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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


ROCA/P/0093A      

2 
 

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: Beaconsfield Tower Nursing and Residential Home 
Tel No:   (01624) 810850 
 
Care Service Number: ROCA/P/0093 
 
Registration number: ROCA/P/0093A 
 
Address: Jurby Road, Ramsey, Isle of Man, IM8                                                                                                                           
 
Conditions of Registration: The number of people for whom care and accommodation is 
provided at any one time shall not exceed 40. 
 
Registered company name: Adorn Domiciliary Care ltd 
 
Email Address: kblues@adorn.co.im   
 
Name of Responsible Person – Ann Sharvin        
 
Name of Registered Manager – Kath Blues    
 
Manager Registration number – registration process not yet started 
 
Date of latest service registration certificate:  26/02/16  
 
Date of latest manager certificate: none at present    
 
Date of any additional regulatory action in the last inspection year (i.e. improvement 
measures or additional monitoring): None 
 
Date of previous inspection: 20 & 26 September 2016 
 
Number of individuals using the service at the time of the inspection: 33  

 
Person in charge at the time of the inspection: Kath Blues  
 
Name of Inspector(s) Mandy Quirk & Egle Leadley 
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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.  



ROCA/P/0093A      

5 
 

 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 7.13 The planned quality assurance assessment in 
relation to the service by the proposed new 
registered person must be conducted. 
Timescale: December 2016 
NOT MET  
as post holder does not commence until 
October 2016. 

MET 

2 4.10 Monthly checks in relation to emergency 
lighting and fire extinguishers must be 
completed. Timescale: Immediate 

MET POST 
INSPECTION 
but not up 
to date at 
the time of 
the 
inspection 

3 Recommendation Bespoke Capacity training, although 
agreed to be provided by the safeguarding 
team, has yet to be facilitated. 
Carried forward August 2017 

Evidence 
not 
available 

4 Standard 3.13, 
3.22, 4.12 & 6.7 

All staff members must access all mandatory 
training courses: 
Timescale: October 2016 
Carried forward September 2016 
Carried forward August 2017 

Partially 
Met 

6 6.13 Training in relation to mental health needs 
must be provided for staff members 
Timescale: October 2016 
Carried forward August 2017 

Evidence 
not 
available 

 
 

 

Feedback from relevant parties 

Relatives Feedback 
Questionnaires were sent out to relatives /representatives of all residents living in the home. 
Twelve responses were received. Seven family members stated that their relative felt safe in the 
home whilst five did not. Four responses indicted that they felt there were sufficient staff available 
whilst eight stated that they felt there was not enough staff available and that they were aware of 
staff shortages and high staff turnover leading to concerns over consistency of care. Eight 
responses indicated that they felt staff were competent and did not identify any staff practice 
which gave cause for concern. However four responses felt that there were issues regarding staff 
competence, two had concerns but did not give specific examples whilst two gave examples of 
poor staff practice; including a staff member taking sweets from a resident’s room without 
permission and staff not offering alternatives to the menu options.  
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Comments included: 
“my relative has received many acts of kindness from the staff at Beaconsfield , however I feel it is 
necessary to visit regularly to make sure that my relative is safe” 
“the staff are willing and pleasant but appear to lack leadership and team work ability” 
 “Communication among the staff is poor. If you ask about anything the usual answer is – I don’t 
know I’ve just come on duty” 
“We feel the standard of care our relative is receiving has reduced significantly recently. We are 
getting increasingly concerned” 
“Suitability of food/meals and choices seems to be a problem” 
 
Residents Feedback 
Eight residents were spoken to as part of the inspection. Four stated that they felt safe in the 
home whilst four did not. Two residents thought that there was sufficient staff in the home whilst 
six did not. Three residents had concerns about staff competence but no staff practice concerns 
were raised. Four comments were made about the food being okay, good, cold on the plate on 
arrival and portion sizes being too large. 
Comments included: 
“The laundry staff are marvellous. The clothing goes in, in the morning and returns beautifully 
ironed and folded in the afternoon. A service that would be found in a five star hotel” 
“One of the greatest problems is the language barrier, staff don’t always understand what I have 
said” 
“I fully appreciate my room and the lovely view” 
“The food is okay” 
 
Feedback from staff members 
Some staff members were spoken to during the inspection and questionnaires were left with a 
number of staff in the home. However in total only six responses were received. Staff responses 
were positive overall but did note issues in relation to staffing levels and staff sickness. Two 
responses identified staff practice matters that they had observed and reported. One was a staff 
member swearing in front of a resident and the other was a staff member not being prepared for 
carrying out a personal care task for a resident which compromised the dignity of the resident. 
Both matters were subsequently addressed by the manager. Staff also made comment about the 
need for improvements in relation to residents meals especially those on soft diets 
 
Comments included: 
“It’s a lovely place and everyone is friendly” 
“Problems are addressed by the manager very quickly” 
“Some staff need more training” 
“I am very happy with the job and feel like I am going to go places with it” 
“The manager is always here if you have a problem and is willing to help”  
“Staff are nice and caring, just need guidance” 
“Staff are not big lovers of RN’s here” 
“Morale is low” 
“We need an activities person here” 
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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: 
 
Partially compliant      

Reasons for our decision 
The home had a statement of purpose/residents guide available which offered information to 
potential service users and their families about the ethos of the home, the range of services 
provided and the range of needs that the service was able to meet. There was also information 
relating to how the home operates in a range of areas including care planning and review, 
medication and health needs, quality assurance and social activities. The document had been 
reviewed recently but a number of areas for amendment were noted. The document stated that 
the manager was a nurse but this is no longer correct following recent changes. There was no 
information about the qualifications, training (completed and or planned) and experience of the 
manager and responsible person. There was no reference to room sizes and the number of places 
stated did not match the current registration certificate. There was reference to an activities team 
which is no longer in operation. Staff profile detailed the hours and qualifications of the previous 
deputy manager. Information relating to the induction of new staff members made reference to 
two different sets of standards, one of which had been superseded by the Care Certificate, which 
was confusing. There was also a statement that information about staff changes would be posted 
on a notice board within the home. Feedback from relatives requesting this information indicated 
that this had not been happening. Information was provided about potential sources of external 
support to advocate on residents behalf but no contact details for the organisation were provided.  
 
The home had a pre admission assessment for completion prior to any new admissions to the 
home, except where the admission was an emergency, in which case the document must be 
completed within 48 hours of admission. The document covered all areas required except for the 
issue of compatibility and potential impact upon the home. The care records of four residents 
were viewed. Two had lived in the home for a number of years and did not have admission 
assessments. Two residents who had recently moved into the home had admission assessments 
on record however one of the two documents had not been fully completed, dated or signed at 
the end. None of the files viewed were emergency placements.  
 
Questionnaires were provided to all residents’ relatives or representatives and a number of 
residents were spoken to during the inspection. Feedback was received from eleven relatives and 
six residents indicated that ten pre admission assessments had been completed whilst seven were 
either unsure or felt that an assessment had not been carried out. Only four responses indicated 
that written information had been provided and only three recalled any visits to the home taking 
place prior to admission. However twelve responses recalled a written contract being completed 
and provided.  
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Records need to contain more detail regarding pre admission to the home including whether and 
or when information about the home was provided and when, or, if any visits to the home were 
facilitated and if not record the reason for that. 
 

Requirements and recommendations  
1.1 
The statement of purpose must be amended as follows: 

 Information about the qualifications and experience and training of the responsible person 
and the registered manager must be included. 

 Ensure that the number of rooms in the document matches the registration certificate. 
 Remove information relating to the previous deputy manager and the activities team 
 Include reference to room sizes being in line with minimum standards 
 Clarify which standards the induction process for new staff adheres to 
 Ensure that if stating that information about staff changes is to be provided that this 

actually happens 

 Add in contact details for Age Isle of Man 
Timescale: 1 September 2017 
 
1.2 
When a pre admission assessment is carried out the document must be as fully completed as 
possible and be signed and dated by the person carrying out the assessment. 
Timescale: With immediate effect 
 
1.3 
The pre admission assessment document must include consideration of compatibility and 
potential impact of the admission on the home. 
Timescale: 1 September 2017 
 
1.4 
Details of any visits to the home prior to admission must be recorded. 
Timescale: With immediate effect 
 

Provider’s action plan 
Statement of Purpose has been amended and a copy sent to the Registration and InspectionUnit. 
All pre-assessments going forward will be signed and dated by the person conducting the 
assessment and details of home visits will be recorded on the pre admission assessment.There is 
now a new pre admission check lists which includeds compatability.  
 
 

 
 
 

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: 
 
Partially compliant      
 

Reasons for our decision 
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There were a range of policies and procedures in place to guide and support the practice of staff 
members within the home including health and safety, manual handling, COSHH and infection 
control. However the home did not have any environmental risk assessments available for 
inspection.  
 
Staff members had access to detailed safeguarding and whistleblowing policies. There was also a 
copy of the latest adult protection inter agency safeguarding procedures 2016-18. The content of 
which was available to support staff and guide them in the event of them identifying a concern or 
receiving an allegation of abuse. The whistleblowing policy seeks to promote an openness within 
the home where staff members feel free to raise their concerns. Those spoken to during the 
inspection indicated that they would feel free to report any issues to the manager. Records of 
safeguarding alerts are maintained in the same file as the complaints and compliments and held in 
the manager’s office.  
 
There was a complaints policy and procedure available and on display within the home. The policy 
contained information about how complaints must be received, investigated and actioned, 
alongside timescales for the various phases of the complaints process. All complaints were 
recorded in a file using a numerical identification system. The log contained details of the 
complainant, the specifics of the complaint, the date received, the person dealing with the 
complaint, any action taken and the outcomes. Details within the log were kept to a minimum but 
each complaint was numbered and linked to more detailed information collated in another area of 
the file. However there was inconsistent and sometimes insufficient evidence of addressing 
complaints and any identified outcomes. There was also one numerical referencing error.  
 
Portable Appliance Testing (PAT) had lapsed. Evidence was provided that showed this was a 
communication issue between the service company and the home. The inspector was informed by 
the manager during the last visit that this had been completed the previous day by the service 
company. 
 
A valid electrical installations certificate was not available during the inspection. 
 
Gas boiler annual service details were not available during the inspection. 
 
Public liability insurance was in place and on display in the home. 
 
COSHH safety data sheets for all relevant products utilised in the home were maintained in a file. 
 
Accident and incident records had been maintained however examination of residents care records 
showed that records were sometimes incomplete with regard to important details such as date and 
time of events and signatures of staff members completing the paperwork. There were a number 
of occasions when medication errors and falls were not being appropriately recorded or notified to 
Registration and Inspection. With regard to some medication errors there was also insufficient 
investigation and action into some of the issues identified. There were two occasions when 
medication was discovered in residents rooms the day after it had been dispensed. Nurses should 
only sign the medication administration record sheets (MAR sheets) when they have observed the 
medication being taken. There was also one resident prescribed a course of medication which was 
not administered until noticed by a staff member, a week later. Appropriate action was then taken 
through contact with the doctor. Records showed that RIDDOR incidents had been reported 
appropriately.  
 
It was not possible to determine whether legionella checks had been completed due to records not 
being available during the inspection. 
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There were policies available on challenging behaviour and de-escalation. It was noted within the 
policy on challenging behaviour that physical intervention and restraint would only be utilised if 
staff had received specialist training. Residents’ care records were examined and there were no 
records of physical restraint being required or utilised within the home.  
 
There was a deprivation of liberty safeguards policy and procedure document in place. Some 
issues such as the use of bed rails had been identified and risk assessed on individual residents 
care records. However there were other areas such as the use of codes to access and egress doors 
and lift throughout the building. Some residents have access to the codes whilst others do not. 
The reason for this was not recorded anywhere within the residents care records. It will be 
important that any such decisions are made as part of a multidisciplinary meeting. Additionally it 
was reported by some staff members that lap straps are utilised on chairs for some residents.  
However there was no evidence that this had been considered as a deprivation of liberty nor 
discussed in a multi-disciplinary forum.  
 
The home had a range of fire safety measures in place. This included: 

 Fire procedure on display 
 Fire certificate 
 Fire service check which was satisfactory 
 Floor plans of the home 
 Fire alarm annual service had been completed 

 Three fire drills had been completed during the last year 
 A system for weekly call bell checks was in place in the home but the checks were not up 

to date 
 Weekly fire alarm checks, monthly emergency lighting checks and monthly extinguisher 

checks had been getting done but were not up to date at the time of the inspection. 
 Fire safety training was not up to date for all staff members 

 
Food hygiene practices were in place to ensure that residents food was stored, cooked and 
delivered to the table in good order. Fridge temperatures were recorded daily. Staff members were 
noted to be appropriately using personal protective equipment (PPE). Food probes were observed 
being used to check the temperature of the food was safe before being served to residents. 
 

Requirements  
4.1 
Environmental risk assessments must be maintained, reviewed and available for inspection. 
Timescale: 15 September 2017 
 
4.4 
All staff members must be up to date with safeguarding training or refresher training in line with 
timescales identified by the home. 
Timescale: 31 October 2017 
 
4.7  
Any restrictions of residents’ freedom of movement or personal liberty must be considered within a 
multidisciplinary format and recorded. 
Timescale: 30 September 2017 
 
4.9 
All complaints recorded must contain sufficient detail to evidence that they have been appropriately 
investigated and actioned in line with the home’s policy. 
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Timescale: With immediate effect 
 
 
4.10  

 Fire alarm checks must be conducted every week 
 Fire extinguisher checks must be done monthly 
 Emergency lighting checks must be done monthly 
 All staff must be up to date with fire safety training. 
 All visitors to the home must sign in upon entry to the home, to ensure that information in the 

event of a fire is accurate at all times.   
Timescale: With immediate effect for checks and by 30 October 2017 for training 
 
4.12 
Staff members must access infection control initial and refresher training within timescales identified in   
the training matrix.  
Timescale: 31 December 2017 
 
4.16 

 The electrical installations condition report must be up to date and available for inspection 
 PAT testing must be conducted regularly and available for inspection. 

Timescale: 15 September 2017 
 
4.17 
Evidence must be available for inspection in relation to water temperature checks and legionella checks 
Timescale: 15 September 2017 
 
4.18 
The boiler and central heating service information must be available for inspection 
Timescale: 15 September 2017 
 

Provider’s action plan 
4.1 Environmental risk assessments were all up to date and had been reviwed in the folder called 
Generic risk assessments that was kept in the home. 
 
4.4 Safeguarding training has been applied for however not always possible to get staff on the 
DHSC training therefore safeguarding training has been added to the SCTV for all staff to complete 
in the timescale. 
 
 4.7  The keypads on the doors are purely there for resident safety to stop unwanted members of 
the public from entering. All residents have the freedom to move around the building should they 
wish to do so. A notice has been put up in the home for all residents to read. 
Residents who use bedrails have risk assessments in place in their care plan which have been 
discussed with the resident and their NOK. 
 
4.9 Complaints folder has now been updated. The information held electronically has now been 
added to the hard copy file kept in the managers office. 
 
4.10 The Fire alarm checks are now all up to date. The fire alarm is checked weekly, emergency 
lighting monthly, fire extinguishers monthly, 90% of staff have now received fire training the rest 
are waiting for a date. 
All visitors sign in upon entry to the building. 
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4.12 90% of staff have completed this. Further training has been booked with an external trainer 
the home is just waiting for dates. 
 
4.16. Pat testing has been completing. The electrical installations report,  all priority work has been 
completed however the report is still ongoing with SCS the maintenance contractors. 
 
4.17 All checks for water and legionella are now available in the home. 
 
4.18 certificates for boiler and heating services are now available in the home. 
 
 
 

 

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      
 

Reasons for our decision 
The home had an equal opportunities policy in place which linked to the recruitment policy. In 
addition to this there was an anti-discrimination policy available.  
 
Eight staff files were examined during the inspection. They were a selection of new and established 
staff members. The content of the files was found to be variable. Two files had no DBS details and two 
still had copies of the DBS application form, which should not be retained. Also only three files had 
details relating to identity checks undertaken. Seven files had application forms but only two files had 
interview notes. All files had contracts in place but only six had the required two references. Health 
questionnaires had been completed in six files. One file still had a copy of a work permit application. 
Three files had evidence of induction but none of the three had been fully completed. Only four files 
had evidence of supervision being conducted. One supervision contained details of an allegation of 
poor practice against a colleague but there was no evidence elsewhere that the matter had been 
investigated. Furthermore only two files were found to have details of appraisals being conducted. Five 
files had copies of training and qualifications of staff members. It was noted that one staff member 
had changed roles from domestic to healthcare. Much of the required information was available in 
relation to the staff member’s previous role but not relating to their current healthcare role.  
 
The new manager discussed her commitment to supervision and appraisal as a useful tool for 
monitoring and developing staff members. It was evident through feedback from staff members, who 
have only started within the last two to three weeks, that the manager had already identified this as an 
area for action and begun to address. 
 
The home’s induction programme was detailed as being in line with the common induction standards, 
which has now been superseded by the Care Certificate Standards (CCS). The induction pack was 
found to cover all areas noted in the CCS except for fluids and nutrition.   
  
Staff rotas were examined and it was noted that new starters were designated as being on induction 
for three days and not a week as stated in the standards. This was discussed with the new manager 
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who had already noted this but was looking to address the matter. There were also one occasion on 
the ground floor a new staff member was noted as being on induction and worked a twelve hour shift 
alongside only one permanent staff member who started two hours later and finished two hours 
earlier. On another day, on the second floor, there was one staff member working twelve hours and 
another working eight hours with four staff members on induction. Overall the staffing levels on all 
three floors do not seem to be consistent. Dependency assessments had been completed on a monthly 
basis but did not identify any significant changes in recent months relating to the needs of residents. 
However the staffing ratios on the rota of hours worked showed significant discrepancies between the 
allocation or availability of staff on the different floors. Staffing levels on the ground floor ranged 
between one and three, with one day noted as no designated staff. The first floor staff numbers 
ranged from five to one and the second floor staff numbers ranged from four to one. There was 
evidence of significant sickness levels, with staff members ringing in sick at the last minute. Feedback 
received during the inspection indicated that this was due to staff not wanting to work in certain areas 
of the home. It is important that there is a robust system in place to ensure that the home maintains 
staffing levels in line with residents’ needs at all times. 
 
The home had a training matrix in place which contained details of all mandatory and other courses 
which staff members attend and the timescale for refreshers where relevant. Staff training in a range 
of health and safety related areas was available to all staff members through an online training 
company and access to on island training where relevant. Each staff member had been set up with 
their own password protected access and log in details for the online training and sent details of the 
courses they needed to complete.  However scrutiny of this document showed indicated that the 
document was not up to date as there were details of training accessed by numerous staff who had 
left the company and there was no information relating to some of the new staff. In addition to the 
responsible person indicated that some training known to have been provided had not been included 
on the document.  
 
Training areas covered included moving and handling, infection control, health and safety, first aid, 
food hygiene, COSHH, challenging behaviour and fire. Records showed that all staff members were 
not up to date in any of the training areas identified. Some staff had not completed the courses 
yet whilst others were overdue refresher training. A couple of staff files contained training 
evaluation sheets but this was not consistent across all staff files and none had been completed in 
relation to any recent training courses. Likewise there was no evidence of the previous two 
managers checking to ensure that any training attended by staff members was being put into 
practice. Most training attended by staff within the home is online through Social Care TV and the 
courses are accredited. However a number of staff competency issues have been raised 
throughout the inspection which indicated that not all training was being practiced within the 
workplace. 
 

Requirements  
6.3 
Staff files must contain: 
Interview notes 
2 written references 
A DBS check 
and any unnecessary information must be removed in line with data protection principles. 
Timescale: 30 September 2017 
 
6.4 
All new staff must have a full period of induction, which must be signed off by both the supervisor and 
supervisee. 
Timescale: With immediate effect 
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6.5 
The induction pack must be amended to include fluids and nutrition. 
Timescale: 15 September 2017 
 
6.7 
All new staff must be supernumerary for a minimum of one week 
Timescale: With immediate effect 
 
6.8 
There must be an effective system for supervising staff members at least 4 times per year and any 
issues raised about staff practice must be appropriately addressed with records maintained.  
Timescale: With immediate effect 
6.9 
During the induction period staff working with residents must access all mandatory training and moving 
forward any necessary refresher training including: 

 First aid, 

 moving and handling, 
 medication, 
 challenging behavior,  
 communication, 
 food hygiene 
 health and safety 
 infection control 
 nutrition 
 value based training 
 dementia 

Safeguarding and fire safety training have been addressed elsewhere in this report. 
Timescale: 31 December 2017 
 
6.11 
All training undertaken during induction must be evaluated for effectiveness on performance prior to 
confirming appointment in writing. 
Timescale: With immediate effect 
 
6.12 
All training needs must be identified as part of the supervision process. 
Timescale: With immediate effect 
 
6.13 
All staff must have an annual appraisal of their performance 
Timescale: 31 March 2018 
 
6.14 
Records of supervision sessions and appraisals must be maintained with a copy provided to the person. 
Timescale: With immediate effect 
 
6.17 
Training programmes must be regularly evaluated to ensure that they are fit for purpose.  
Timescale: With immediate effect 
 
6.18  
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Following all staff training an evaluation check must be carried out and recorded by the manager, 
indicating that training is being practiced by the team. 
Timescale: With immediate effect 
 
6.20 
Staffing levels in the home must be determined in relation to the needs of residents and there must be 
robust systems in place to ensure that staffing levels remain consistent with need, especially in times 
of staff sickness and holidays.  
Timescale: With immediate effect  
 

Provider’s action plan 
6.3: All staff files now only contain the relevant information. All staff have a up to date DBS plus 2 
references, application form, health questionnaire, interview notes as directed to keep by 
Registration and inspections,  
6.4, 6.7:: All new staff receive a three month induction period which is signed off by their line 
manager and the manager oof the home. All new staff start on a week of 9-5 shadowing staff.  
6.5: Fluids and nutrition has now been added to the induction pack. 
6.8, 6.12:  all staff supervision is now up to date and training feedback is apart of the supervision 
process. 
6.9 All staff have got access to all mandatory training, this is now being audited by the manager 
and is apart of staff supervision. M@H has been put in place at Beaconsfield all staff working days 
would complete this by 20.10.17 another date is to be booked for all night staff before December. 
Fire training has been given to most of the staff again another date to finishe all staff by 
Janaury.All staff are doing the SCTV know and most have completed it and new staff are din 
progress managers monitoring weekly. Safegraurding and Dementia training is to be confirmed by 
outside provider before jan.  
6.11: All staff at Adorn are on a 12month probation period, this is stated in their contracts and 
offer of employement. Outside trainers have been giving feedback forms which we take copies of 
for staff files. The traning question that are given out each month on different subjects is a way of 
testing the staff knowledge and understanding. If there is a low score on any Deputy and manager 
will ensure that staff member has more training on that specific area.  
6.13 6.14 Annual apprasils have started for the year and are on-going. All apprasils will be 
completed by December 2017 for the year. Staff always receive a copy of their apprasil and 
supervision notes. 
6.17: On going. SCTV update the site on a regular basis. All external trainers on the isle of man 
evaluate their own training packages.(6.11) 
6.18: Both the manager and the deputy monitor staff performance. Traing questionnaires are in 
place and completed each month by staff also feedback from training is discussed in supervision. 
6.20: Rotas do reflect the dependency levels in the home. Staff sickness is covered and at times 
has been covered by management.Holidays are pre booked so the rotas are adjusted to cover 
while annuel leave is happening. Sickness there is a list of staff phone numbers to contact staff if 
the home is in need of cover. At weekends extra staff are put on the rotas to compensate for 
sickness.   
 
 
 
 

 
 

ANY OTHER AREAS EXAMINED 

 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
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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 
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 
 
Substantially compliant  
         

Reasons for our decision 
The home had a wide range of policies and procedures which included all those listed in appendix A of 
the adult care homes minimum standards 2017. Staff members had access the most up to date 
versions of all policies through an online system. In addition to which, paper copies were available in 
the staff room. The range of subjects covered was in line with those outlined in appendix A of the 
Adult Care Homes Minimum Standards April 2017. The online system records access to and reading of 
all policy documents by individual staff members. However there were practices noted during the 
inspection, and through feedback received, which indicated that there was insufficient monitoring of 
staff understanding and adherence to policies. Examples include use of mobile phones during working 
hours. This matter had been tackled recently by management but was still an issue during the 
inspection with one staff member observed using their mobile phone. Another example was 
medication administration with issues noted regarding the competence of registered nurses and lack 
of compliance with the requirements of the home’s policy and their registration requirements. There 
were systems put in place by the responsible person such as regular supervision, appraisal, team 
meetings and observations of care. The problem however is that these systems have not been fully 
implemented and there have been a number of changes both in staff and management within the 
home offering limited opportunity to achieve consistency of care. 
  

Requirements and recommendations  
7.3 
The new manager must be given the opportunity to utilise systems to ensure that staff members 
are complaint with the duties and responsibilities of their role and adhere to the homes policies 
and procedures. 
Timescale: 30 November 2017 
 

Provider’s action plan 
7.3: The manager has now been given  access to all systems to ensure staff members 
are compliant with the duties and responsibilities. 
 

 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 7.8 - Quality Assurance Systems 
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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      
 

Reasons for our decision 
The home was found to have a range of quality assurance measures in place. Audits were 
specified to be undertaken within the home with varying frequency and included: 

 Record keeping  

 Health & Safety  

 Infection Control  

 Medication processes 

 Observation of care audits 

 Fire Department inspection 

 Fire safety checks  

 Wheelchair, hoist, mattress and equipment checks 

However given that a number of issues in relation to care practices, care records, fire safety checks 

and medication processes were found this indicated that either the audits are not being conducted 

appropriately or that all issues noted are not being addressed.  

The bi annual report completed by the responsible person also detailed feedback sought and received 

from staff, residents and relatives. The only issues noted were the need for more consistent 

supervision and the desire expressed by some staff to learn and develop. 

Requirements and recommendations  
7.8 
All audits must be conducted appropriately and any issues identified must be addressed 
Timescale: With immediate effect 
 

Provider’s action plan 
The manager and the deputy are completing regular audits which are recorded in files within the 
home. 
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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. 

Our decision 
 
Compliant  
 

Reason for our decision 
The responsible person had completed an annual report for the home. The report contained 
information about the aims and objectives of the service. There was also detail of all audits 
undertaken on a regular basis within the service and aims for the year ahead. There was evidence of 
links to quality assurance outcomes.  
 

Requirements and recommendations 
None 
 

Provider’s action plan 
Click here to enter text. 
 

 

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

Reasons for our decision 
 
Registered Manager  
The service had seen four managers, including the new manager, since March 2016. This was cited 
by a number of staff and relatives as having a negative impact on the consistency of care within 
the service. The new manager had only been in place for two weeks at the start of the inspection. 
She had previously held the role of deputy manager for a short while. The manager was aware 
that she would need to complete Quality Care Framework (QCF) level five and had already 
enrolled. The manager was very helpful during the inspection and had already identified areas for 
action. She was however in a difficult situation with no administration support, no deputy and the 
responsible person being primarily tied up with another service. Despite this the manager had 
demonstrated her intent to prioritise the needs of residents through closer monitoring and support 
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of staff and their practice, identifying areas for improvement and had started to make changes. 
This included changes to rotas, starting to address the lack of supervision and appraisal for staff 
members and addressing the issue of mobile phone use within the workplace. The manager felt 
that the responsible person was supportive and had recently conducted a supervision session. 
  
Residents meetings 
Residents and relatives meetings were found to have been held on a regular basis, however the 
inspector noted that issues relating to soft or textured diets had been raised at a number of the 
meeting by residents and relatives. Despite the presence of a member of the kitchen staff at the 
meetings no action had been taken to address the concerns raised. The primary issue was the 
difficulty in identifying food when it was serviced up. Despite the home having purchased food 
moulds these were not being utilised. The inspector also discovered that those residents on a soft 
diet were not always given the same options as those who were not. It was also identified that 
menus for those on a soft diet were not maintained. Minutes could be improved by identifying 
actions required and allocating someone responsibility for the action.  
 
Access to records 
During the inspection it was clear that the service was in a period of flux. The owner had decided 
that administration services should be centralised in another on site building. The process of 
transferring some records to online was underway. The previous manager had left and a new 
manager had only been in place for two weeks. There was no deputy manager, pending arrival of 
a new deputy sometime in August and there was no administration staff dealing with the 
paperwork on a day to day basis. The nurses stations on each floor had been changed for use by 
shift leaders and the old administrators office was in the process of becoming the new nurses 
base. This resulted in some difficulty locating all necessary evidence for the inspectors. 
 
Data Protection 
During the inspection the new nurses station was utilised as a base to collate information, examine 
records and access online records. The inspection lasted three days. On the first day attached to 
the computer monitor was a yellow post it note detailing the code for accessing the computer. This 
was mentioned but the note had not been removed on the third day.  
 
Medication 
During the course of the inspection, through examination of residents care records the inspector 
noted a small number of medication errors, which upon checking had not been notified to 
registration and inspection. The errors included dispensed and signed for medication being found 
the following day in residents’ rooms and prescribed medication not being administered. This calls 
into question the competence of staff members dispensing and administering medication.  
 
Notification of events 
The medication errors noted above had not been reported to Registration and Inspection. In 
addition to which residents care records contained evidence of a number of falls which had not 
been reported.  
 
Communication and Care records  
There were a number of issues noted which indicated that communication within the home was in need 
of improvement. These included: 

 Residents records were not always up to date. One resident had a Do Not Attempt Resuscitation 
(DNAR) in place but this was not recorded on the computer records. A staff member found the 
document in a paper file relating to the resident and confirmed that the information had not 
been uploaded. 

 Duty nurse handover sheets were found to be not always fully completed including identified 
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daily tasks. 

 Personal Emergency Evacuation Plans (PEEPs) were in place for all residents however the 
content was virtually the same for all, with only slight variance.  

 Risk assessments were in place and regularly reviewed however there was no evidence of 
involving the risk taker in their compilation. 

 One residents care records noted a health condition in the pre admission information but this 
was not detailed in any care plans 

 Feedback from one resident and one relative stated a preference for support with intimate care 
to be provided only by female staff members but this had not been facilitated at all times. 

 

Requirements and recommendations  
2.11 

 Meals for residents on a soft or textured diet must be nutritious, well presented and 
recorded. Residents must also be given options and be able to identify what is on their 
plate. 

 In addition to the main rolling menu developed for the home a menu for those on a soft 
diet must be developed which offers those people at least two options at meal times  

Timescale: 01 September 2017 
 
7.6 
Issues raised within residents’ meetings must be actioned. 
Timescale: With immediate effect 
 
7.11 
Paperwork, records and documents must be maintained in good order and be available for 
inspection. 
Timescale: With immediate effect 
 
7.13 
Data protection principles must be complied with. 
Timescale: With immediate effect 
 
3.25 
Medication must be administered in line with the Royal Pharmaceutical Society of Great Britain: 
The Handling of Medicines in Social Care 
Timescale: With immediate effect 
 
3.26 
Medication must be administered and dispensed by competent trained staff.  
Timescale: With immediate effect 
 
Regulation 10 
The Registration and Inspection Unit must be informed of all medication errors and accidents (inc. 
falls) 
Timescale: With immediate effect 
 
3.13 
The content of PEEPS must be relevant to individual residents 
Timescale: 30 October 2017 
 
3.15 
Where DNAR forms are in place the information must be clearly documented on the homes 
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computerised record management system 
Timescale: With immediate effect 
 
3.19 
Residents’ risk assessments must evidence consultation with the risk taker unless they do not wish 
this and that must be recorded in the residents care records. 
Timescale: 30 November 2017 
 
7.3 
There must be systems in place to ensure staff compliance with the homes policies and procedures 
Timescale: 30 November 2017 
 
7.17 
All records required to be maintained under the Regulation of Care Act 2013, associated 
regulations and adult care home minimum standards must be signed, dated and timed where 
appropriate. 
Timescale: With immediate effect 
 
3.3 
Residents’ care plans must detail how to support and maintain all medical conditions 
Timescale: With immediate effect 
 
2.10 
Staff must take into account residents preferences about the gender of the staff member 
supporting them with personal care 
Timescale: With immediate effect 
 
 

Provider’s action plan 
2.11: The catering manager has addressed the issues around the presentation of soft diets and 
texture diets. All kitchen staff have received further training. 
7.6: Residents meetings are now being  recorded and any issues are actioned and outcomes 
recorded on the following meeting: 
7.11: all paper records are now  retained within the home. 
7.13: all staff have now been reminded of the data protection Act and do not leave passwords 
lying around on their desks. 
3.25, 3.26 All staff administering medication have received full training by Lloyds and competency 
assessments have been completed by management. 
 
Reg 10: All reg 10’s go to the manager to be checked for the correct details and are written 
correctly prior to being sent. Follow ups are also being sent to the Registration unit. Staff have 
been made aware of the process and this is now taking place. 
 
3.13: PEEPS have all been updated for all residents. 
3.15: Residents have DNCPR in place however there is ongoing issues around the original been 
sent with the resident on admission to hospital as the home rarely receives it back. However there 
is a working group within the isle of man DHSC in discussions with health as photocopies are no 
longer accepted. All residnets with DNAR in place now have it recored on the CMS on the front of 
the care plane .  
3.19: all resident risk assessments have been discussed and recorded with the resident/NOK. 
7.3: This is addressed in supervision and on induction. 
7.17: All records are now  kept within the home. 
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3.3 : All updated from records held by the GP. 
2.10: Residents who have a preference of who looks after their personal care is recorded in their 
care plans. 
 

 
 
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: 04/08/17 
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To: The Registration and Inspection Unit, 3rd Floor, Murray House, Mount Havelock, Douglas IM1 2SF 
 
From: Beaconsfield Tower Nursing and Residential Home 
 
I / we have read the inspection report for the unannounced inspection carried out on 7, 10 & 17 
September 2017 at the establishment known as Beaconsfield 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)   
   ☐ 

 

Click here to enter text. 
 
 
 
 
 

 
Signed 
Responsible Person Ann Sharvin 
Date    16/10/17  
 
Signed   
Registered Manager Kath Blues 
Date      16/10/17. 
 
 
 

Action plan/provider’s response noted and approved by Inspector:                     
Date:   27/10/17                         Signature/initials  MQ 

Part 5 Provider’s comments/response 


