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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: Inspection Information  
 
Part 4: Inspection Outcomes and Evidence and Requirements  
   
When making decisions the Registration and Inspection Unit have regard as to how well the 
service meets the Adult Care Homes Standards (April 2017). Providers of services are required, as 
part of their conditions of registration, to fully comply with the minimum standards. 
 
This report identifies strengths and areas of good practice as well as areas where, in order to meet 
the minimum standards, improvement is required. It also summarises the findings of an inspection 
of the service and any requirements and recommendations made.  It will form the basis for 
decisions by the Registration and Inspection Unit regarding registration, any variation of 
registration conditions and any enforcement action. 

 
Standard  1  - Introduction Assessment and Admission  
Standard  4  - Environmental and Personal Safety 
Standard  6 - Staffing 
 
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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Standard 7.3 - Policies and Procedures 
Standard 7.8 - Quality Assurance Systems 
Standard 7.9 - Annual Reports 

 
Part 5: Provider’s comment/response  
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Part 1 Service Information 

 
Name of Service                                                             Tel No:   (01624)   698360 
Sweetbriar 
Care Service Number 
Not applicable 
Registration number ROCA/P/ 
Not applicable 
Address                                                              
Sweetbriar 
Unit 2 
Thie Meanagh 
Manor Woods 
Farmhill 
Douglas  IM2 2PF 
Conditions of Registration  
Not applicable 
Registered company name: 
Not applicable 
Email Address:   
Clara.Price@gov.im 
Name of Responsible Person        
Not applicable 
Name of (Registered) Manager     
Clara Price  
Manager Registration number ROCA/M/  
Not applicable 
Date of latest registration certificate  
Not applicable   
Certificate of latest manager certificate 
Not applicable    
 
Date of any additional regulatory action in the last inspection year (ie improvement 
measures or additional monitoring). 
None 
Date of previous inspection  
25 July 2016 
Number of individuals using the service at the time of the inspection  
Fourteen (14) 
Person in charge at the time of the inspection  
Clara Price 
Name of Inspector(s) 
Sharon Kaighin 
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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:  
 

 Is the care safe? 
 Is the care effective? 
 Is the care compassionate? 
 Is the service well led? 

 

No Standard Requirements/recommendations from 
previous inspection 

Met/not 
met 

1 2 Music and memorabilia from different eras to 
be introduced to the residents. 

Met 

2 7 Notification to be sent to Registration and 
Inspection unit when manager is on sick 
leave. 

Met 

3 7.2 Shift leaders should be identified on the staff 
rota. 

Met 

4 7.8 Annual report to be sent to Registration and 
Inspection Unit as soon as it is complete. 

Met 

5 7.10 All resident risk assessments to be up to 
date. 

Met 

6 7.11 A written policy on accessing records. Met 

7 7.15 A policy to be in place regarding supporting 
residents with their finances. 

Met 

8  Date stamping of correspondence to identify 
which inspection period it relates to. 

Met 

9 4.1 Mandatory staff training to be carried out in 
all required areas. 

Ongoing 

10 4.10 Fire alarm testing to be carried out weekly. Met 

11 4.10 Fire drills to be carried out twice per year as 
a minimum. 

Met 

12 4.10 Evidence to be provided to Registration and 
Inspection Unit that firefighting equipment 
has been checked. 

Met 

13 4.10 All staff to be up to date in Fire Safety 
training. 

Met 

14 4.16 To arrange for testing of portable appliances.  Met 

15 4.17 A legionella risk assessment to be 
completed. 

Met 

16 6.18 Three staff to be on duty every day from 
7am until 8am when the dayshift staff come 
on duty. 

Met 

17 7.16 To update all care plans and risk 
assessments with a date for review. 

Met 

18  All residents to have a current photograph 
on their file. 

Met 
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Feedback from relevant parties 

The compliments log contained the following comments: 
“Thank you for all the care..has received.” 
“The care kindness and interest shown to us both by every staff member that we met was just 
amazing.” 
“You are a great professional team.” 
“Many many thanks again.” 
“So well cared for.” 
“You are all an amazing team.” 
“It means so much to know that she is in good hands.” 
“The time you give is appreciated.” 
 
Feedback from family and friends stated; 

 “Sweetbriar staff are great.” 
 “We really appreciate the care they give to our relative.” 
 “Training in treating dementia residents is essential and should always be ongoing.” 
 “Sweetbriar as a building is not very good as it does not allow for residents access to 

outdoor space.” 
 
Residents also commented as follows: 
“I like staying here.” 
“I feel very safe.” 
“Staff are exceptionally polite to me.” 
“The staff work extremely hard.” 
“Staff are kind and helpful.” 
“Staff are very exceptional in sorting out my problems.” 
Staff spoken to on inspection stated the following; 

 There was a good staff team in place; they worked together well, staff morale was good 
and the manager was very supportive. 

 Staff know their residents; individual needs and abilities were acknowledged and 
accommodated. 

 Person centred care was discussed and emphasised during the inspection; the need to 
maintain dignity whilst undertaking tasks was understood and appreciated. 

 Strategies were employed to address any potentially challenging behaviour; staff were 
aware of issues that may arise and how to deal with them. 

 

Part 4 Inspection Outcomes and Evidence and Requirements 
 

 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard  1 - Introduction, Admission and Assessment 

 

OUTCOME: People are confident that the home’s information reflects the services 
practice and that written information is accurate and current.  The registered provider 
is able to clearly establish that the home’s facilities and staff can meet the individual’s 
specific needs and requirements. The admission process is planned and people are 
clear on the terms and conditions surrounding their residency. 
 

Our decision: 
 
Compliant     
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Reasons for our decision 
The Statement of Purpose incorporating the Service Users’ Guide is in place and contains 
comprehensive information outlining the facilities and services available at Sweetbriar.  Eligibility 
criteria are clearly explained, together with the admissions process. The document is clear and 
understandable. 
 
Prior to admission, the manager carries out assessments covering a variety of areas applicable to 
the home.  Mental health needs are considered, with these reassessed as needs change and 
increase. Documentation was seen that an evidence assessment tool was implemented with 
appropriate family involvement. Challenging behaviours would also be looked at, with possible 
alternative placement if that was more suitable.  A pre screening matrix is in place which 
measures mobility; emotional health is considered, and any specific nutritional needs along with 
allergies are prominently placed and noted on file. 
 
The manager undertakes the assessment outside the care home, and the prospective resident is 
involved as far as possible together with the family.  The assessment includes both a pre 
screening document and a scoring matrix. This includes several areas to ensure a full picture of 
the resident is gained. A compatibility assessment is also carried out to consider the likely impact 
of the placement on the residents in the home. 
 
The admissions process takes place in a planned and gradual manner.  The initial meeting with 
staff at the individual’s home leads to an allocation meeting and a pre screening assessment.   
The person then visits the home for meals and an overnight stay as appropriate. Emergency 
admissions are not generally accepted at Sweetbriar as established practice. 
 
The resident and/or their representative enters into a written contract with the home.  The 
contract contains the following detail: 
 

 General terms and conditions of residency; the fees are stated with charges reviewed 
annually with notice given of increase.  
 

 Periods of notice required; termination of the contract on either side requires four weeks’ 
written notice.  Non payment of fees can trigger this notice period, or, as stated in the 
Statement of Purpose, if the needs of the individual exceed the level of care which is able 
to be provided within the remit of the home. 
 
 

 Services which are provided by the home and included in the weekly charge are stated; 
these include accommodation, meals, light, heating, hot and cold water, laundry and 
rates.  The resident is responsible for such services as hairdressing, newspapers, clothing, 
toilet requisites, and all items of a luxury or personal nature. 
 

 Insurance information for personal belongings is clearly stated to be the responsibility of 
the resident. 

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 - Environmental and Personal Safety and Comfort  

Outcome: 
Systems, checks, policies, procedures and staff training ensure that people’s dignity, 
well-being and safety is promoted and protected. 

Our decision: 
 
Substantially compliant    
 
 

Reasons for our decision 
Policies and procedures are in place which provides a framework for the safety of the premises 
and the environment.  Safeguarding training is undertaken by staff and policies and procedures 
are available at all times. Mandatory safeguarding training is undertaken by all new staff within six 
months of appointment as far as possible within training constraints.  Dementia capable care 
training is undertaken by all staff to promote an understanding of the issues potentially faced by 
residents.  Staff spoken to on inspection knew their residents very well and tried to employ 
strategies to minimise and manage episodes of aggression and agitation.  Potential risk factors 
were included in initial assessments which were updated as necessary. 
 
The inspector discussed with the manager the issue of deprivation of liberty. The home does not 
implement any planned measures of physical intervention.  If any issues arose, then strategies 
were employed to minimise any episodes of potential aggression or agitation before they 
escalated.  Although there is not yet deprivation of liberty legislation in place on the Isle of Man, 
good practice was followed with person centred care paramount with correct and accurate 
assessment. Capacity assessments were carried out with individual choices, preferences and needs 
documented. Multi- disciplinary approaches were employed to ensure that a full picture was 
obtained.  The manager was able to give an example of a resident who had recently been 
assessed with an independent representative appointed.   
 
The home’s complaints procedure is in place, and displayed in the foyer of the home.  The 
complaints policy and procedure is in place for access by all staff and contains all relevant 
information.  Timescales are outlined for acknowledgement and response to complaints, and these 
are all in line with the standards.  
 
The following fire safety management measures are in place; 
 

 Fire risk assessment is in place dated 14/2/17; review date February 2018. The overall fire 
risk category is low. This contained identified hazards, risks, controls, levels of risk and 
further actions required.  Risk assessment forms were in place which were reviewed March 
2017. 

 Fire training has not been undertaken by all staff; this to be undertaken as soon as 
possible. 

 Exits are clear and free from obstructions. 
 Fire safety systems are in place; the fire alarm system was checked 18/10/16.  Fire doors 

inspection was carried out 6/2/17. 

 Certificate of fire inspection including fire fighting equipment in place dated 6/7/16. 
 Fire alarm testing carried out weekly. 
 Emergency lighting testing carried out monthly. 
 Monthly firefighting equipment checks carried out. 
 Fire drills carried out. 

 Fire inspection checklist completed 2/1/17. 
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 Annual fire safety audit checklist 6/2/17. 
 Quarterly fire inspection checklist 6/2/17. 
 Personal evacuation plan; some of the personal evacuation plans had not been signed off 

as reviewed. This is a requirement from this inspection. 
 
Health and safety file containing policies and procedures is in place. Food hygiene regulations are 
complied with, and the home is registered with DEFA (Department of Environment Food and 
Agriculture).  COSHH (Control of Substance Hazardous to Health Regulations) are followed, and 
the file containing relevant information was seen on inspection. 
 
RIDDOR (Reporting Injuries, Diseases and Dangerous Occurrences Regulations) is complied with; 
the home documentation evidence that procedures had been followed and incidents reported 
appropriately. Electrical installations certificate is in place dated 18/12/14. PAT testing had been 
carried out. 
 
Legionella risk assessment was in place and identified the measures to be taken.  This was due for 
review in May 2018. Water temperatures are recorded daily and these charts are stored in the 
bathrooms. Public liability insurance certificate is in place and displayed expiry date 31/3/18. 
 

Requirements  
STANDARD 4.1 
Staff training to be undertaken and updated in line with needs as appropriate. 
TIMESCALE: 1 DECEMBER 2016 
CARRIED OVER 
TIMESCALE: 1 JULY 2017 
 
STANDARD 4.10 
Personal emergency evacuation plans all need to be reviewed and updated. 
TIMESCALE: IMMEDIATE 
 
STANDARD 4.10 
Fire training to be undertaken by all staff. 
TIMESCALE: IMMEDIATE 
This was scheduled for 18/5/17 prior to the report being completed. 
MET 

Provider’s action plan 
4.1 – All relevant training has been booked. Dates have either been given for staff to attend or no 
available dates as yet , however, it has been requested and applied for. Training matrix shows this 
where it is colour coded reflecting this.  
 

 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 6  - Staffing   

Outcome:  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 
 

Our decision: 
 
Partially  compliant 
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Reasons for our decision 
An equal opportunities employment policy is in place, and is followed in the recruitment process. 
Employment contracts and job descriptions are in place in staff files, but all details regarding 
recruitment of employees is handled by the government human resources department. The 
process of reapplying for DBS (Disclosure and Barring checks) had been commenced as confirmed 
by the manager.  However, no staff files with recruitment information were held at the home, and 
the inspector was unable to verify whether all appropriate documentation was included. This 
information needs to be available in the home, and is a requirement from this inspection. 
 
Applicants are employed under a three month probationary period, and a written induction 
programme is in place in line with the Care Certificate Standards (Skills for Care); a new staff 
member was due to commence the Care Certificate at the time of the inspection. All new staff at 
the home work supernumerary for two weeks, shadowing experienced staff.  Supervisions take 
place every eight weeks, and staff confirmed that they were emailed a copy of the supervision 
notes. All areas contained within this standard are covered in induction training. 
 
Individual training needs are identified by the manager, and some staff were awaiting capacity 
training. Dementia care training is undertaken by staff; however from the training matrix some 
staff training was out of date.  This is a requirement from this inspection.  Care staff are qualified 
in line with this standard.  Following training, the manager assesses that training has influenced 
practice and learning outcomes have been implemented. 
 
Team meetings are held regularly, and the minutes of these were seen on inspection. Staffing 
levels are determined in line with the needs of residents; feedback from a visitor to the home 
stated that staffing levels were not enough.  Online training is carried out whilst staff are on duty 
which influenced numbers of staff on the floor.  The manager should ensure that staffing levels 
satisfactorily meet needs of residents in line with dependency assessments.  Assessments which 
were seen on inspection were amended and reviewed as necessary. Falls bundles were in place as 
and when appropriate.  Staff rotas were clear, and an extra member of staff is now on duty on the 
early shift in line with recommendations.  Staff stated that this has helped to reduce the workload. 

Requirements  
STANDARD 6.3 
Staff files need to contain information as listed in Standard 6.3 which are readily accessible for 
inspection. 
TIMESCALE: IMMEDIATE 

Provider’s action plan 
6.3 - I will contact HR via email and request copies of recruitment information for the staff files. 
 
 

 

ANY OTHER AREAS EXAMINED 

 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 7.3- Policies and Procedures 

 

Criteria 

The registered person makes available to staff a comprehensive policy and procedure file. 
The policy documents cover all aspects of work including practical task, administrative 
tasks and legal/ethical responsibilities such as Health and Safety (legal), promoting 
dignity (ethical).  The documents underpin all staff practice and provide a framework 
from which service is delivered. All policies and procedures should reflect current 
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legislation and practice for the Isle of Man.  The registered manager sets in place 
recorded systems to ensure the staff team are familiar with and comply with the policy 
documents whilst at work. People living at the home can ask for access to the policy and 
procedure documents.  (A list of mandatory policies and procedures is available in 
Appendix A). 

Our decision 
 
Compliant 
     

Reasons for our decision 
 Policies and procedures are online and available for all staff.  

 

 A daily read and sign file is in place which contains all new policies and procedures. 
 

  The inspector was informed that these are discussed in supervision, and that staff are 
made aware of when new policies and procedures are in place. 
 

 Staff confirmed that new policies and procedures and implications for practice are 
discussed in supervision and team meetings. 

 

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 7.8 - Quality Assurance Systems 

Criteria 

Formal quality assurance systems are in place and the registered person uses a range of 
tools to measure the quality of the service provided.  This will include: 

 numbers and types of complaints received and any learning resulting from this; 

 comments and compliments about the service from a range of stakeholders and any 
actions taken as a result of stakeholder feedback; 

 accident and incident reports;  

  observations of those using the service; 

  views of staff working at the service; 

  reports from the responsible person’s visits to the home (or their nominated person) 
which must include the notes of the visits. 

Our decision 
 
Substantially compliant    
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Reasons for our decision 
No complaints have been received since the last inspection. The compliments log was seen on 
inspection, and a variety of compliments had been received.  These included the following: 

 “Thank you for all the care..has received.” 
 “The care kindness and interest shown to us both by every staff member that we met was 

just amazing.” 

 “You are a great professional team.” 
 “Many many thanks again.” 
 “So well cared for.” 
 “You are all an amazing team.” 
 “It means so much to know that she is in good hands.” 
 “The time you give is appreciated.” 

 
Staff feedback stated that they were happy to be working at Sweetbriar; the manager was 
supportive and they felt part of a team. 
 
The quality assurance system must include reports from the responsible person’s (or their 
nominee’s) visits to the home.  The inspector was informed that at present this was not 
happening; these visits must take place under this standard, and this is a requirement from this 
inspection. 

Requirements  
STANDARD 7.8 
The nominated person must produce reports following their visits to the home. 
TIMESCALE:  
1 JULY 2017 
 

Provider’s action plan 
7.8 – Last year’s Internal Audit was carried out on the 10th October 2016 by R Cain. 
2017 – Internal Audit is scheduled for 8th June 2017 with R Cain 
 

 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 7.9 -  Annual Reports 

Criteria 

An annual report lists the success of the service and introduces a written 
development/improvement plan based on the outcomes of the quality assessment 
exercise.  The plan is displayed and available to all.  The annual report could include: 

 achievements in the year;  

 plans for the future; 

 outcomes of the quality assessment exercise; 

 medication audits;  

 equipment audits;  

 care plan audits and;  

 compliments and complaints received and any changes made as a result of concerns 
raised. 
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Our decision 
 
Compliant  
 

Reason for our decision 
An annual report is in place and this is displayed in the home and is accessible to all. The plan 
documents the achievements over the past year, together with improvement plans identified.  
These include the redecoration of the lounge area and the purchasing of new furniture.  A 
medication audit had been undertaken by the pharmaceutical advisor, and internal audits had 
identified areas which needed to be addressed. Care Plan audits had been done and a general 
overview of the home included.  Concerns which had been raised had been addressed through 
debrief with the staff and feedback to relevant individuals. Compliments and complaints had been 
documented and issues had been addressed. 
 

Requirements and recommendations 
None 
 

Provider’s action plan 
Not applicable 
 

 
 
 
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: Sharon Kaighin Date:      24  May 2017 
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To: The Registration and Inspection Unit, 3rd Floor, Murray House, Mount Havelock, Douglas IM1 2SF 
 
From:  Sweetbriar, Unit 2, Thie Meanagh 
 
I / we have read the inspection report for the unannounced inspection carried out on 26 April at 
the establishment known as Sweetbriar, 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 receiving the report. Failure to do so will result in your 
report going on line without your comments. 
 
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)   
              ☐ 

 

7.8 = 2016 Internal Audit Inspection was carried out on the 10th October 2016 by R Cain – copy of 
this report was  available at time of Inspection next Internal Audit Inspection is scheduled for 8th 
June 2017 by  R Cain . 
 
 
 
 
 
 
 
 
 

  
 
Signed 
Responsible Person Click here to enter text. 
Date    Click here to enter text  
 
Signed   
Registered Manager Clara Price 
Date   25.05.17 . 
 
 

Action plan/provider’s response noted and approved by Inspector:                     

Date:     31/5/17                       Signature/initials    Sharon Kaighin 

Part 5 Provider’s comments/response 


