
Department of Health and Social Care 
Rheynn Slaynt as Kiarail y Theay 

 
 

 
 

  

 
 
 
 
 

Inspection Report 
 

Regulation of Care Act 2013 
 

Adult Care Homes 
 
 

Elder Grange Nursing Home 
 
 

Unannounced  
 
 

22/03/17 
27/03/17 

9.10 – 16.40 
9.30-11.00  

 
 
 
 
 
 

 
 
 
 

Registration and Inspection Unit 3rd Floor, 
Murray House, Mount Havelock 

Douglas, Isle of Man, IM1 2SF 
  

 

 



       
 ROCA/P/0096A 

1 
 

 

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: Service information 

 

Part 2: Descriptors of performance against Standards 

 

Part 3: Summary of Inspection Outcomes 
   

Areas of good practice 
Quality improvements subsequent to the previous inspection 

  Areas for improvement 
Demeanour of and feedback from service users 

 
Part 4: 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: 

 
Provider’s Action Plan 

Click here to enter text. 
 

mailto:randi@gov.im
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Statement of Purpose 
Complaints 
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 5: Previous Requirements and Recommendations  

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

 

Part 6: Provider’s comment / response  
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Service Information 

 
Name of Service     Elder Grange Nursing Home        Tel No:   (01624)   626282 
 
Registration number ROCA/P/0096A 
 
Address 
 
Fuchsia Lane 
Governors Hill 
Douglas 
IM2 7EB                                                              
 
Conditions of Registration  
 
The number of persons for whom care and accommodation is provided at any one time shall not 
exceed 82. 
 
Brief Description of Service and Services Provided 
 
Elder Grange is a large, purpose built nursing home situated in a residential area of Douglas. The 
home provides general nursing care for up to eighty two residents. The accommodation is divided 
into four areas over two floors. Each wing has a lounge, conservatory, dining area and adjacent 
kitchenette.  
 
Establishment/Agency Information 
 
Email Address:  Roselle@elderhealthcare.im       
 
Name of Registered Manager    Roselle Callin and Bernadette Cairney  
 
Registration number ROCA/M/0006 & ROCA/M/0005 
 
Type of Establishment    Nursing Home                 
 
Date of latest registration certificate   17/01/04    
 
Assessed risk level of service: 
Pre-inspection Low 
Post-inspection Low 
 
Date of any additional regulatory action in the last inspection year (ie improvement 
measures or additional monitoring risk level increases. None 
 
Date of previous inspection 31/03/16 
 
Number of individuals using the service at the time of the inspection 78 

 
Person in charge at the time of the inspection  Roselle Callin and Bernadette Cairney 
 
Name of Inspector(s)  Egle Leadley & Mandy Quirk  
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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. 
 
Not assessed  
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Summary of Inspection 

 
This is an overview of what the inspector found at the time of the inspection. 
 
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: 
 

 The home was clean and hygienic on the day of the inspection. 
 The management and staff were welcoming and cooperative.  
 The staff teams meeting minutes were found to be detailed and informative. 

 Debrief meeting was carried out and evidenced following an incident, encouraging a 
reflective practice and learning from experiences. 

 The care records were found to be detailed, informative and up to date and discussed with 
the residents and/or families.  

 Daily information displayed in all dining areas: clock, date, weather, daily activity.  
 
Quality improvements subsequent to the previous inspection: 
 
All requirements made during the last inspection were met.  
 
Areas for Improvement: 
 
The following requirements were made: 
 

 The manager needs to ensure that the residents are provided with opportunities to 
contribute to the menus and the review of meals forms a part of the residents meetings.  

 The manager needs to ensure that the Comments, Suggestions and Complaints policy 
provides assurance to people receiving a service that there will be no retribution for making 
a complaint.   

 The manager must ensure that all staff members receive safeguarding (adult protection) 
refresher training within the timescales set by the provider. 

 The manager must ensure that PAT testing are carried out and recorded in compliance with 
current guidance. 

 The manager must ensure that staff files contain evidence of all required employment 
checks and documents.  

 The manager must ensure that DBS checks are completed for all the staff and these are 
evidenced within records.  

 The manager must ensure that all staff members receive regular one to one supervisions to 
meet requirements of the standard.   

 The training matrix (programme) should clearly list courses, staff names, dates completed, 
and refresher timespans if required.  

  
 
Demeanour of, and feedback from, residents 
 
During the visit the inspector had an opportunity to have some conversations with few of the 
residents and staff. Generally the feedback was positive. The residents were complimentary about 
the care they receive and the staff team.  
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Questionnaires were left for the residents, family member / friends to complete as well as staff 
and professionals involved with the home. Ten residents, five professionals, four relatives and six 
staff returned questionnaires. Some of the comments made by residents and relatives were: 

 In regards to meals: 
  “Dining room is good. The food depends who is in the kitchen”; 
 “On the whole the home is good”; 
 “Lunch menu very good”; 
 “95% very good”; 
 “ middling”; 
 “Pretty good”; 
 “I have my meals in my room as I prefer it that way”; 

 In regards to activities: 
 “Don’t know if he is taken to activities”; 
 “I am happy in my own room. Sometimes I go around the home but it’s my choice”; 
 “Quite a lot going on”; 
 “my own choice is to stay in  my room”; 
 “go to most of them”; 
 “don’t want to go to any”; 
 “prefer to stay in my room”; 
 “All of them. Makes my days shorter”; 
 “The ones I like I join in”. 

 In regards to general environment and comfort: 
 “He is kept clean and tidy, seems content with his lot”; 
 “Lovely. Beautiful”; 
  “Very happy here”; 
  “Well looked after. Plenty of food”; 
  “I think they (the bathrooms) are old fashion”; 

 In regards to staffing levels: 
 “One more would be great help”. 

Some comments made by the professionals and staff were: 
 

 “I have not noticed a problem. Seems to have enough staff”; 
 “I always get updates on my clients, staff are knowledgeable”; 
 “No concerns”; 
 “This N/H is excellent and I would absolutely recommend it to any potential new resident”; 
 “I am always invited to complete the visiting professionals register + the managers are 

always ready to discuss cases”; 

 “In my experience Elder Grange NH is a well led and professional home”; 
 “I believe it (home) is well equipped”; 
 “Residents can bring decorative things as long as it is safe to both staff and residents”; 
 “Menu varies every day, if the resident wants certain food we do indicate it to the menu list 

for the next day”; 

  “Activities are done on a daily basis. Cards, crosswords, puzzles and dominoes are in each 
lounge for staff and family to user with the residents + DVD’s and CD player and reading 
books”; 

 “Personalised care plans are being discussed, all staff to ensure residents have choices”; 
 “The menu has changed. Some residents think that the food is not impressive and needs to 

be improved”; 

 “Management staff very supportive and on hand available”; 
 “Residents can get up and go to bed whenever they wanted to and according to their 

choices and preferences”.  
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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 
 
The inspectors had a tour around the home. The building was divided into four wings. Each wing 
had a kitchenette, a dining area, a lounge and a conservatory. Overall the home was well 
maintained, clean and hygienic. The homely feel was created by various art works on the walls 
and soft furnishings.  
Bedrooms seen were personalised with residents’ belongings. The residents were able to control 
the heating, lighting and ventilation in their own rooms, or were supported to do so. Only a few 
people had their name or photo on the bedroom door. The manager explained that residents 
were given a choice if they wanted their bedroom door personalised or not. Every door had 
enter/ do not enter sign. 
Communal areas were well decorated and furnished. It provided plenty of space for residents to 
undertake a variety of group or lone activities. The range of books and CD’s were available in 
each lounge. The communal spaces were not particularly well utilised as a lot of residents chose 
to stay in their bedrooms.  
Dining rooms provided enough space to accommodate all people living in the home. The tables 
were well laid out, providing enough space to accommodate people using a walking aid. Some of 
the dining room chairs had arm rests.  
There were sufficient bathrooms and toilets to meet the needs of all residents. Most rooms were 
en-suite. Communal shower rooms, toilets and bathrooms were also available.  
The home had a range of aids and equipment available to meet the needs of the residents. These 
included: Call system, grab rails, raised toilet seats, hoists, lifts etc. All residents had access to 
the landline phones and Wi-Fi.   
The grounds surrounding the home were well maintained and accessible to the residents. It 
provided several outdoor seating areas and a safe, one level space to move around.     
Menus seen by the inspectors appeared to be varied and nutritious. Choices were available. 
Drinks and snacks were available throughout the day at set times and as requested. Four week 
menus were displayed by the entrance as well as daily menu boards on display in each dining 
room. Questions about menus formed a part of the homes quality assurance system. Menu also 
was on the agenda for one of the residents meetings. There was no evidence within the minutes 
of residents contributing to the menu, just information that the menus were getting updated by 
the chef and the manager. Residents’ likes and dislikes were recorded within their care records. 
Detailed information about their preferences in regards to where they like to eat, breakfast and 
drinks was recorded. The feedback received from residents, relatives and staff in regards to 
meals served was mainly positive, only few people thought that the food could improve.   
Monthly newsletter was released with the details of activities and outing for a month ahead. Daily 
activities are also displayed on the notice boards in the communal areas. The home employed 
two social therapists who coordinated all activities. The feedback from residents and staff 
confirmed that activities take place regularly.  
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Requirements  
 
Standard 2.11 & 7.5 
 
The manager needs to ensure that the residents are provided with opportunities to contribute to 
the menus and review of meals form a part of the residents meetings.   
 
Timescale: July 2017 
 

Provider’s action plan 
The Service Manager conducted a Food Satisfaction Survey in March 2016. We are due to have 
our Residents and Family Meeting on 23rd of May 2017 and we will include discussion of the 
Menus and meals to seek feedback. The next Food and Satisfaction Survey will be conducted 
week commencing the 22nd of May 2017. 
 

 

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: 
 
Compliant 
 

Reasons for our decision 
 
Both registered managers held relevant qualifications and had an extensive experience working 
with older people. It was evident that the managers were committed to their role and delivering 
quality service to the residents.   
A comprehensive policy and procedure file was available to staff. The policies and procedures 
covered all aspects of work and provided a framework from which the service was delivered. Main 
policies such as: safeguarding, fire, complaints etc. were also displayed at the entrance hall and 
accessible to everyone. The policies seen by the inspectors were recently reviewed, with the next 
review date clearly indicated.  
Two residents and families meetings were recorded since the last inspection. The records were 
kept of the meetings and the decisions made. Topics discussed included: refurbishment, activities, 
outings, staff training and development, complaints, quality assurance, parking etc. As stated 
earlier in the report the menu was mentioned in one of the meetings held. 
People living at the home and those visiting were provided with opportunities to comment on how 
the home was run. The suggestion box was found at the entrance hall. The comments, complaints 
and compliments policy was displayed. Formal quality assurance system were also in place. The 
feedback from professionals, staff and residents was sought via annual questionnaires. The 
inspectors had an opportunity to examine an annual plan for 2015/2016. The plan did not include 
accidents and incidents, or professionals and staff feedback. However this was addressed during 
the last inspection and there was sufficient information available, evidencing that the requirement 
to include professional and staff feedback as well information regarding accidents and incident 
were now included in formal quality assurance system and will form a part of an annual plan for 
2016/2017.  
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Registered nurses meetings, as well as care staff meetings took place regularly. The inspector 
noted that minutes were detailed and evidenced seeking to address small issues as well as bigger 
ones, positive attitude towards inspections and encouraging staff to be inspection ready at all the 
times. The inspector had an opportunity to see the de-brief meeting minutes that was carried out 
following an accident. The discussion recorded addressed: successes and challenges of dealing 
with an accident, learning from the experience and identified learning needs. Debrief meetings 
after any incidents or accidents, allowing staff to reflect on the event are seen as a good practice.   
Majority of the paperwork, records and documents seen by the inspectors were in good order, 
legible and kept up to date. Confidentiality policy was in place and the documents were kept 
securely, in line with the Data Protection Act 2002.  
A written access to records policy informing people of their rights to access their files and records 
was in place and displayed at the home.   
Valuables and effects and Management of Residents finances policies were in place. The procedure 
for recording any personal belongings stored safely was in place.  
 

Requirements and recommendations  
 
None 
 

Provider’s action plan 
Not applicable 
 

 

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 Statement of Purpose was seen by the inspector. It was written in plain English and covered 
all of the areas identified in the Regulation of Care (Registration) Regulations 2013 Schedule 3. 
The document was last reviewed in March 2016. The document was readily accessible to all at 
the home and on the home’s website.  
 

Requirements and recommendations  
 
None 
 

Provider’s action plan 
Not applicable  
 

 

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      
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Reasons for our decision 
 
The Comments, Suggestions and Complaints policy was displayed in the home and easily 
accessible to all. The policy was recently reviewed. The policy included: stages of the complaint 
and who the complaint may be referred to if not satisfied with the outcome, provided information 
on how people could access an independent advocate and made a provision for handling any 
complaint against the registered provider/service manager. The policy did not include assurance 
to people receiving the service that there will be no retribution for making a complaint.  
The complaint log was checked by the inspector. There were three complaints recorded since the 
last inspection. Records were found to be clear, detailed, dated and signed.  
 

Requirements  
Standard 4.8  
 
The manager needs to ensure that Comments, Suggestions and Complaints policy provides 
assurance to people receiving a service that there will be no retribution for making a complaint.  
 
Timescale: Immediately  
 

Provider’s action plan 
ACTIONED.  

 

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 
 
Safeguarding and Whistle blowers policies were available at the home. Both policies were recently 
reviewed and included a robust process that described the steps to be taken if allegation or 
suspected abuse accrued. The copy of Inter-agency Safeguarding Adults, Adult Protection Policy 
2016-18 was available to all the staff.  
The induction process included basic in house safeguarding training. The staff members were 
then required to attend mandatory safeguarding training and refresher sessions. The training 
records showed that some staff members were overdue safeguarding training.   
 

Requirements  
 
Standard 4.4 & 6.14 
 
The manager must ensure that all staff members receive safeguarding (adult protection) 
refresher training within the timescales set by the provider.  
 
Timescale: September 2017 
 

Provider’s action plan 
ACTIONED. Outstanding staff have now received their trainings and updates. 
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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 inspector had an opportunity to examine fire safety file. The records seen included: 

 Up to date fire risk assessment dated 26/10/16; 
 Appropriately recorded weekly fire alarm & door release checks. Last one recorded -  

17/03/17; 
 Appropriately recorded monthly emergency lighting test. Last recorded – 28/02/17; 

 Monthly firefighting equipment checks. Last recorded – 28/02/17; 
 Fire plan and action plan dated January 2017; 
 False alarm activation records; 
 Up to date fire safety policy and procedure; 
 Records of regular fire drills. Last one recorded 12/03/17; 
 Fire detection and alarm system inspection and servicing report dated 06/02/17; 
 Emergency lighting periodic inspection and test certificate dated 06/02/17.  

 
The Electrical installation condition report dated 25/08/15 was noted to be unsatisfactory. However 
actions have been taken to address the issues identified in the report. The minor electrical 
installation work certificates evidenced that the work required has been done in timely manner.  
Portable Electrical Appliance Testing (PAT) records were checked by the inspectors. The records 
were found to be not up to date. The service manager explained that they PAT test all not new 
items that come into the home, however do not re-test them regularly. The only items tested 
regularly were hot trolleys and the records shown that hot trolleys were tested every three 
months. However records were not clear enough to determine which hot trolley was tested at each 
time. The inspector discussed the need to regularly test all portable electrical appliances. The 
latest HSE guidance must be referred to in regards to PAT testing frequency. Although guidance in 
itself is not a legal requirement, Minimum standards require provider’s compliance with it.  
Legionella analysis certificate dated August 2016 was seen by the inspector. A recent certificate of 
cold water storage tanks cleaning was also in place. The home had a legionella risk assessment 
which was completed by an external company.  
Gas safety certificate and report dated 09/01/17 was available for the inspectors to see.  
The public liability insurance certificate was in date and appropriately displayed. 
    

Requirements  
Standard 4.16 
 
The manager must ensure that PAT testing are carried out and recorded in compliance with 
current guidance.  
 
Timescale: June 2017 
 

Provider’s action plan 
ACTIONED. HSE guidance on Maintaining portable equipment was received and given to the 
Service Manager who will meet with the Handymen to arrange further testing to ensure 
compliance. 
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Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
Standard 6 Staffing 

Our decision 
 
Partially compliant      

Reasons for our decision 
The manager explained that individual dependency assessments were done every three months or 
as needed. The Barthel index was used for assessing dependency levels.  The collated information 
was used to determine staffing levels. For example it was identified that staffing level should be 
increase for few hours in the evening to meet the needs of the residents, therefore a tea time 
assistant role was put in place.  
Staff rotas seen by the inspector were accurate and reflective of actual persons and hours worked 
on each day. Rotas clearly identified job titles. Registered nurses were identified and shift leaders.  
A number of randomly selected staff files were seen by the inspectors. Employment checks & 
paperwork was inconsistent throughout the files. The manager needs to ensure that all 
employment checks are completed and evidenced. Some of the files seen by the inspectors 
contained evidence of annual appraisals. However one file seen contained appraisals for 2011; 
2012; 2013 and nothing more recent. There was no evidence of regular one to one supervisions in 
the staff files seen by the inspector.  
The evidence of Disclosure and Barring Service (DBS) checks were kept in separate file. On the 
inspection of this file, it was found that it did not contain evidence that all staff had DBS checks 
done.  
The training matrix did not include information on who has done what training over time and 
when, refresher timescales were also not noted. It just gave overall information on what training 
was done that year and percentage of staff trained. The file with individual staff training records 
was seen by the inspectors, however this was found to be not up to date. The inspectors had a 
discussion about the training matrix with both managers. And the training nurse started working 
on training matrix immediately. The training nurse showed the inspector an electronic system that 
was used to record training. This system had a function of “flagging up” refresher sessions that 
were due.  
 

Requirements  
Standard 6.3 
 
The manager must ensure that staff files contain evidence of all required employment checks and 
documents.  
 
Timescale: Immediate 
 
Standard 6.3  
 
The manager must ensure that DBS checks are completed for all the staff and these are evidenced 
within records.  
 
Timescale: Immediately  
 
Standard 6.6 
 
The manager must ensure that all staff members receive regular one to one supervisions to meet 
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requirements of the standard.   
 
Timescale: Immediately  
 
Standard 6.14  
 
The training matrix (programme) should clearly list courses, staff names, dates completed, and 
refresher timespans if required.  
 
Timescale: Met post inspection 
 

Provider’s action plan 
Staff files are currently under review. All staff will be DBS checked and record kept.Compliance 
with all current legislation. Supervision records are kept in a separate file folder in the Nursing 
Office which evidences various types of supervision conducted throughout the year. However with 
the new Regulations taking effect , we will now be keeping a copy of the Supervision Notes in staff 
personnel files. Training Matrix is now revised and updated to satisfy Registrations.                 
 

 

 
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 Standard 3.9  Residents care plans must identify 
any cultural needs and make 
provision for people to follow their 
chosen faith were appropriate. 

Met 

2 Standard 7.7 Formal quality assurance system 
must be implemented to measure 
the quality of the service provided. 
These must include monitoring: 

 The numbers of complaints 
and compliments received 
and any learning resulting 
from these 

 Views of staff working at 
the service.  

Met  

3 Standard 4.3 Detailed records made on 
safeguarding issues should include 
the outcome of any investigation.  

Met 

    

 

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

Requirements from previous inspection 

Good practice recommendations from previous inspection 
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No Standard Recommendations Met/not met 

 None   

    

    

    

 
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: Egle Leadley Date: 19/04/17 
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To: The Registration and Inspection Unit, 3rd Floor, Murray House, Mount Havelock, Douglas IM1 2SF 
 
From:  Roselle Callin and Bernadette Cairney  
 
I / we have read the inspection report for the unannounced inspection carried out on 22nd and 27th 
of March 2017 at the establishment known as Elder Grange Nursing Home, 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  Click here to enter text. 
 
Print name  Mr Ned Carroll 
 
Date   11/05/17 
 
Signed  Click here to enter text. 
 
Print name  Bernadette Cairney and Roselle Callin 
 
Date   11/05/17 
 
 

Action plan/provider’s response noted and approved by Inspector:                     
Date:      19/05/17                Signature/initials EL  

Provider’s comments/response 


