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Contents  
 

Completing and returning your report 

 
To complete your report form, enter text by clicking on the box see the instructions below.  
 
Use the tab key to move to the next box. 
    
1. Provider’s action plan 

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

 
 
 
 
2. Provider’s comments/response 

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

b. State any factual inaccuracies found, add comments (if applicable) 
c. Sign (type name when returning electronically) and date    

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

 
4. Do not use any other method e.g. links to Cloud or other file sharing services 
 
This report and grades represent our assessment of the quality of the areas of performance which 
were examined during this inspection. 
 

Part 1: Summary of Inspection Outcomes 
   

Including Risk Assessment 
Areas of good practice 
Quality improvements subsequent to the previous inspection 

  Areas for improvement 
Demeanour of and feedback from service users 

 
Part 2: Inspection Outcomes and Evidence and requirements  
   

For this inspection the Unit has decided to inspect the following key groups of 
standards, taking account of the outcomes of inquiries into Winterbourne View and 
Mid-Staffordshire NHS Trust and given our knowledge and experience of services 
currently inspected on the Isle of Man: 
 
Standard 2 - Daily Living 
Standard 7 - Management, Quality and Improvement 
  
In addition the following areas will be considered in each inspection: 
 
Statement of Purpose 
Complaints 

 
Provider’s Action Plan 

Click here to enter text. 
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2 
 

Safeguarding 
Health and Safety (specifically fire safety, electrical installations, central heating and 
boiler    maintenance) 
Accidents and Incidents 
Public Liability Insurance 
Staff Rotas 
Dependency Assessments 

 
Part 3: Previous requirements and Recommendations  

  
Compliance with requirements and good practice recommendations from previous 
inspections. 
 
Requirements and good practice recommendations identified from this Inspection. 
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Service Information 

 
Conditions of Registration: None  
 
Brief Description of Service and Services Provided 
Glen Darragh Gardens provides personal care, education and support for up to three young people 
with Autism. The property is a five bedroom detached house situated on a residential street in 
Glen Vine. The accommodation is provided over two floors. On the ground floor there is an 
entrance hall, dining kitchen, separate laundry room, large lounge, a second dining area, an office 
and staff toilet. On the first floor there are five bedrooms comprising of, the two persons currently 
living at the home’s private bedrooms, a staff sleep in room, an education room and a planning 
room for one of the residents. Each young person has sole use of a full size bathroom. There are 
smaller en suite facilities to the remaining bedrooms.  
There is an enclosed garden area with a patio and large lawn; this is accessible from the house 
through the lounge and dining/kitchen. There is a detached garage and limited parking is available 
at the front of the house. The home is not within close walking distance of shops and amenities 
however it does have its own transport to enable access to community facilities. The home is 
staffed 24 hours per day. Meals are cooked on the premises. Laundry facilities are available on the 
premises. 
 
Establishment/Agency Information 
 
Name of Service: Glen Darragh                                        Tel No:   (01624) 852146   
 
Registration number ROCA/P/0138D 
 
Address: 1 Glen Darragh Gardens, Glen Vine, Isle of Man, IM4 4DD                                                              
                                                                            
Email Address: Karen.Campbell@autisminitiatives.org         
 
Name of Registered Manager: Karen Campbell     
 
Registration number ROCA/M/0017  
 
Type of Establishment: Adult care home                    
 
Date of latest registration certificate:  24 January 2014      
 
Date of any additional regulatory action in the last inspection year (i.e. improvement 
measures or additional monitoring risk level increases. 
None 
 
Date of previous inspection: 22 October 2015 
 
No of individuals using the service at the time of the inspection: Two  

 
Person in charge at the time of the inspection: Ben Taylor & Karen Campbell 
 
Name of Inspector(s): Mandy Quirk 
 
 
 

mailto:Karen.Campbell@autisminitiatives.org
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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. 
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Summary of Inspection 

 
This is an overview of what the inspector found at the time of the inspection. 
 
“This inspection was undertaken on the basis of a risk assessment carried out by the inspector.  At 
this time this service was assessed as being low. The outcome of this inspection resulted in its risk 
assessment being unchanged.”  
 
The purpose of this inspection was to: 
 

 Check the service’s levels of compliance with standards and regulations as set out in Part 2. 
 
Areas of good practice: 

 Issues such as best interest’s decisions, capacity assessments and restrictive practice had 
been duly considered and recorded on appropriate paperwork. 

 There was good information within service user weekly planners and daily routines to 
advise and support staff practice.  

 One service user had gained their bronze Duke of Edinburgh award and was now working 
towards achieving his silver award whilst the other service user had recently enrolled for 
his bronze award. 

 One service user had been well supported by the staff team through a difficult period, as 
acknowledged by the family. 

 Service users were observed to be fully engaged in light domestic tasks within the home, 
as part of their everyday routines. 

 Staff members were observed to be duly following relevant guidance to support positive 
outcomes for service users. 

 There were extensive, detailed internal and external environmental risk assessments in 
place. 

 Staff had developed a photographic record of service user achievements on a lounge wall 
which had proved to be beneficial and a useful point of reference to positive achievements. 

 There was good access to various sensory and communication aids to support service users 
in the home. 

 Good management support had been provided through increasing the frequency of team 
meetings to every two weeks. This has aided communication and ensured that everyone 
was working in a consistent way. 

 The content of the annual report had been improved to cover all required areas. 

 The home had received good feedback from both relatives and professionals regarding the 
quality of care. 

  
Quality improvements subsequent to the previous inspection: 

 Easy read versions of the service user handbook/statement of purpose had been developed  
 Damaged plasterwork had been replaced. 

 
Areas for Improvement: 

 Cracked tiles on the kitchen floor must be replaced 
 Kitchen units must be made good or replaced 
 Paintwork throughout the property must be refreshed 
 Old trampoline and broken chairs must be removed from the garden 
 Service users or their representatives must be consulted about the content of support plans 

and asked to sign to confirm their agreement. Where there is a stated desire not to be 
involved this must be clearly documented.  
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 Support plans, risk assessments  and needs assessments must be reviewed at least every 
six months 

 Where service users do not attend reviews the reason for this must be recorded. 
 Capacity assessments and best interest decisions paperwork must be signed and dated. 
 The complaints policy must be amended to detail how to manage complaints against the 

manager/provider; to give contact details for Registration and Inspection Unit and the 
DHSC and to change reference from DSC to DHSC 

 Accident and incident notifications to Registration and Inspection must be completed 
appropriately and forwarded in line with identified timescales. Any extended timescales 
must be discussed and agreed with the inspector. 

 Shift leads must be qualified to or enrolled upon QCF level three 
 Internal and external risk assessments must be reviewed regularly 
 Monthly fire extinguisher and emergency lighting checks must be completed 

 
Demeanour of, and feedback from, residents. 
Both service users were home for all or part of the inspection. The inspector did not speak directly 
to service users about the quality of care in the home. However, observation of service users 
showed that they felt comfortable and at ease in their surroundings. Interactions between service 
users and staff members were noted to be positive and appropriate. The inspector further noted 
that the practice of staff members supported service users having control and choice over their 
daily routines.  
 
Questionnaires had been left for families to complete but none had been received at the time of 
writing this report. Compliments noted in the homes records included: 

 Parents complimenting staff for the support provided 
 A social worker being impressed with the risk assessment templates used 
 A consultant describing the staff as “very professional” 
 Parents thanked staff for supporting their relative to achieve something they never thought 

possible i.e. Duke of Edinburgh bronze award 

 A parent was happy that staff support had made it possible for grandparents to reconnect 
with their relative. 

 A specialist consultant praised the “hard work and dedication of staff” working with a 
service user at a difficult time. He felt that “this supported the difference made in a short 
period of time”. 

 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 2 - Daily Living 

OUTCOME: 
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. 

Our decision: 
 
Substantially compliant      
 

Reasons for our decision 
A tour of the home was conducted and the home was noted to be clean, tidy and odour free. 
However overall décor and furnishings were looking tired. Carpets in all downstairs areas were 
stained. A carpet retailer was present in the home during the inspection measuring to replace 
carpets. The kitchen units are clean but showing signs of deterioration, with some fronts needing 
to be replaced. Additionally there were two areas of the kitchen floor where tiles were cracked, 
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requiring replacement. Overall there was a need for paintwork throughout the property to be 
refreshed. The garden was well maintained with new wooden steps up to the trampoline and 
fencing separating the grassed area of the garden. Staff explained that the trampoline itself needs 
to be disposed of as a new one had been purchased. There were also a couple of broken wooden 
chairs that need to be cleared. The garden area was not currently being used due to the prevailing 
weather and muddy condition. The inspector was assured that once the ground dries these items 
will be removed. Sofas in the living room showed signs of wear and tear but staff explained that 
new sofas had been ordered and were due to arrive in a couple of weeks.  
 
The property was very spacious and bedroom sizes were found to be in line with minimum 
standards with each service user having access to their own bathroom. There was also a staff 
sleep in room. Other bedrooms were being utilised to offer space for a range of indoor activities to 
take place. Service users had access to all areas of the home. There was a dining/kitchen and a 
separate dining room which ensured that staff members were able to accommodate service user 
needs.  
 
Both service users were ambulant and adaptations had not been necessary. However there was a 
range of specialist equipment available to support sensory and communication needs. These 
included sensory blankets, therapy balls, communication boards, Makaton, PECS, ipads, swings, 
trampoline, bike and trike.  
 
Meals and menus were observed to be completed on an individual basis in order to meet differing 
service user needs. One service user had a menu in place which took account of their likes and 
dislikes whilst the other service user was being supported to make their own meals with records 
maintained. Opportunities for choice on the day exist for both service users. One was able to do 
this verbally whilst the other makes use of the PECS communication system or objects of 
reference. Drinks and snacks were readily available in line with any dietary or nutritional 
considerations.  
 
There were detailed weekly planners in place for both service users. They were set up with hourly 
or two hourly slots of activities and tasks. Within the planners there were choices available 
throughout. Routines had been developed to accommodate the needs of service users and were 
able to evidence that service user preferences had been considered and that there was flexibility 
to facilitate a timely response to any required or desired changes. 
 
During the inspection there was clear evidence that service users have the opportunity to carry out 
light domestic tasks. This was noted in the daily/weekly planners and during the inspection one 
service user was observed to undertake hoovering in the lounge whilst another offered and made 
the inspector a cup of tea on arrival.  

Requirements and recommendations  
 
Standard 2.1 

 Cracked tiles on the kitchen floor must be replaced 
 Kitchen units must be made good or replaced 

 Paintwork throughout the property must be refreshed 
 Old trampoline and broken chairs must be removed from the garden 

Timescale: 30 June 2017 
 

Provider’s action plan 
2.1 Currantly obtaining quotes for a new kitchen to be fitted which will enclude the flooring in the 
kitchen area. Trampoline has been purchased and will replace the old one in the garden. Chairs 
have been removed.  
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Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 7 - Management and Quality Improvement 

OUTCOME:  
People have confidence that the systems in place support at the home 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. 

Our decision: 
 
Partially compliant      
 

Reasons for our decision 
The manager has significant knowledge in the field of autism having worked with young adults 
with autism since 2007. She has completed her Quality Care Framework (QCF) level five award 
which ensured that she had a relevant management qualification. The service had recently 
appointed a deputy who it is planned will enrol on QCF level three. 
 
Three members of the staff team have already achieved NVQ level three and five staff members 
have achieved QCF level two, with the two remaining staff members still in their probation period. 
There have been some changes to terms and conditions within the service and from here on in the 
service will enrol all new staff members onto level three NVQ. The rotas were examined and 
clearly showed that there was always an identified shift lead. Shift leads must be qualified or 
enrolled on QCF level three by October 2017. 
 
The home had a range of policies and procedures in place, to guide and inform staff members 
practice. These were held in a policy and procedures file in the office but were also available to 
staff members on the computer. The policies are developed at the organisation’s headquarters in 
Liverpool; however there were some UK references, identified elsewhere in the report, that require 
amending and some were overdue review.  
 
The opportunity for service users to have their voice heard was available throughout the year.  
House meetings are not held due to the needs of the current service users. Service users were 
found to be given daily and weekly opportunities for airing views on the service and raising any 
issues they may have verbally alternatively key workers advocate for those service users unable to 
do so for themselves, based on observations and discussion with other staff and family members. 
Meals and menus were found to be developed on an individual basis to meet the needs and wishes 
of each service user. 
 
The home had a range of quality assurance measures in place including complaints and 
compliments records and accident and incident records. There were good opportunities for staff 
members to share their thoughts on the service and to put forward ideas for any potential 
improvements through supervision sessions. In addition to PCP, (person centred planning), 
meetings, relatives now have the opportunity to air their views on the service, through completion 
of an annual questionnaire.  
  
An annual report for 2015-16 had been completed which detailed information regarding staffing 
issues, quality assurance measures used including weekly health and safety audits and peer to 
peer quarterly audits. The report had a development plan for the year ahead but this did not 
reference feedback from service users and their families about the quality of the service. The 
manager was able to show the inspector a copy of the report that had recently been completed for 
2016-17 where this had now been addressed. 
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The home was found to maintain records of accidents and incidents. Examination of records 
showed that that not all relevant incidents had been reported, especially during a difficult time for 
one service user. There had been a summary submitted after some time but this was insufficient 
to comply with requirements. In cases where things are happening on a daily basis, it can be 
discussed and agreed with the inspector to submit on a periodic basis. 
Other records which the home must maintain in line with the Regulation of Care Act 2013 were 
found to be appropriately completed and up to date. Organisation was found to be good and any 
records required were able to be easily produced during the inspection. Records were 
appropriately stored in line with minimum standards and confidentiality of personal information 
was compliant with data protection principles.  
 
Secure lockable storage for any small, valuable, residents’ personal belongings. Such storage is not 
required by the current service users but could be accommodated, if required, through secure 
storage in the office. There was a service user financial support policy available regarding 
management residents’ finances. The home had responsibility for supporting residents with various 
aspects of their personal finances. There were identified procedures in place to guide and support 
staff practice with detailed and accurate records maintained. 
 
The home had a confidentiality policy in place, which included reference to the Isle of Man Data 
Protection Act 2002. This was not on display in the home but within the statement of purpose, 
service users were advised how could seek access to some or all of the information held on file 
about them.  
 
The registered person for the home does not visit the home on a regular basis. However the 
service conducted quarterly peer to peer audits of the service, with appropriate documentation 
produced. The reports cover issues relating to the premises, staffing levels and skills, resident 
satisfaction and record keeping and are able to be used by the manger to feed into the quality 
assurance process. However it was noted that had paperwork review dates been incorporated into 
the audit document then overdue paperwork would have been noted and addressed prior to 
inspection. This was discussed with the manager who was to pursue this amendment to the 
documentation.  
 

Requirements and recommendations  
 
Regulation 10 & Standard 7.16 
Accident and incident notifications to Registration and Inspection must be completed appropriately 
and forwarded in line with identified timescales. Any extended timescales must be discussed and 
agreed with the inspector. 
Timescale: With immediate effect 
 
Standard 7.2 
Shift leads must be qualified to or enrolled upon QCF level three 
Timescale: October 2017 
 

Provider’s action plan 
7.16 Accident and incident notifications to Registrations and inspections will be completed 
appropriately and forwarded within the timescales.                                                                                    
7.2 it has been agreed that all staff at AI will be placed on the level 3 QCF. We at Glen Darragh 
currantly have four members of staff who are qualified  to this level however 4 more staff are 
enrolled to commence this training in May 2017.  
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ANY OTHER AREAS EXAMINED 

 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 1.1 Statement of Purpose  

Our decision 
 
Compliant     

Reasons for our decision 
The home had a statement of purpose in place and an easy read service user guide which 
provided prospective users of services and their families with information about the organisation, 
it’s aims and objectives, the nature and scope of the services provided, important terms and 
conditions and an overview of the process for delivering care and support from the point of 
referral. Information regarding important policies, procedures and organisational structure was 
also available along with a range of useful contact details including Registration and Inspection 
Unit and Independent Advocacy. There was information about the manager and staff team, skills, 
training and qualifications. All information was accurate and up to date. 
 
 

Requirements and recommendations  
 
None 
 

Provider’s action plan 
 
Not Applicable 
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Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 4.8  4.9 - Complaints 

Our decision 
 
Substantially compliant      
 

Reasons for our decision 
There was a complaints policy and procedure in place which offered guidance to staff members in 
the event of receiving a complaint. This was on display in the entrance to the home. On 
examination the inspector noted that there were a few amendments required: reference to the 
Department of Social Care (DSC) should read the Department of Health and Social Care (DHSC), 
no contact details for the Registration and Inspection Unit nor DHSC were provided and there 
was no specific advice regarding how to handle a complaint against the registered 
provider/manager. Two easy read complaints procedures were available, one was written and the 
other was pictorial; thus meeting the communication needs of service users living in the home. A 
compliments and complaints log was in place in the home. Three complaints had been noted, 
actioned and recorded appropriately.  
There were four compliments noted from relatives, one from a staff member who had started 
employment within the home and found that it was not for them but was appreciative of the 
induction and support offered by the manager. There were also two compliments from 
professionals about the quality of documentation and support provided by staff.   
 
 

Requirements and recommendations  
Standard 4.8 
The complaints policy must be amended to detail how to manage complaints against the 
manager/provider; to give contact details for Registration and Inspection Unit and the DHSC and 
to change reference to DSC to DHSC 
Timescale: April 2017 
 

Provider’s action plan 
4.8 Head of service IOM has been informed and will address this with the director lead for the 
policy.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

12 
 

 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 4.1 - 4.4  Safeguarding 

Our decision 
 
Substantially compliant      
 

Reason for our decision 
There were good detailed internal and external environmental risk assessments in place for the 
home however many of these were in need of review. Staff members did not have infection 
control training, two staff members needed to access refresher training in relation to food 
hygiene and one staff members needed to complete their first aid refresher.  
 
The home had a safeguarding and whistleblowing policy in place to support and guide staff 
practice. The inter agency safeguarding policy and procedure 2016-18 was also available in the 
office for reference. Copies of the policies were available in the policies file in the office and on 
computer. Both policies had been recently reviewed. Staff members attend a mandatory adult 
protection course at Keyll Darree followed by annual elearning, refresher training. All staff 
members were found to be up to date with their training. There had been no safeguarding issues 
identified since the last inspection however there were recognised procedures for staff to follow, 
if required.  
 
Recruitment and selection processes for the service also seek to support the protection of 
vulnerable adults, through ensuring that all new staff members have an enhanced Disclosure and 
Barring Service (DBS) check undertaken prior to employment commencing. However this was not 
checked during this inspection. 
 
 

Requirements and recommendations 
 
Standard 4.1 
Internal and external risk assessments must be reviewed regularly 
Timescale: 30 June 2017 
 

Provider’s action plan 
4.1 All risk assessment are up to date with review dates visible. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

13 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
Standard 4.10 , 4.16, 4.17, 4.18, 4.19     Health and Safety 

Our decision 
 
Substantially compliant      

Reasons for our decision 
The service had in place a range of health and safety policies and procedures which included: 
Infection control, moving and handling, fire safety, food hygiene, health and safety, nutrition and 
COSHH amongst others.  
 
All COSHH items were securely stored.  
 
Monthly visual portable electrical appliance testing had been conducted.  
 
A valid electrical installations certificate was available  
 
Public liability insurance documentation was in date and on display.  
 
A valid gas boiler certificate was available. 
 
Water temperature checks had been undertaken twice daily with both hot and cold water 
temperatures taken. However the legionella certificate was out of date. 
 
Fire safety have been completed as follows: 

 A fire register was in place in the entrance to the home 
 A fire risk assessment was in place which had been reviewed. 
 Personal emergency evacuation plans for all service users  

 A fire procedure was on display 
 A fire safety audit  
 A new fire safety policy was in place 
 There were layout plans of the building 
 Fire safety leaflets and posters were available.  
 Three fire drills had been completed. 
 All fire exits were clear  
 Fire extinguisher annual service had been completed 
 All staff had completed fire safety refresher training 
However: 

 Monthly fire extinguisher checks had been completed regularly however it was six weeks 
since the last check 

 Monthly emergency lighting checks had been completed regularly however it was six weeks 
since the last check  

 

Requirements and recommendations  
Standard 4.10 
Monthly fire extinguisher checks must be completed 
Monthly emergency lighting must be completed 
Timescale: With immediate effect 
 

Provider’s action plan 
4.10 action complete  
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Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
Standard 6.18 6.19  Staffing 

Our decision 
 
Compliant  

Reasons for our decision 
The home currently had a full staff complement. There had been some changes since the last 
inspection but these had been handled sensitively seeking to ensure minimum impact on service 
users. To this end the service also secured the permanent services of an agency worker who had 
developed a positive relationship with one service user. This had proved to be a very successful 
move, as evidenced through feedback from family members. Good staff inductions were conducted 
and in fact one employee, who did not stay, as they felt the job was not for them, still noted their 
appreciation of the support offered by the manager during induction. 
 
Rotas were examined and shift leads were clearly identified. Dependency assessment documents 
were not completed but there was sufficient detail about service users needs to determine that 
staffing levels were in line with service users’ needs. There was always at least one and sometimes 
two staff members allocated to work with each service user dependant on the activity or task 
being undertaken.  
 
Five team meetings had been held in the last eight months. Minutes were taken but actions were 
not always clearly identified and carried forward to the next meeting. Staff spoken to during 
inspection felt that the number of meetings was sufficient and that meetings were good 
information sharing opportunities.   
 

Requirements and recommendations  
None 
 

Provider’s action plan 
 
Not applicable 
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Other areas identified during this inspection / Or previous requirements which have 
not been met 

 

Both service user files were reviewed in detail. Each had a main file and a working file.  
The information contained within the files was comprehensive and included: 
Personal profiles 
Missing person information sheets 
Consent forms for a range of issues  
Health pathways 
Health action plans 
Hospital support plans 
Support plans 
Risk assessments 
Physical intervention risk assessments and support plans 
Future goals 
Service summaries 
Complaints and compliments 
About me needs assessments  
There was good information within the documentation to advise and support staff practice. 
However many documents were overdue review, were missing a date of completion or signatures. 
There was no information to evidence why there were no service users or family signatures on 
documentation.  
It was good to see that best interests decisions, capacity to consent and restrictive practice had 
been considered and appropriate documentation utilised to log the details. However the best 
interests checklist had no signatures or date of completion and the capacity assessment had no 
signatures. 
Observations during inspection evidenced that staff members were following specific guidelines for 
one service user aimed at achieving successful interactions 
 
Standard 3.1 
Service users or their representatives must be consulted about the content of support plans and 
asked to sign to confirm their agreement. Where  a service user is not involved the reason for this 
this must be clearly documented.  
Timescale: 31 May 2017 
 
Standard 3.2 
Support plans and needs assessment must be reviewed at least every six months 
Where service users do not attend reviews the reason for this must be recorded. 
Timescale: 31 May 2017 
 
Standard 3.15 
Risk assessments must be reviewed at least every six months 
Timescale: 31 May 2017 
 
Standard 3.15 
Capacity assessments and best interest decisions paperwork must be signed and dated. 
Timescale: 31 May 2017 
 

Provider’s action plan 
3.1 discussions will take place with the service users representatives regarding the support plans in 
place, amendments have been made to include a signing off section.    3.2 discussions with the 
staff team have taken place to ensure this action is met. All staff are aware and this will be 
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checked in the peer to peer audit.        3.15 action met        3.15 The manager will ensure that the 
capacity assessment and any further best interest decisions are signed and dated.                                                                                 
 

 

 
Identified below are requirements made at previous inspections under Regulation of 
Care Act 2013 and progress to date: 
 

No Regulation/Standards Requirement/date for 
compliance 

Met/not met 

1 1.1 An easy read version of the 
Guide/brochure/handbook is 
required. 
TIMESCALE: January 2016 

MET 

 
 
Please complete the provider action plan sections beneath each requirements and 
recommendations providing details of action taken (or to be taken) with timescale for 
each. 
 
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 please do not 
hesitate to contact the Registration and Inspection Unit. 
 
 
Inspector: Mandy Quirk Date: 21 March 2017 

 

  

Requirements from previous inspection 
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To: The Registration and Inspection Unit, 4th Floor, Markwell House, Market Street, Douglas IM1 2RZ. 
 
From:  Glen Darragh House 
 
I / we have read the inspection report for the unannounced inspection carried out on 23 February 
2017 and 2 March 2017 at the establishment known as Glen Darragh House, 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.                                                                                   ☒                               

 
Please return the whole report which includes the completed action sections to the Registration 
and Inspection Unit within 4 weeks from the receiving the 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)  
                           ☐ 

 

Click here to enter text. 
 
 
 

  
 
Signed 
Manager  KCampbell  
 
Print name  Karen Campbell  
 
Date   3-4-17 
 
Signed  P Ormond-Smith 
 
Print name  P Ormond-Smith 
 
Date   7/4/17 
 
 

Action plan/provider’s response noted and approved by Inspector:                     
Date:    07/10/17                  Signature/initials: MQ 

Provider’s comments/response 


