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next box. 
    
1. Provider’s action plan and response 

a. Add details of your actions to complete the requirements/recommendations (if 
applicable)  

b. Confirm you have read and agree/disagree the contents of the report by clicking on the 
appropriate box 

c. Sign (type name when returning electronically) and date    
 

2. Return your report to randi@gov.im within 4 weeks 
 

3. Do not use any other method e.g. links to Cloud or other file sharing services 
 
Part 1: Service information 
 
Part 2: Descriptors of performance against Standards 
 
Part 3: Inspection Information  
 
Part 4 : Inspection Outcomes and Evidence and Requirements  
   
Part 5: Provider’s action plan and response 
 
 

Part 1 - Service Information for non-Registered Service 

 
Name of Service:                                                             Tel No:   (01624) 662499 
 Reayrt-ny-Baie 
 
Address:                                                              
Albert Terrace 
Douglas 
IM1 3LQ 
 
Email Address:   
Michele.corlett@gov.im 
 
Name of Manager: 
Michele Corlett 
 
Date of any additional regulatory action in the last inspection year (i.e. improvement 
measures or additional monitoring): 
None 
 
Date of previous inspection: 
10/1/18 & 11/1/18 
 

mailto:randi@gov.im
mailto:Michele.corlett@gov.im
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Number of individuals using or attending the service at the time of the inspection:  
Thirty five (35) 
 
Person in charge at the time of the inspection:  
Michele Corlett - manager 
 
Name of Inspector(s): 
Kevin West and William Kelly 
 
 

Part 2 - Descriptors of Performance against Standards 

 
Inspection reports will describe how a service has performed in each of the standards inspected. 
Compliance statements by inspectors will follow the framework as set out below. 
 
Compliant 
Arrangements for compliance were demonstrated during the inspection. There are appropriate 
systems in place for regular monitoring, review and any necessary revisions to be undertaken. In 
most situations this will result in an area of good practice being identified and comment being 
made. 
 
Recommendations based on best practice, relevant research or recognised sources may be made 
by the inspector.  They promote current good practice and when adopted by the registered person 
will serve to enhance quality and service delivery.  
 
Substantially compliant 
Arrangements for compliance were demonstrated during the inspection yet some criteria were not 
yet in place. In most situations this will result in a requirement being made. 
 
Partially compliant 
Compliance could not be demonstrated by the date of the inspection. Appropriate systems for 
regular monitoring, review and revision were not yet in place. However, the service could 
demonstrate acknowledgement of this and a convincing plan for full compliance. In most situations 
this will result in requirements being made. 
 
Non-compliant 
Compliance could not be demonstrated by the date of the inspection. This will result in a 
requirement being made. 
 
Not assessed 
Assessment could not be carried out during the inspection due to certain factors not being 
available.  
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Part 3 - Inspection information 

 
The purpose of this inspection is to check the service against the service specific minimum 
standards – Section 37 of The Regulation of Care Act 2013 and The Regulation of Care (Care 
Services) Regulations 2013. 
 
Inspections are generally themed, concentrating on specific areas on a rotational basis and for 
most services are unannounced. 
 
The inspector is looking to ensure that the service is well led, effective, safe and compassionate. 

 
 
No Standard Requirements/recommendations from 

previous inspection 
Met/not 
met 

1. Standard 
4.17 
 

Hot water temperatures must not exceed 44 
degrees Celsius for baths and 41 degrees 
Celsius for showers and wash hand basins. 
Timescale: Immediate 

Met 

2. Standard 6.3 
 

Staff files must contain all documentation as 
required by this standard. 
Timescale: 1 April 2018 

Met 

 
 

Part 4 -  Inspection Outcomes, Evidence and Requirements 

 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
Standard  2 - Daily Living 
People are supported to set and carry out their activities and routines in suitable surroundings. The 
environment is conducive to people’s well-being and safety. People live in a home that is safe, 
warm clean and comfortable. People have access to the aids, equipment and facilities they need. 
2.10, 2.11, 2.12, 2.13, 2.14, 2.15   

 
Our Decision: Compliant 
 
Reasons for our decision: 
The meals on offer appeared nutritious. Residents confirmed to the inspectors that choices were 
on offer if they didn’t like what was on the menu. Residents also spoke highly of the quality of the 
food served. 
 
Minutes from resident / house meetings evidenced that meals / menus were discussed. The 
manager also said that cooks attended these meetings and staff also attended kitchen meetings to 
feedback resident opinions about the meals. 
 
Care records seen evidenced that replacement food / drinks were provided when a person’s 
nutritional needs changed. 
 
Where appropriate, residents were provided with the opportunity to prepare light snacks and do 
simple baking. 
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Residents and a visitor spoken to on the inspection said that drinks and snacks were available at 
any time. 
 
Equipment for activities, such as books, magazines, puzzles and DVD’s were provided in the home. 
Monthly activity calendars were displayed around the home. These showed what was on offer as 
an activity. Generally three activities were on offer per week. The manager said that activities were 
supplemented by the “red badge scheme”. This meant that one member of staff from each floor 
had to spend a minimum amount of time with a resident / residents for the entirety of their shift. A 
member of staff told the inspector that this scheme worked well, and enabled interaction with 
residents who did not like joining in with group activities. Evidence of involvement was seen in a 
resident’s daily progress notes.   
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements and Recommendations 
None 
 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
Standard 3 – Daily Support 
People are confident that the staff will support them to maintain their health and to support their 
social and welfare requirements. 

 
Our Decision: Partially compliant 
 
Reasons for our decision: 
The Inspectors reviewed three resident files, selected randomly. Each resident had an assessment of 
needs completed prior to admission and a comprehensive care plan, with evidence that the care plan 
was reviewed regularly and residents and/or their representatives were involved in its development. 
The nutritional needs of the resident were also identified during the admission process. 
 
Known medical conditions were noted in the care records with instructions of how to support the 
resident, including any specialist equipment and furniture required to support them further. Visits to 
health care professionals and healthcare specialists were documented in the progress notes within their 
care records. The care records also identified residents’ communication needs. 
 
There was evidence that information regarding the resident’s social, cultural and emotional well-being 
and their religious beliefs had been used to formulate their care plans and support staff interactions 
with residents. Leisure interests and hobbies had also been discussed and identified within the 
residents care records. 
 
A resident who occasionally presented with behaviours that were considered challenging to the staff 
did not have a specific care plan written on managing the behaviours, although staff were aware of the 
residents warning signs and trigger points and had developed interventions to reduce the challenging 
behaviours. 
 
Residents mobility assessments identified specialist equipment required which was recorded in their 
care plan. Records were kept of maintenance of specialist baths and hoists. 
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Each resident had a Personal Emergency Evacuation Plan (PEEP) which identified the level of 
support the person required to evacuate the building in the event of an emergency. These had 
been recently reviewed.  
 
The home had a risk management strategy to ensure people have the opportunity to take risks in a 
safe and managed way. A number of residents smoke and a smoking room was made available within 
the home. Residents deemed to lack the capacity to smoke safely around the home have a ‘Best 
Interests Risk Assessment’ to determine strategies for promoting their safety and the safety of others. 
However, the Best Interests Risk Assessments were not supported by a comprehensive capacity 
assessment to determine the residents’ capacity. 
 
One resident was admitted to the home with health risk factors identified in their pre-admission 
assessment. There was no evidence that these risks were negated prior to admission and, following 
admission, there were no risk assessments identifying the potential risks of harm and how the home 
will manage these. 
 
Resident’s eating and drinking assessments were reviewed by the home on a regular basis; however, 
some of the information within the sample examined by the inspector was inaccurate and out of date.  
 
Records were kept of any monies held on behalf of a resident. These records showed the reason 
for expenditure and were signed and witnessed as being accurate by two staff members. However, 
where it was deemed that residents did not have the capacity to look after their own money, there 
were no records demonstrating that a capacity assessment had been undertaken to determine this 
and a ‘best interests decision’ taken. 
 
Medication was listed and records showed that individual’s medication had been reviewed 
annually. For those residents who did not manage their own medication, the reasons were clearly 
identified in the medication risk assessment and recorded in their care plan. 
 
Medication Administration Record (MAR) sheets were examined on each floor of the home. There 
were no gaps in the staff signing which indicated that medication had been administered correctly. 
 
Staff members had received training on medication. Staff competency to administer medication 
must be assessed annually. Records on two floors of the home confirmed that this had taken 
place. On one floor the competency records were locked away and the inspector was unable to 
confirm if these checks had taken place. 
 
Once a year, the home’s dispensing chemist carried out an audit of drug storage and 
administration procedures. 
 
First aid boxes were located throughout the home. First aid training formed part of the home’s 
training programme and all staff members were up to date with this training. 
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements  
Four 
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Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
Standard 4 - Environmental and Personal Safety and Comfort 
Systems, checks, policies, procedures and staff training ensure that people’s dignity, well-being 
and safety is promoted and protected. 
4.1, 4.2, 4.3, 4.4, 4.8, 4.9, 4.10, 4.16, 4.17 

 
Our Decision: Substantially compliant 
 
Reasons for our decision: 
Risk assessments had been written on the environment and were recently reviewed.  
 
Staff members had access to a how to raise a concern document.  
 
A whistleblowing policy and the current Isle of Man safeguarding procedures were available for 
staff. A staff member spoken to on the inspection confirmed that they would be confident in 
dealing with a safeguarding concern. 
 
Detailed records were made and retained on issues around safeguarding. 
 
Staff members had received training on safeguarding. The induction format showed that within 
one week of a new employee’s start date, the safeguarding process was scheduled to be explained 
to them. 
 
The complaints procedure was displayed throughout the home. 
 
Complaints were recorded in detail, along with the outcome. 
 
A fire risk assessment was in place and had been reviewed on 8/10/18. Staff members received 
fire safety training annually. Records confirmed that all required fire safety checks had been 
completed.  
 
An electrical installation condition report dated 20/11/18 evidenced that 20% of the home’s wiring 
had been checked. Portable Electrical Appliance Tests (PAT) was carried out regularly. This 
included six monthly visual checks throughout the home. 
 
Boiler maintenance had taken place on 9/4/18. This report highlighted extra works that were 
identified as being required. At the time of this inspection the extra work had not been completed. 
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements  
One 
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Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
Standard 6  - Staffing   
Staff are recruited following a rigorous and robust recruitment programme. There are sufficient 
numbers of trained competent staff (including ancillary staff) to meet the needs of the people at 
the home. There are robust policies in place to ensure effective supervision and continuous 
professional development. 
6.3, 6.20, 6.21, 6.22, 6.23 

 
Our Decision: Compliant 
 
Reasons for our decision: 
Two staff files were examined. These evidenced that all required pre-employment checks were in 
place. 
 
Written dependency assessments of residents’ needs were completed monthly. The manager said 
that staffing levels were determined following these assessments.  
 
On the day of the inspection, thirty five residents were accommodated in the home.  
 
Shift leaders were clearly identified on the rota. 
 
Residents spoken to on the inspection generally believed that there was enough staff on duty. 
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements and Recommendations 
None 
 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
Standard 7 – Management Quality and Improvement 
People have confidence that the systems in place support the smooth running of the home. The 
registered manager is qualified and competent to manage the home. People are consulted about 
how the home is run and their opinions are taken into account. The home has an annual 
development plan that makes provision for the home to develop and improve. 
7.9, 7.17 

 
Our Decision: Substantially Compliant 
 
Reasons for our decision: 
The manager had produced a quality assurance annual audit report in September 2018. This 
included feedback from residents, visitors and staff and a development / improvement plan based 
on the outcomes of the quality assurance exercise. Copies of this report were available in the 
home. 
 
Dietary intake charts, used to record resident’s food and fluid intake, were not present. It was reported 
to the inspector that such records had been destroyed after three months, contravening the Adult 
Services Retention of Records Policy 2017. 
 
Evidence Source:  
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Observation  Records  Feedback  Discussion  

 
Requirements and Recommendations 
One 
 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
Other areas identified during this inspection  

 
Damage caused by a water leak was evident on the corridor wall of the second floor shower room.  
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements  
One 
 
The inspector would like to thank the management, staff and service users for their co-
operation with this inspection. 
 
If you would like to discuss any of the issues mentioned in this report or identify any 
inaccuracies, please do not hesitate to contact the Registration and Inspection Unit. 
 
Inspector: Kevin West & William Kelly Date: 27/3/19 

 

 
The provider must complete this page in respect of all the requirements made within the report. 
 
Requirements  

1. Standard 2.1 – Daily Living 
Damage caused by a water leak was evident on the corridor wall of the second floor 
shower room and must be remedied.  
Timescale: 1 May 2019 
 

2. Standard 3.9 – Daily Support 
Residents, who display behaviours that may challenge at times, must have a care plan 
written on how these behaviours should be managed. 
Timescale: Immediate 
 

3. Standard 3.16 – Daily Support 
Care plans and assessments of needs should be reviewed at least every six months and 
accurate, most up-to-date information should be recorded. 
Timescale: Immediate 
 

4. Standard 3.19 – Daily Support 
Residents with identified health risk factors must have associated risk assessments, upon 
admission, identifying the strategy to remove or reduce such risks of harm. 
Timescale: Immediate 

Part 5 - Provider’s action plan and response. 
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5. Standard 3.21 – Daily Support 

Where people are considered to lack capacity to make decisions, a capacity assessment is 
undertaken and recorded. Where capacity is deemed not present, a best interest decision is 
taken and recorded in the individual’s file. 
Timescale: Immediate 

 
6. Standard 4.18 – Environmental and Personal Safety and Comfort 

A boiler maintenance report highlighted extra works that were identified as being required.    
At the time of this inspection the extra work had not been completed. 
Timescale: Immediate  

 
7. Standard 7.17 – Management, quality and improvement 

All records identified under the Adult Services Retention of Records Policy 2017 must be 
kept for the prescribed timeframe. 
Timescale: Immediate 
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Provider’s Action Plan 
Standard 2.1 – Daily Living: 
The wall outside the shower room has now been repaired and repainted. 
 
Standard 3.9 – Daily Support 
The resident who uses a one word response in ‘banter’ form now has it written into her plan of care  
That this form of expression may cause offence and interventions are also in place if offence is caused 
 
Standard 3.16 – Daily support 
All care plans and assessments had been reviewed every 6 months, every 3 months in most cases,  
however there was an entry on Rio progress notes of a persons weight that did not exactly match the  
weight on an assessment form. This has been rectified and the team notified. 
 
Standard 3.19 – Daily support 
The resident in question had a nutritional assessment completed on admission which listed 
Interventions to follow in order to reduce any risks and or to monitor. 
Monitoring forms were not kept past 4 months at the time as the team were working on the 
Assumption that these records did not need keeping. The team have been notified that these records 
Do need keeping in the future. 
 
Standard 3.21 – Daily Support 
The resident had a two page best interest decision assessment completed which details the  
reason for the  BIDA and also gives details about the individuals capacity and follows DHSC Capacity  
Guidance 2019 
“For decisions required by professionals carrying out day to day tasks, a full record of the assessment  
may not be necessary, and a simple statement of capacity and best interests to encompass  
day-to-day tasks may suffice, in the person’s record.   
 
Standard 4.18 – Environmental, personal safety and comfort. 
The registered manager emailed estates services on the day of inspection to gain clarification on the  
current situation with the boilers. Estates services response:  
 
“The gas valve is a manual version that complies with the gas regulations, at this moment this will not  
be replaced as it is ok to be used. 
 
Awaiting parts to replace FS damper 
 
Standard 7.17 – Management, quality and improvement 
The team were advised some time ago that certain records did not need keeping past 4 months given  
The information gathered would be of no use after a length of frame. However the team have since  
Sought advice from the appropriate person who has said that these record now need to be kept. 
Team notified. 
 
 

 
To: The Registration and Inspection Unit, Ground Floor, St George’s Court, Hill Street, Douglas, 
      Isle of Man, IM1 1EF 
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From:  Reayrt-Ny-Baie 
 
I / we have read the inspection report for the unannounced inspection carried out on 27 
February 2019 at the establishment known as Reayrt-Ny-Baie, and confirm that the contents 
of this report are a fair and accurate representation of the facts relating to the inspection 
conducted on the above date(s).   ☒ 

 
I/we agree to comply with the requirements/recommendations within the timescales as stated in 
this report.                                                                              ☒                             

 
Or 
 
I/we am/are unable to confirm that the contents of this report are a fair and accurate 
representation of the facts relating to the inspection conducted on the above date(s)       ☐ 

 
Please return the whole report which includes the completed action sections to the Registration 
and Inspection Unit within 4 weeks from receiving the report. Failure to do so will result in your 
report going on line without your comments.                
 
 
Signed 
Responsible Person Jo Dixon 
Date    30 May 2019 
 
 
Signed   M Corlett 
Registered Manager  
Date    16.05.2019 
 
 
 

Action plan/provider’s response noted and approved by Inspector: Kevin West                    
Date: 31/5/19                      Signature/initials: K.W. 

 


