend aftercare 
groups post-discharge, and of those who completed treatment, 90% received a 
comprehensive aftercare planning session with their counsellor (9 out of 10; the one 
exception is being investigated). Quantitative outcome measures have been introduced 
via KIPU: client’s complete well-known questionnaires (WHO-5 Well-being Index, GAD-
7, PHQ-9, and RAS-41 Recovery Assessment) at admission and discharge. So far, 5 of 
the last 9 discharged clients completed both entry and exit questionnaires, and all 
showed improvement across all domains – a positive early indication of 
effectiveness. Qualitative outcomes are also captured: a new section asks clients to 
rate achievement of personal goals, and feedback like “I feel more focused, stronger 
and determined… ready to move forward” has been received from recent graduates. 
Additionally, clients report enjoying their time in treatment – they appreciate the “laid 
back, non-12 step approach” and quality of food, and they form good therapeutic 
relationships with staff. Feedback mechanisms have improved with a formal feedback 
form on service quality given at discharge – 8 of 9 completers returned feedback, with 
the majority rating TLC “Outstanding” in all domains and others rating mostly 
Good/Outstanding. 

Safety and safeguarding within client care have been significantly strengthened. The 
action plan addressed a serious CQC concern about mixed-sex accommodation and 
sexual safety. In response, TLC updated its Environmental Risk Assessment to 
explicitly include risks of mixed gender setting and sexual safety. A Sharing Room Risk 
Assessment form was created to assess any clients who might share rooms, and the 
client consent form was amended to document that the client agrees to room-sharing 
(if applicable). Moreover, all clients are now offered a key to their bedroom upon 
admission so they can lock their doors for privacy and security. The Service User Guide 
was updated to inform clients of this right, and the admission checklist now includes 
confirming a key was offered (and whether accepted). This measure directly improves 
sexual safety (previously, bedroom doors had been left unlocked) and is being 
implemented – the current status confirms each client can lock their room with a key, 
and in practice no clients have requested use of the in-room safes since they control 
access via their keys. In addition, two new policies were developed: a Mixed Sex 
Accommodation Policy and a Sexual Safety Policy, both now available to staff and 
signed as read. Information on sexual safety and any blanket restrictions is also now 
provided to clients (e.g. in the Client Information Pack and posted in communal areas). 
A new comprehensive Risk Management Policy was written to incorporate best 
practices in risk assessment and planning, and staff have read and signed this policy. 
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On the safeguarding front, all relevant policies were revisited. The Safeguarding Adults 
and Safeguarding Children policies were reviewed and re-issued; all staff signed to 
confirm they have read them. Staff training was bolstered: as noted, all permanent staff 
completed at least Level 2 safeguarding training, and clinical leaders completed Level 3 
and specialist “Designated Safeguarding Lead” courses. Handy flowcharts outlining the 
safeguarding referral process and timeframes (for both adult and child safeguarding) 
were created and posted on staff noticeboards. A “Safeguarding Policy Essentials” 
summary was also produced to reinforce key points. Finally, a new safeguarding 
incident flag was added to KIPU – staff can raise an alert to senior management if a 
safeguarding concern arises, ensuring prompt leadership awareness. Since the 
service’s re-opening in September, there have been no on-site safeguarding incidents 
yet, and staff are applying the policies appropriately. (Notably, in the past week a few 
clients with children under 18 were admitted; each was assessed and it was 
documented that no referral was required, showing the process is being followed for 
family-related safeguarding risk). 
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Outstanding Actions (Client Care) 
A few items related to client care processes remain outstanding or need further work: 

Outstanding Client Care Action Risk Level 

Ensure all admission documentation is 
consistently completed and signed. Audits have 
noted some consent forms or treatment plans were 
filled out but not signed on admission. Fully 
implementing the new Admission Checklist as a 
mandatory step for every admission will help close 
this gap. 

Medium – Missing signatures on 
consent or care plan documents 
could lead to legal/ethical issues 
or unclear agreements about 
care. 

Strengthen unplanned discharge planning. While 
a new process exists, one recent unplanned leaver 
had no documented plan. Develop strategies to 
engage such clients (even if low risk) in 
contingency planning early and consider a protocol 
for at least minimal safety measures (e.g. offer 
naloxone, emergency contact info) for any 
unplanned exit. 

Medium – Clients leaving early 
without any plan or advice could 
be at risk (even if assessed “low 
risk,” circumstances can change). 

Improve consistency of outcome measurements 
for all clients. Not all discharged clients 
completed the new outcome questionnaires (only 
5 of 9 did both entry and exit forms). Ensure staff 
administer these tools for every admission and 
discharge, to fully evaluate treatment 
effectiveness. 

Low – Partial data collection limits 
the service’s ability to 
demonstrate effectiveness and 
identify improvements, though it 
doesn’t directly harm clients. 

Follow up on aftercare engagement. Encourage 
or facilitate more clients to attend the aftercare 
group (attendance data is being collected) and 
ensure that 100% of those completing treatment 
have an aftercare planning session (currently 9 of 
10 did). Understand why the one missed session 
happened (“Christeana did not – investigate why”) 
and prevent future omissions. 

Low – Aftercare is important for 
recovery maintenance; missing it 
may reduce a client’s support 
post-discharge, though the 
immediate risk is low if they have 
other support. 

Address minor medication documentation 
errors. Six incident reports since re-opening were 
related to medication errors, albeit documentation 

Low – Documentation errors 
haven’t caused harm yet, but any 
medication error has the potential 
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Outstanding Client Care Action Risk Level 

issues with no harm. Staff find the electronic KIPU 
medication module challenging. Additional training 
or system improvements may be needed to prevent 
near-miss errors from converting into actual risks. 

to affect client safety if not 
corrected. 
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Governance & Leadership 

Completed Actions 
The governance framework and leadership oversight have been markedly improved 
since the inspection. A new Governance Policy clearly defines leadership roles and 
responsibilities, including naming a Designated Safeguarding Lead at the senior level. 
Regular management forums are now in place: for example, daily weekday morning 
meetings occur with records kept, monthly team meetings are happening twice a 
month, and the Senior Management Team (SMT) meets weekly with minutes recorded. A 
formal Quality Governance Meeting was initiated (one took place last week of 
November) with the intention to make this a recurring forum; an external consultant 
(Daniel) is guiding the agenda to align with best practices. 

Crucially, audit and quality assurance systems have been upgraded. The service 
implemented Access Care Compliance software to manage audits and track resulting 
actions. This system schedules audits (weekly, monthly, quarterly) across domains like 
governance, environment, and client care, and requires that any negative audit finding is 
logged with a corresponding action, owner, and due date. Actions are compiled into an 
electronic action plan visible to relevant staff, ensuring accountability for closing the 
loop on issues. This is a significant improvement in proactive governance and 
continuous improvement. 

Incidents and complaints processes, previously lacking rigor, have been overhauled. 
The Incident Reporting and Complaints policies were both comprehensively reviewed 
and updated shortly after the inspection. New “Investigation and Onward Action” forms 
were introduced for both incidents and complaints to ensure thorough documentation 
of investigations, outcomes, and lessons learned. Logging has moved from ad-hoc 
spreadsheets to the structured Access system: since August 2025, all incidents and 
complaints are recorded in Access Care Compliance for better governance and 
analysis. Visual flowcharts summarising how to report and respond to incidents and 
complaints were created and posted in staff areas, so staff can easily follow correct 
procedures and timelines. A retrospective 3-month review of past incidents was 
conducted by senior leaders (at a quarterly governance meeting) to identify any missed 
issues or trends. Also, “Policy Essentials” quick-reference sheets for incident reporting 
and complaints were made to reinforce key policy points. These efforts have paid off: in 
the current period, 11 incidents have been logged (mostly minor issues such as 
documentation errors and near-misses, plus two small falls), demonstrating that staff 
are now actively reporting incidents. Investigations and outcomes are being 
documented – for example, of four new complaints received since reopening, one was 
complex enough to merit an external clinical auditor’s review (demonstrating 
transparency), one was upheld and led to an apology and partial refund to the client, 
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one was partially upheld with remedial action (free aftercare sessions) offered to the 
client, and one was not pursued by the complainant after an initial verbal report. This 
shows a much more responsive and learning-oriented approach to complaints, with 
appropriate redress and external input where needed. Likewise, compliments are now 
formally recorded – 10 client compliments have been logged as case notes (in addition 
to positive comments clients write in their daily journals). This balance of complaints 
and compliments tracking indicates a more open culture where all feedback is valued. 

Additionally, the leadership changes mentioned earlier (new roles, owners stepping 
back) are part of strengthening governance and oversight. Debs (the acting manager) 
has earned the team’s trust and is focusing on clinical leadership, while the owners 
relinquishing day-to-day control should empower the on-site management team to be 
more decisive and aligned with regulatory expectations. A planned benefit of these 
changes is reducing confusion in decision-making and improving staff morale (as staff 
feel supported by consistent leadership). 

  



Page 16 of 38 
 

Outstanding Actions (Governance) 
Several governance and leadership items remain in progress or warrant further 
improvement: 

Outstanding Governance Action Risk Level 

Complete integration of the new audit/action 
system. The Access Care Compliance tool has 
been launched with audits scheduled, but it’s 
newly implemented. The team must ensure all 
identified actions are followed through and the 
system is used consistently (e.g. check that staff 
timely address actions flagged by audits or 
incidents). 

Low – Without diligent follow-up, 
even a good system won’t prevent 
issues; however, the risk is 
mitigated by the system’s visibility 
of actions. 

Improve evidence gathering of good practice. 
Management noted that staff are not systematically 
collecting evidence of their good work (e.g. 
documenting positive outcomes, compliments in a 
formal way). They’ve started a process (support 
staff scanning client diary sheets for review) but 
need a better mechanism to capture and celebrate 
successes. 

Low – Lack of positive evidence 
doesn’t directly harm clients, but 
it can hamper reflective practice 
and make it harder to 
demonstrate quality to regulators 
(affecting the “well-led” 
impression). 

Complete external review of a pending 
complaint. One complaint from a February client 
was reopened and referred for external clinical 
audit review. The outcome of this review should be 
obtained and any recommendations or identified 
care issues should be acted upon. 

Medium – If the external audit 
finds a clinical error or issue, it 
could indicate an unresolved risk 
to care quality that needs 
addressing; timely resolution is 
important for duty of candour and 
learning. 

Solidify leadership arrangements with CQC. 
Debs are in the process of registering as the CQC 
Registered Manager. Ensuring this registration is 
completed promptly will solidify the leadership 
legally. Additionally, since Debs will work mainly 
from home, clear communication and oversight 
protocols (which daily meetings help with) should 
continue to be monitored for effectiveness. 

Low – Operating without a 
formally registered manager can 
draw regulatory concern; 
however, the application is 
underway and interim cover is in 
place, so immediate risk is low. 
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Outstanding Governance Action Risk Level 

Continue monitoring staff morale and culture. 
While morale has improved, leadership should 
continue engaging with staff to sustain a positive 
culture of openness and improvement. This 
includes responding to any new concerns quickly, 
maintaining transparency, and recognising staff 
contributions. (This is an ongoing effort, not a one-
time action.) 

Low – A dip in morale could 
indirectly affect care (through 
staff performance or turnover), so 
it’s a leadership responsibility to 
maintain. 
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Environment 

Completed Actions 
The physical environment and safety checks have seen improvements, partly through 
actions in the risk management plan and partly through ongoing routines. As noted, 
mixed-sex accommodation risks are now formally assessed (via updated risk 
assessments and policy) and mitigated by offering room keys to all clients. The facility is 
generally well maintained, clean, and tidy; regular cleaners come thrice weekly, and 
laundry is handled by an external service, ensuring hygiene standards are kept up. A 
maintenance reporting system (the COHO app) is in place for staff to log any defects 
with photos, which the facilities director addresses promptly. 

Routine health and safety audits are conducted weekly, and the current records show 
no major concerns identified in general H&S inspections. Fire safety drills are being 
held weekly by Kim (the Health & Safety lead), with audits showing no significant issues 
noted. Infection control audits are also done weekly and have raised no concerns. 
Food safety is actively managed: kitchen logs and audits are maintained by staff (Kim 
and Arwa), and to date no major food safety issues have been found. These regular 
checks indicate a proactive approach to maintaining a safe environment. 

The action plan’s requirement for specific risk assessments has been met in most 
areas. The site has up-to-date risk assessments or safety certificates for Portable 
Appliance Testing (PAT) of electrical equipment, Gas Safety (boiler/gas appliances), 
Electrical Installation Condition Report (EICR) for the building’s wiring, and a Ligature 
Risk Assessment to mitigate self-harm risks in the physical environment. A 
comprehensive General Health & Safety Environmental Risk Assessment was 
completed (and updated to include the mixed-gender risks as mentioned). 

Furthermore, client community meetings have been introduced to enhance the 
environment and responsiveness. While not a physical change, these meetings allow 
clients to voice any environmental or daily living concerns. Initially, with very low client 
numbers post-reopening, formal community meetings weren’t held (staff instead 
handled issues one-to-one). But as the census grew in recent weeks, TLC has instituted 
weekly community meetings; one has been held in the last two weeks now that a 
“group” of clients is present. This helps ensure the living environment (meal planning, 
house rules, etc.) is agreeable to clients and that any minor issues (e.g. comfort, 
routine) are caught early. 
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Outstanding Actions (Environment) 
The main environmental safety issues that remain outstanding relate to periodic risk 
assessment updates: 

Outstanding Environment Action Risk Level 

Renew the Fire Risk Assessment. The facility’s 
formal Fire Risk Assessment is currently expired. 
This needs urgent updating by a competent 
person, and any recommendations from that 
assessment should be implemented promptly. 

High – A lapse in fire risk 
assessment is serious; unidentified 
fire safety issues could put clients 
and staff at immediate risk in the 
event of a fire. 

Renew the Legionella (Water Safety) Risk 
Assessment. The Legionella prevention risk 
assessment is expired as well. Water systems 
should be tested and assessed to prevent 
Legionella growth, and controls (flushing 
regimes, water temp checks) verified. 

High – Legionella bacteria in water 
systems can cause severe illness; 
an out-of-date assessment means 
potential water hygiene risks might 
go unmitigated. 

Ensure all required environmental checks stay 
up to date. Going forward, implement a tracker 
or schedule so that no certifications (fire, water, 
etc.) lapse. The new audit system can include 
alerts for expiring safety checks. (Most other 
checks are current as noted.) 

Medium – While other safety certs 
are current, a process is needed to 
prevent any future gaps. The risk is 
moderate if one slips through, 
depending on the area (fire and 
water are the ones currently 
slipped). 
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Policies & Procedures 

Completed Actions 
A wide array of policies and procedures were either created new or updated in the 
October action plan, addressing the CQC’s findings that many policies were lacking or 
not followed. Key clinical and operational policies put in place include: the Model of 
Care/Service Overview document (defining the service model), a new Admission Policy 
with clear inclusion/exclusion criteria, a combined Treatment & Recovery Care Plan and 
Outcomes policy/framework, a new Discharge and Aftercare Policy, a new Risk 
Management Policy for client risk assessments, the Mixed Sex Accommodation Policy 
and Sexual Safety Policy, and revised Safeguarding Adults and Safeguarding Children 
policies. Additionally, governance-related policies like Incident Reporting and 
Complaints Handling were fully reviewed and enhanced as described earlier. In total, by 
October the provider had compiled 41 core policies (with 26 more in a staff handbook 
addendum) covering required areas – a significant increase to cover gaps such as 
Duty of Candour, Whistleblowing, Equality & Diversity, etc., that might have been 
missing before. 

To ensure these procedures aren’t just on paper but actually used, TLC established a 
new policy management system. All current policies are now accessible to staff in two 
places: (1) a shared network drive where staff can read and even comment/suggest 
changes, and (2) the BrightHR platform where each policy is uploaded as PDF and staff 
are required to ‘Read and Sign’ acknowledgment. This dual approach ensures easy 
access and a traceable record of who has read each policy. By late November, the 
service reports high compliance with policy read receipts (the exact percentage is 
tracked in BrightHR). The action plan also introduced “Policy Essentials” one-page 
summaries for several critical policies (e.g. Admissions, Safeguarding, Discharge, 
Incidents) to reinforce key points, which staff have found useful. 
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Outstanding Actions (Policies & Procedures) 
While the current set of policies addresses the immediate concerns, the company is 
already moving to further bolster their policy framework, especially in light of new CQC 
standards: 

Outstanding Policy/Procedure Action Risk Level 

Implement the new suite of policies 
aligned to CQC’s Single Assessment 
Framework. The service has purchased a 
comprehensive set of ~50 policy templates 
from an external provider (Access) that cover 
areas TLC might lack and update others to 
latest best practice. Management intends to 
replace many existing policies with these and 
add the new ones, customising them to TLC 
as needed. This roll-out (and staff training on 
the new policies) is pending. 

Medium – In the interim, TLC’s current 
policies are in place, but not all may 
reflect the most up-to-date guidance. 
Adopting the new policies will 
strengthen compliance. Delay in 
implementation could mean some less-
covered topics (those 50 new policies) 
remain gaps. 

Ensure staff thoroughly digest changes in 
new policies. With a large number of 
new/updated policies to be introduced, 
simply uploading them for read/sign may not 
be enough. A plan for briefing staff on key 
changes or conducting training on critical 
new procedures is needed so that policies 
aren’t just “read” but understood and put into 
practice. 

Low – The volume of new information 
could overwhelm staff, so mitigating 
this with proper training will ensure 
policies truly guide practice (addressing 
the spirit of “effective” and “well-led” 
domains). 

Maintain high policy compliance and 
regular review. Once the new policies are 
live, set a schedule for periodic review (at 
least annually or as regulations change) and 
continue to use the system of read receipts 
for any updates. Also, encourage staff 
feedback on policies via the shared drive to 
keep them dynamic and applicable. (This is a 
continuous improvement item.) 

Low – With the systems in place, the 
risk is low, but complacency in updating 
policies could in the long-term lead to 
drift from best practice. Regular 
governance oversight should prevent 
that. 
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Evaluation Against CQC Requirements 
The five CQC Requirements – Safe, Effective, Caring, Responsive, and Well-led – 
provide a framework to assess whether TLC’s current approach addresses all critical 
aspects of service quality. Below is an evaluation of how well the recent actions and 
current position cover these areas, including any gaps that still need attention: 

Safe 
The service has made significant strides in safety. The improvements in safeguarding 
training and protocols ensure staff are better equipped to identify and act on 
safeguarding concerns (e.g. clear pathways, designated lead, referral flag system). Risk 
management of clients has been bolstered by new policies (mixed-sex 
accommodation, sexual safety) and practical measures like offering bedroom door keys 
to clients, which directly improve client security and dignity. Incident reporting has 
improved, with staff now recording even minor incidents or near misses, reflecting a 
more transparent safety culture. However, a few safety issues need ongoing attention: 
the expired Fire and Legionella risk assessments indicate some slippage in 
environmental safety oversight – this could undermine the “Safe” domain if not urgently 
corrected. Also, not all staff have completed advanced safeguarding (Level 3) training 
yet, which is important for ensuring more complex or leadership decisions around 
safety are well-informed. The medication errors being primarily documentation issues 
suggests there’s monitoring in place and no actual harm occurred, but it flags a need for 
perhaps additional training on the electronic system to prevent future errors. In 
summary, current measures address most safety concerns from the inspection (e.g. 
mixed gender risks, safeguarding, incident oversight), but sustained vigilance is 
needed to ensure all checks (like fire/health safety) remain up to date and that 100% 
training compliance is achieved. Overall, the service is safer now than in October, but 
full compliance (fire/legionella assessments, etc.) must be maintained to satisfy the 
Safe KEY AREA fully. 
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Effective 
The actions taken show a clear improvement in the effectiveness of care delivery. There 
is now a defined model of care and admission criteria to ensure the service only 
accepts clients it can manage safely and effectively (no inappropriate admissions). 
Staff competency has been assessed in requirements (medications, safeguarding, care 
planning), addressing previous skill gaps. The introduction of SMART care plans, 
outcome measures (WHO-5, GAD-7, etc.), and aftercare planning means the team is 
focusing on treatment goals and measuring client progress – a hallmark of effective, 
outcome-driven care. Supervision and appraisal systems are in place, which helps in 
staff development and accountability, further supporting effective practice. Moreover, 
the high completion rate of mandatory training (92%) and additional CPD courses 
(about 78.5% completion of assigned courses) indicate that staff knowledge base is 
improving, which should translate into more effective care. A potential area not fully 
addressed is ensuring consistency in documentation – the audit finding about 
unsigned forms on admission, for instance, points to a process adherence issue that 
can affect effectiveness (e.g. if a consent form isn’t signed, is the treatment fully 
consented/understood?). This is being addressed through checklists but needs 
monitoring. Additionally, while outcome tools are being used, not all clients completed 
them initially, so it’s important the team uses this data consistently to evaluate and 
improve the program. On the whole, the service’s current approach is aligning well with 
an “Effective” service: care is evidence-informed (using standard assessments), staff 
are better trained, and policies/protocols guide consistent care. The remaining gaps (a 
few training modules to complete, ensuring full use of outcome data, tightening 
paperwork compliance) are relatively minor and do not indicate a major lapse in 
effectiveness. 
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Caring 
The inspection did not heavily criticise the caring aspect of TLC, and the current report 
suggests this remains a strength. Clients’ feedback indicates they feel well-cared for – 
they speak positively about staff being friendly, the therapeutic rapport, and enjoying 
the environment (like good food and a relaxed atmosphere). The fact that many clients 
rated the service as “Outstanding” in feedback forms reflects strong performance in 
caring and compassion. The staff have maintained a non-12-step, individual-focused 
approach which some clients specifically appreciate. Privacy and dignity have been 
improved by practical changes such as giving clients control over locking their rooms, 
which shows respect for their personal space (a caring intervention as well as a safety 
one). We also see that even when complaints were raised (including one about 
equality/diversity issues), the leadership’s response was empathetic – offering 
apologies, refunds, or counselling sessions as gestures of goodwill. This suggests a 
caring culture not just toward current clients but even those who voiced dissatisfaction. 
There is no indication that any aspect of “Caring” is being neglected; however, one area 
not explicitly mentioned is how the service ensures individualised emotional support 
or involvement beyond formal therapy sessions. It might be implied (through good 
counsellor-client relationships), but the documentation could more explicitly 
demonstrate caring practices like involving clients in decisions, providing emotional 
support during difficult times, etc. Given that compliments are numerous and recorded, 
it appears staff are indeed showing kindness and compassion that residents recognise. 
In summary, the Caring KEY AREA seems well met by current practices, with clients 
treated with respect and kindness. The service should continue to monitor this (e.g. via 
community meetings and feedback forms) to catch any slip in caring attitudes, but at 
present there are no red flags in this domain. 
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Responsive 
Responsiveness has improved notably, both in terms of meeting individuals’ needs and 
in how the service adapts to feedback or changing demands. On an individual level, the 
clearer admissions criteria ensure the service can respond to and meet appropriate 
client needs (those whose needs it cannot meet are now referred elsewhere rather than 
being admitted inappropriately). This protects clients from poor outcomes and is 
responsive to the limitations of the service. For those admitted, care plans are 
personalised with the client’s own goals, indicating responsiveness to personal aims. 
The service also made adjustments to how therapy is scheduled (hiring more part-time 
counsellors for flexibility, then considering reverting to fewer full-timers for continuity 
based on what works best) – this shows responsiveness to both staff needs and client 
experience (ensuring consistent counselling relationships). The introduction of weekly 
community meetings now that client numbers allow it is a responsive measure to gather 
client input regularly and make swift changes if clients suggest improvements in daily 
routines or environment. 

The handling of complaints exemplifies responsiveness: the service not only updated 
its processes but in practice has been timely and fair in responding to complaints (even 
reopening a closed case for external review when the client contested the outcome). 
This willingness to listen and take extra steps to resolve issues speaks to a culture of 
responsiveness. Additionally, unplanned discharge management, while still 
challenging, has improved; staff create unplanned discharge plans for most who leave 
early, and acknowledge the need to do so even when clients are resistant. The provision 
of a Harm Reduction form for clients to sign at discharge is another responsive practice 
– it ensures that even those leaving against advice receive some guidance on safety. 
One area that might need more focus is outreach or follow-up: encouraging aftercare 
group attendance is good (and this is being done), but the service might consider more 
systematic follow-up calls or check-ins after discharge (this isn’t mentioned and could 
enhance the Responsive domain by demonstrating ongoing concern for outcomes). 
Also, as noted under client care, ensuring that every single client gets an aftercare plan 
before leaving will close the remaining gap. Another aspect of responsiveness is how 
services meet diverse needs – the documents don’t detail any specific cultural or 
accessibility accommodations (aside from handling an equality & diversity complaint). 
As new policies are adopted (like those from Access), topics like meeting the needs of 
people with disabilities or from LGBTQ+ communities may get more attention. In 
conclusion, the service is much more responsive now: it listens to clients (community 
meetings, feedback forms), adapts referrals and care plans to individual risk/need, and 
deals with complaints and incidents in a prompt, learning-oriented way. Minor 
enhancements around diversity and proactive follow-up would further strengthen this 
domain, but no significant gaps are evident. 
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Well-led 
The leadership and governance improvements address many of the original failings and 
align well with the “Well-led” KEY AREA. A clear vision and set of values have been 
articulated (e.g. in the Model of Care document and service mission statements), giving 
staff and clients a sense of what the service stands for. There are improved leadership 
visibility and communication: daily meetings, fortnightly team meetings, and the 
involvement of external expertise in governance meetings show a commitment to 
continuous improvement. The roles of leaders have been clarified (with Debs, as 
incoming RM, being supported by a deputy and lead nurse, and the prior directors 
intentionally stepping back to avoid micro-management). This reorganisation is a 
positive sign, as it places operational leadership with those on the ground and should 
empower staff. The introduction of structured audits and an active action plan system 
(Access Care Compliance) demonstrate a proactive, systems-based approach to 
governance. Such a system helps create an evidence trail for improvements and 
ensures that issues don’t fall through the cracks – a hallmark of a well-led service. The 
organisation also appears to be fostering a more open culture: staff are encouraged to 
report incidents and they do, and compliments are being celebrated alongside 
complaints addressed. The investment in a comprehensive policy overhaul (with the 
new policy suite) shows forward-thinking leadership aiming for best practice alignment. 

Areas that are not yet fully addressed include embedding all these systems into day-
to-day practice – the plans are in place, but some are very new (e.g. the audit software, 
the policy updates pending) so the true test will be consistent use over time. The current 
leaders have identified for themselves that “evidence gathering” of good practice needs 
improvement, indicating a self-awareness that is good under Well-led (they know where 
they need to improve). Morale, while improved, needs ongoing attention from leaders, 
and the success of the new management structure will depend on maintaining trust and 
avoiding old habits of interference. One potential gap is the sustainability of 
leadership: Debs working mainly from home is somewhat unorthodox for a care home’s 
Registered Manager. While she is clearly still engaged (daily remote meetings) and has 
deputies on-site, CQC will expect that this setup does not dilute leadership 
effectiveness. The team will need to demonstrate that remote leadership can still 
quickly address on-site issues (perhaps by having Debs make frequent visits or having 
very strong deputies). Assuming this is managed, it isn’t necessarily a problem, but it’s 
something to monitor. Finally, continuous improvement should remain a focus – the 
service should not only react to CQC concerns but also anticipate future changes (the 
policy update project is a good example of doing this). In summary, the service is on a 
much better footing in terms of being well-led: there is now a clearer structure, better 
oversight, a culture of learning, and strategic improvements underway. To fully satisfy 
the Well-led KEY AREA, the service should carry through on its current improvement 
plans (audit action tracking, policy roll-out) and ensure that the positive changes made 
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are maintained and evidenced over time. No critical leadership gaps remain 
unaddressed, but consistency and follow-through will be key to demonstrating 
sustained good governance. 
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Recommendations by Theme 
Building on the progress so far, the following recommendations outline what else TLC 
Rehab should do to continue improving. Each recommendation is grouped by theme 
and linked to the relevant CQC KEY AREA(s) it addresses: 

Staffing 

Recommendation (Staffing) Relevant KEY AREA 

Ensure completion of all outstanding training and 
competencies: Set firm deadlines for mandatory 
training modules still incomplete (e.g. Information 
Governance, Restraint Awareness) and for new staff’s 
competency assessments. Monitor completion via 
the training matrix and report status in governance 
meetings. This will ensure every staff member is fully 
equipped for their role. 

Safe (S3*: staff have the right 
qualifications and skills), 
Effective (E3: staff are 
competent), Well-led (W3: 
training and development 
culture). 

Implement a system for ongoing competency and 
performance monitoring: Beyond initial 
assessments, introduce periodic competency checks 
or observations (e.g. annual medication 
administration assessment for nurses, scenario-
based drills for emergency response). Use 
supervision sessions to review these competencies 
and identify any refresher training needs. 

Effective (E3: monitoring staff 
performance), Safe (S3: staff 
competence in safety 
procedures), Well-led (W3: 
continuous improvement of 
staff skills). 

Strengthen fire safety training and coverage: In 
addition to training all nurses as fire wardens, 
develop a protocol to always have a designated Fire 
Warden on each shift (e.g. update rotas or assign 
responsibility each day). Conduct periodic fire drills 
at various times (including nights/weekends) to 
ensure all staff are confident in fire procedures. 

Safe (S2: plans for 
emergencies, S3: staff training 
in safety), Well-led (W2: risk 
management planning). 

Continue to support staff well-being and morale: 
Consider formalising mechanisms for staff feedback 
and support – for instance, regular staff forums or 
anonymous pulse surveys to gauge morale. 
Recognise good practice openly (perhaps start an 
“employee of the month” or simple 
acknowledgments in team meetings for jobs well 

Caring (C3: staff treat people 
well partly because they feel 
valued), Well-led (W1: positive, 
open culture; W3: support and 
values staff). 
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Recommendation (Staffing) Relevant KEY AREA 

done). This will sustain the improving morale and help 
pre-empt burnout or dissatisfaction. 

Reassess staffing model for therapy team once 
new deputy is integrated: Evaluate whether moving 
back to fewer full-time counsellors (for consistency) 
is indeed preferable, as mentioned in the current 
plan. Gather client feedback on continuity vs variety 
of counsellors. Implement the model that best 
ensures continuity of care and client satisfaction. 

Responsive (R2: service design 
meets people’s needs), 
Effective (E5: consistent care, 
smooth transitions), Caring (C2: 
continuity helps build caring 
relationships). 
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Client Care 

Recommendation (Client Care) Relevant KEY AREA 

Tighten the admission process with the new 
checklist: Now that admissions have resumed, 
make the Admission Checklist a mandatory step. 
For each new client, a senior staff member should 
verify and sign off that all admission documents 
(consent forms, treatment plans, risk 
assessments, GP summary, etc.) are completed 
and signed on day one. Conduct random file audits 
of recent admissions to ensure 100% compliance. 

Safe (S1: risk assessments done 
at admission; S3: all info to care 
safely is obtained), Effective (E6: 
proper assessment and care 
planning from the outset), Well-
led (W2: governance through 
audit). 

Improve unplanned discharge protocols: 
Develop a clear guideline for staff on handling 
unplanned exits. This might include creating a brief 
risk assessment and safety plan at admission for 
“what if client self-discharges early,” so that 
something is in place. Also, consider preparing an 
“exit pack” for unplanned discharges (with info like 
local support services, tips to stay safe, and a 
referral to GP or community teams if needed). 
Ensure even clients who refuse planning are given 
written harm-reduction advice when they leave 
(documenting it). 

Safe (S2: plans to minimise risk in 
care transitions), Responsive (R1: 
planning for discharge, including 
unplanned, to meet needs), 
Effective (E4: continuity of care 
post-discharge). 

Achieve full coverage of outcome measures: 
Leverage KIPU reminders or task assignments to 
ensure that every client is enrolled in the outcome 
questionnaires at start and end. Perhaps assign a 
specific staff (e.g. a support worker or 
administrator) to be responsible for administering 
or confirming completion of these tools, so it’s not 
overlooked by busy clinical staff. Use the outcome 
data in clinical governance meetings to discuss 
what’s working or not in treatment approaches. 

Effective (E1: assessing outcomes 
of care; E5: using data to 
improve), Well-led (W2: learning 
and improving via outcomes data), 
Responsive (R2: modifying 
services in response to 
outcomes). 

Enhance aftercare follow-up: Beyond 
encouraging aftercare group attendance, 
implement a follow-up call for all clients at, say, 7 
days and 30 days post-discharge to check on their 

Responsive (R2: continuity after 
discharge, meeting ongoing 
needs), Caring (C2: emotional 
support post-discharge shows 
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Recommendation (Client Care) Relevant KEY AREA 

well-being, remind them of aftercare sessions, and 
gather feedback. Document these follow-ups in 
their records. This demonstrates a caring approach 
and may improve engagement in aftercare. If a 
client did not get an aftercare planning session (like 
the one noted), use the follow-up call to complete 
elements of it belatedly and ensure they have 
resources. 

compassion), Effective (E4: 
support for sustained recovery 
outcomes). 

Focus on personalised, holistic care planning: 
Now that basic care planning is in place, consider 
incorporating more holistic needs into the care 
plans – e.g. social, vocational, and mental health 
goals beyond substance cessation. The action plan 
referenced four key domains per Clinical 
Guidelines 2017; ensure these domains (likely 
health, substance use, offending, social 
functioning or similar) are all addressed for each 
client. This might involve linking clients with 
external resources (employment support, mental 
health services) as part of discharge planning. 
Document and follow up on these referrals. 

Effective (E5: holistic approach to 
care), Responsive (R2: care 
tailored to all aspects of a 
person’s needs), Well-led (W2: 
innovating and improving care 
pathways in line with best 
practice). 

Maintain and evidence therapeutic rapport and 
caring culture: Given that much of the positive 
feedback is anecdotal, the service should formally 
capture “caring” metrics. For example, continue to 
use feedback forms and perhaps add questions 
about whether clients felt respected, involved in 
decisions, and supported by staff. In team training 
or meetings, share positive comments from clients 
to reinforce compassionate care values. If any 
client indicates fewer positive experiences, 
address it through reflective practice in staff 
supervision. 

Caring (C1: involving people in 
their care; C3: treating with 
compassion and respect), Well-
led (W1: culture of putting clients 
at centre), Responsive (R2: 
responding to feedback about 
care experience). 
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Governance & Leadership 

Recommendation (Governance & 
Leadership) 

Relevant KEY AREA 

Fully utilise the Access Care Compliance 
system: Now that audits and action plans are 
on this platform, establish a routine (e.g. a 
weekly management review) to go through any 
open actions and update their status. Ensure 
every action has an accountable owner and 
deadline. The Registered Manager or deputy 
should oversee that no action remains 
unresolved past its due date unless justified. 
This keeps small issues from accumulating and 
demonstrates a robust governance loop. 

Well-led (W2: governance systems to 
monitor quality; W5: management of 
risks and issues), Safe (S2: risks 
identified and acted on via audits). 

Drive a learning culture with 
incident/complaint reviews: Continue the 
practice of quarterly Governance meetings, 
dedicating time to analyse incidents and 
complaints collectively for trends. For each, ask 
“What did we learn and what can we improve?” 
and record these lessons and improvements in 
a “Learning Log.” Share key learnings with the 
whole team (e.g. via email or at team meetings) 
so that staff see that reporting issues leads to 
positive changes. This will reinforce reporting 
and improvement culture. 

Well-led (W2: learning and 
improvement; W1: culture of 
openness), Safe (S2: learning from 
safety incidents), Effective (E7: 
continuous improvement based on 
feedback). 

Complete and act on the external complaint 
audit: Once the external clinical audit for the 
historic complaint is finished, review the 
findings at the next governance meeting. If any 
lapse in care or process is identified, implement 
an action plan to address it (e.g. additional staff 
training, changes in protocol, etc.), and feed 
this back to the complainant as part of duty of 
candour. This will show that the service is 
accountable and responsive even for past 
issues. 

Responsive (R2: handling complaints 
and concerns), Well-led (W2: 
governance addressing past issues; 
W4: duty of candour – being honest 
when things go wrong). 
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Recommendation (Governance & 
Leadership) 

Relevant KEY AREA 

Solidify leadership roles and accessibility: As 
Debs takes on the Registered Manager role, 
clarify an arrangement for her on-site presence. 
For example, schedule regular days or visits on-
site (even if primarily working from home) and 
communicate this to staff and clients (“Debs 
will be in on these days”). Meanwhile, clearly 
delegate authority to the Deputy Manager 
(Amanda) and Lead Nurse (Akita) for when Debs 
is off-site. This ensures staff always know who 
is in charge for decisions. Document this 
leadership coverage plan in the governance 
policy or an org chart and share it with the team. 

Well-led (W1: clarity in leadership 
and vision; W4: staff at all levels 
understand their roles), Safe (S1: 
clear lines of accountability for safety 
when leadership not physically 
present). 

Engage staff in quality improvement: 
Consider creating “champion” roles or working 
groups for requirements (e.g. a Safeguarding 
Champion, an Infection Control lead besides 
Kim, etc.) from the existing team. This 
distributes leadership and gives staff ownership 
of certain quality domains. Champions can do 
mini-audits or be the go-to person for their area. 
For instance, a Safeguarding Champion among 
support staff could keep posters updated and 
help colleagues with reporting processes. This 
not only prepares the service for sustainability 
(more people with leadership skills) but also 
embeds quality into daily practice. 

Well-led (W3: leaders at every level, 
staff engagement in improvement; 
W1: empowering staff), Effective (E7: 
staff contributing to improvements), 
Safe (S3: staff understand and take 
responsibility for quality in their 
domain, e.g., infection control). 

Monitor and support the team’s well-being 
and development: Use the BrightHR or other 
HR tools to keep track of supervision and 
appraisal cycles, ensuring they occur on 
schedule (the current compliance is good at 
91% for bi-monthly supervisions – aim for 
100%). In appraisals, include personal 
development plans for each staff member. 
Encourage leadership training for potential 

Well-led (W3: support and 
development of staff; W4: succession 
planning), Effective (E3: competent 
staff through development). 
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Recommendation (Governance & 
Leadership) 

Relevant KEY AREA 

future leaders (e.g. if a senior nurse or therapist 
might become a CQC registered manager in the 
future, let them attend a leadership course). 
This long-term investment will ensure the 
service remains well-led even as personnel 
change. 
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Environment 

Recommendation (Environment) Relevant KEY AREA 

Urgently update critical risk assessments: 
Commission or perform the Fire Risk 
Assessment and Legionella Risk Assessment 
immediately. Address any recommendations 
(e.g. fire alarm upgrades, water temperature 
monitoring) without delay. Also notify CQC 
once these are done, if appropriate, to 
provide assurance (since these were expired, 
demonstrating prompt action is important). 
Put reminders in the compliance system for 
their next renewal dates. 

Safe (S2: premises safety and risk 
management), Well-led (W2: robust 
governance of safety; W5: meeting 
regulatory requirements for 
environment). 

Maintain rigorous routine safety checks: 
Continue weekly H&S, fire, infection control, 
and food safety audits, but also consider 
unannounced spot checks. For instance, 
have a manager randomly inspect the 
environment weekly (in addition to scheduled 
audits) to catch any issues (like blocked fire 
exits, cleanliness lapses) that routine audits 
might miss or that can arise suddenly. Use 
the Access system to log any such findings as 
actions. 

Safe (S2: identifying and mitigating risks 
in the environment), Well-led (W2: 
continuous monitoring). 

Improve use of safety equipment by 
clients: Since safes are installed in rooms but 
not used yet, educate clients on their 
availability for valuables. While clients feel 
secure with room keys, a safe can protect 
their medications or valuables from loss. 
Consider including a brief safe usage demo in 
the client induction if a client does bring 
valuables. If ultimately safes remain unused, 
this is fine, but at least the option should be 
known. 

Safe (S1: securing clients’ belongings 
and medicines), Responsive (R2: 
meeting individual needs for security of 
property), Caring (C1: respecting 
people’s belongings and giving them 
control). 

Client environment enhancements: Now 
that core safety is addressed, gather any 

Responsive (R2: adapting the service 
environment to people’s 
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Recommendation (Environment) Relevant KEY AREA 

environmental improvement suggestions 
from clients in community meetings. This 
could be small things – e.g., adding cosy 
furniture, adjusting meal menus, offering 
more activities on-site. Being responsive to 
these comfort-related suggestions can 
improve client satisfaction. For example, if 
clients want a dedicated quiet space or more 
exercise opportunities, see if that can be 
arranged. 

needs/preferences), Caring (C1: 
supporting comfort and well-being). 

Plan for increasing capacity safely: If TLC 
Rehab plans to increase the number of 
clients in the future, ensure the environment 
(and staffing) scales accordingly. This 
includes fire capacity (number of trained fire 
wardens per shift), enough medicine storage 
lockers, sufficient therapeutic space, etc. 
Have a documented plan for what 
adjustments would be made if client 
numbers grow beyond the current small 
group, so quality and safety remain high. 

Safe (S1: safe care with higher 
numbers, e.g. not overcrowding, 
enough safety equipment), Well-led 
(W5: planning for change and 
associated risks), Effective/Responsive 
(E1/R1: capacity planning to continue 
meeting needs). 
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Policies & Procedures 

Recommendation (Policies & 
Procedures) 

Relevant KEY AREA 

Execute the policy overhaul project: 
Proceed with replacing and adding 
policies from the purchased Access 
suite. Set a timeline (e.g. introduce a 
batch of new policies each week) rather 
than all at once to avoid overwhelming 
staff. As each new policy is rolled out, 
archive/supersede the old version to 
avoid confusion. Keep a master list of 
policies with dates to track which are 
current. 

Well-led (W1: clear vision and policies 
aligning with best practice; W2: governance 
via up-to-date policies), Effective (E1: 
evidence-based policies for care). 

Engage staff in the new policies rollout: 
For key new policies, hold brief training 
sessions or webinars. For example, if 
there’s a new policy on Mental Capacity 
or Duty of Candour, present hypothetical 
scenarios to staff and discuss how the 
policy guides their response. This 
interactive approach will help staff 
absorb the content. Also, encourage 
questions and feedback – if staff find that 
something in a generic policy doesn’t fit 
TLC’s day-to-day operations, adapt it and 
note that adaptation. 

Well-led (W3: involving staff in how the 
service operates; W2: ensuring policies are 
implemented in practice), Safe (S3: staff 
understanding of policies like consent/MCA 
for safe care), Caring (C2: policies for 
compassionate, individualised care – staff 
need to understand these). 

Fill any remaining policy gaps: Review 
the new suite against CQC’s latest 
framework to ensure all areas are 
covered. For example, ensure there are 
policies or clear protocols on: Mental 
Capacity Act & DoLS, Duty of Candour, 
Managing Complaints (updated, which 
you have), Equality & Diversity (for both 
staff and clients), Business Continuity 
(for emergencies), and any clinical 
guidelines for treatments offered. The 

Well-led (W2: comprehensive governance 
framework), Safe (S2: planning for 
emergencies/continuity), Effective (E1: 
following national guidelines and legal 
obligations through policy), 
Caring/Responsive (C2/R3: policies on 
equality, respecting diverse needs). 
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Recommendation (Policies & 
Procedures) 

Relevant KEY AREA 

new Access set likely covers these but 
double-check against KEY AREA 
prompts. Any TLC-specific needs not in 
the suite (e.g. your unique therapy 
approach) should have a policy or SOP 
too. 

Ensure policy compliance is sustained: 
Continue using the BrightHR read-sign 
feature for every policy update. Consider 
setting the system to alert managers if a 
staff member hasn’t read a policy after a 
certain time. For critical policies (e.g. 
safeguarding), require an annual 
refresher sign-off. Additionally, 
supervisors can quiz staff during 
supervision on key policies (e.g. “what 
would you do under the Duty of Candour 
policy if…”). This helps confirm 
understanding, not just reading. 

Well-led (W2 & W3: managers assure that 
procedures are understood and followed), 
Safe (S3: staff have clear guidance and 
follow it for safety-critical tasks), Effective 
(E3: staff knowledgeable about protocols). 

Align policies with practice through 
audits: After new policies are 
embedded, audit a few against actual 
practice. For example, if a new 
Medication Management policy is 
adopted, do an audit a month later to see 
if staff are adhering to its provisions 
(storage, documentation, etc.). If 
discrepancies are found, either practice 
needs adjustment or the policy might 
need tweaking – use this to ensure 
policies are living documents that truly 
guide operations. 

Well-led (W2: performance monitoring; W5: 
using audit to manage compliance), 
Effective (E7: using audit findings to improve 
care), Safe (S2: auditing safety-related 
procedures compliance). 
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