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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    Cummal Mooar Resource centre        Tel No:   (01624) 814167 
 
Care Service Number not applicable (Department of Health and Social Care) 
 
Registration number Not applicable 
 
Address      
Queens promenade  
Ramsey  
IM8 1EL                                                        
 
Conditions of Registration  
Cummal Mooar is a Department of Health and Social Care establishment and therefore is not 
subject under current Isle of Man law to the registration process. However, this Government 
resource us subject to inspection as an adult care home under the Regulation of Care Act 2013, 
Regulation of Care (Care Services) Regulations and the Isle of Man Adult Care Homes Minimum 
Standards 2017. 
 
Registered company name not applicable  
 
Email Address Claire.Cummins@gov.im 
 
Name of Responsible Person  not applicable  
 
Name of Manager    Claire Cummins  
 
Manager Registration number ROCA/M/ not applicable (DHSC) 
 
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 (i.e. improvement 
measures or additional monitoring). None 
 
Date of previous inspection 09/12/16 & 06/01/17 
 
Number of individuals using the service at the time of the inspection 38 (thirty eight) 

 
Person in charge at the time of the inspection Claire Cummins 
 
Name of Inspector(s) 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.  
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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 2.11 The manager needs to ensure that the 
feedback/complaints received in regards 
to the meals are handled appropriately.  

 
Met 

2 7.4 Policies and Procedures need to be 
reviewed and updated within the 
timescales identified.  

 
Ongoing 

3 6.6 & 7.9 The manager needs to ensure that all 
the staff members receive six 1 to 1 
supervisions a year. (the requirement 
has reduced to 4 a year as from April 
2017)  

 
Partly 
met  

4 7.13 The service manager or the quality and 
performance manager must conduct 
twice yearly visits to the home and 
assess in relation to the premises, 
staffing levels and skills, service 
user/representative satisfaction and 
record keeping. After which the reports 
must be produced and shared with the 
home manager for consideration when 
compiling the annual report for the 
service.  

Met  

5 1.1 The manager needs to review the 
statement of purpose to ensure that all 
of the areas identified in the Regulation 
of Care (registration) Regulations 2013 
Schedule 3 are covered.  

 
Met 

6 4.4 & 6.14 The manager needs to ensure that all 
the staff complete Adult protection 
training and have the refresher training 
within the timescales given.  

 
Met  

7 4.16 The manager needs to ensure that the 
issues identified in the electrical 
installation report are addressed in 
timely manner. 

Met  

8 4.16 All portable electrical appliances within 
the home need to be PAT tested and in 
the compliance with current guidance 
and instructions. 

Met  

9 3.21 MAR sheets to be completed full. Met  

Recommendation   The home would benefit from additional 
bathroom facilities 

Met  
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Feedback from relevant parties 

 
The inspector had an opportunity to speak to three members of staff and one resident. The 
feedback received was mainly positive. Staff members were fully aware of the complaint procedure 
and process of raising safeguarding alerts. The resident was complimentary about the care he was 
receiving. The inspector also left questionnaires for staff, residents and professionals to compete 
and sent out questionnaires for the relatives of the residents to complete. Fourteen relative 
questionnaires were returned. Some of the comments made were: 

 “she feels settled here and the staff are lovely”; 
 “Do not seem to have enough staff on at the weekends”; 
 “A little more entertainment could take place in Cummal Mooar for the residents”; 
 “She feels completely safe and is very happy in her room”; 

 “They (staff) seem very hard worked down there never seem to stop. So I would say they 
are probably understaffed”; 

 “The staff are excellent and seem to deal with everything and everyone with a fuss but 
very efficient.  They seem to care for the residents which we find very re-assuring”; 

 “The staff at Cummal Mooar have been understanding and supportive and have made her 
feel wanted and valued”; 

 “She has been encouraged to take part in the excellent social activities available, but not 
pushed and she already feels part of a caring community”; 

 “the home has a very friendly atmosphere and the staff can’t do enough for the residents”; 

 “Every member of staff (in my opinion) goes beyond the call of duty to ensure the 
happiness of the residents”; 

 “My dad is very happy and well cared for with fantastic staff. Always helpful and friendly”; 
 “Family is always made welcome and the general atmosphere is brilliant”; 
 “Everything always seems very satisfactory”; 

 “Very caring and professional staff”; 
 “They do a first class job at keeping everybody fed, clean and happy”. 

There were some concerns raised in the feedback received. Some of which were: 
 Mail is opened by staff; 
 Security of the building and rooms; 

 General cleanliness; 
 Laundry not done properly; 
 New windows cannot be opened safely by residents; 
 No radio reception in the room; 
 Never any staff to talk to. 

The inspector discussed these concerns with the manager, who reassured that appropriate steps 
will be taken to address these were possible. 
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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: 
 
Substantially compliant      
 

Reasons for our decision 
 
The Residents Handbook incorporating the Statement of Purpose was available for the inspector 
to see. The document was dated April 2017 and covered all the relevant areas listed in the 
Regulation of Care (Registration) Regulations 2013 Schedule 3.  
The manager explained that the format of the pre-admission assessment has been recently 
changed. The inspector had an opportunity to examine the pre-admission paperwork of ten 
randomly selected residents. Four assessments examined by the inspector were written in the 
older format. The documents were fully completed, dated and signed. This version of the pre-
admission assessment was in a form of table assessing the dependency level in a number of 
areas. The other six pre-admission assessments were completed in the new format. The new 
format template covered all of the areas listed in the standard. The guidance notes for 
completing the assessment, clearly noted that the compatibility had to be discussed in the section 
called “outcome of the assessment”. However only one out of six assessments seen by the 
inspector included information in regards to the compatibility.    
The manager explained that the pre-admission assessments took place outside the home, as far 
as practicably possible. And when possible two senior members of staff carried out assessments, 
so that one person could write notes, whilst another carried out assessment. The pre-admission 
assessments evidenced involvement of the potential resident, family and other professionals 
when possible.  
The home kept a separate log with all pre-admission contacts. The manager explained that visits 
and staged admission was not only available, but also encouraged.  
The emergency admission procedure was in place. In case of emergency admission, the pre-
admission assessments were carried out within 48 hours of admission. The manager explained 
that there was a room allocated specifically for the emergency admissions. 
Terms and conditions of residency for all of the residents were located in one file. The document 
template included all relevant information. The inspector examined a number of randomly 
selected contracts. All contracts seen were signed and dated by both parties; some contracts 
seen were also signed by the third party as a witness or signing on behalf of resident. 
  

Requirements and recommendations  
 
Standard 1.3 
 
The manager must ensure that part of the pre-admission assessment includes a compatibility 
assessment that explores and considers the impact the admission will have on the home and the 
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people living there.  
Timescale: Immediately  
 

Provider’s action plan 
All Senior Social Care Workers and Duty Managers informed of the requirement to include 
compatability in the pre admission assessment that explores and consider the impact the 
admission will have on the home and our residents.  
 

 
 

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 
 
The home had a range of policies and procedures to support people to be safeguarded and protect 
from poor practice and abuse. The Isle of Man Government Inter Agency Adult protection Policy 
and Procedures 2016-2018, guidance on how to raise adult protection alert and whistleblowing 
policy were available to staff. The training records showed that all the staff team was up to date 
with adult protection training.   
A range of policies in regards to health and safety at the home were also available. Some of the 
policies were past the review date stated (addressed under standard 7.3). The health and safety 
information file was available at the home. The file contained legislation and various guidance 
regarding health and safety at work. A Health and Safety at work poster was also displayed in the 
staff office.    
The inspector had an opportunity to examine an environmental risk assessments file. The file 
contained a wide range of environmental risk assessments, all of which were recently reviewed.   
The home had a range of health and safety policies and procedures in place. The staff training 
matrix also includes a range of health and safety training.  
The manager explained that physical intervention was not used in the home. The policy in regards 
to challenging behaviour found in the policy file was found to be past the review date. The policy 
stated that all staff working within the service had “play it cool” and breakaway techniques 
training. However the manager explained that the training mentioned in the policy where no 
longer used and have been replaced by the Dementia Capable Care and Behaviour (DCCB) 
training. The manager must ensure that policy and procedure is updated. The practice must be in 
line with the homes policies and procedures. 
The complaints policy and procedure was in place and contained all relevant information. The 
procedure was displayed in several areas around the home. The inspector had an opportunity to 
examine the compliments file and complaints log. No complaints were recorded since the last 
inspection. A number of emails, cards and letters from relatives, residents and professionals 
thanking staff were found in the compliments file.  
Fire safety files were examined by the inspector. The files contained: 

 Certificate of fire equipment inspection dated 11/08/17; 

 In date fire safety policy; 

 Fire incident operating procedures and fire instructions; 

 Fire risk assessment dated 23/10/16; 
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 Quarterly fire inspection checklists. The latest recorded 04/08/17; 

 An annual fire safety checklist – 24/10/16; 

 Monthly fire extinguisher checks, the latest recorded 10/09/17; 

 6 monthly fire doors checks; 

 The record of fire lectures attendance for 4 dates in 2017; 

 The record of fire drills; 

 Weekly fire alarm checks. One gap (09/03/17-23/03/17) was found in the records; 

 Emergency lights system checks. The mix of visual checks and tests recorded. 
Some months checks carried out more than once. The latest visual check recorded 
14/09/17; 

Personal Emergency Evacuation Plans (PEEP) were in place for all of the residents. However on 
the examination, the inspector found that one PEEP which signed off did not contain an actual 
evacuation plan, and a few others contained the information that was not about the person who’s 
evacuation plan it was. The manager must ensure that the PEEP’s are reviewed and updated.  
The home was registered with the Department of Environment, Health and Agriculture as a food 
business.  

The home had a file containing information in regards to the Control of Substances Hazardous to 
Health (COSHH). The file contained: 

 Cleaning manual 2017-2018; 
 Safety data sheets for various products; 

 Various COSHH risk assessments. 
The RIDDOR reporting procedure and forms were in place. The accidents and incidents were 
appropriately recorded and reported.  
Electrical installation condition report was in place. The report was had few different dates on it. It 
stated “the date on which inspection was carried out 16/05/16”, however further down the page the 
date was 10/04/17. The manager explained that the inspection was carried out on 16/10/16, 
however the contractors have been back in April 2017, to complete the jobs identified in the report 
and reissued the report.  
Portable electrical appliance tests were carried out and evidence of these was available for the 
inspector to see.  
Water analysis certificates were seen by the inspector. The latest one was issues in August 2017.  
Hot water thermostatic mixing valves maintenance checks were last recorded on 27/07/17 and 
01/08/17. Regular water temperature checks were carried out. A number of temperatures recorded 
exceeded the recommended temperature; however records showed that the issues were dealt with 
appropriately.  
Gas safety inspections were carried out on 02/05/17 (kitchen equipment) and 25/02/17 (boiler).  
The home had public liability insurance in place and appropriately displayed.  
 

Requirements  
 
Standard 3.13 
 
The manager must ensure that all residents have personal emergency evacuations plans in place.  
 
Timescale: Immediately  
 
Standard 4.10 
 
The manager must ensure that fire alarm checks are carried out weekly.  
 
Timescale: Immediately 
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Provider’s action plan 
All Duty Managers and Senior Social Care Workers reminded that all new admissions require a 
personal evacuation plan as per Duty Managers admission form.  All PEEPS have now been 
reviewed following inspection and the inaccuracies have been replaced with the correct 
information.  All PEEPS now have an actual evacuation plan. 
  Managers reminded that fire alarm checks are to be carried out weekly and reminders put on 
Outlook calendar to ensure this is not forgotten. 
 

 
 

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 operates an equal opportunities employment policy when recruiting staff. The inspector 
examined eight staff files all of which had some evidence that the job descriptions have been 
provided to all employees. All but two files seen by the inspector contained terms and conditions 
of the employment. The contracts were not signed; however the manager explained that signed 
copies were kept by the human resources department and employee.  
The inspector noted that the manager has put in a lot of effort to collate pre-employment checks 
information for all the staff. The new files have been created for each employee with a pre-
employment documentation checklist and copies of actual documents, that the manager managed 
to get hold off. Some of the pre-employment paperwork was still missing, however the manager 
was able to evidence that she has audited every file, created a list of missing evidence and 
requested it from the human resource department, who are yet to respond. 
The evidence of Disclosure and Barring Service (DBS) checks were available for the inspection. The 
manager maintained a log which contained the following information: 

 Staff name;  
 DBS certificate numbers, 
 issue dates, 
 comments, 
 name of the person who witnessed the original certificate 
 When the next check was due. 

Just before the inspection the manager also added the column to record the date the original 
certificate was seen, however this data is yet to be recorded. 
The staff records examined by the inspector contained evidence of the induction period. The 
induction evidence varied slightly depending on how long ago the person was employed. However 
the majority of the files contained a number of probation assessments (2 week; 6 week; 12 week; 
18 week and end of probation), as well as new starter checklist and observations.  The inspector 
also observed evidence of the Care Certificate been used and had an opportunity to examine the 
workbook that was being completed by one of the new members of staff team.  
Six staff files were checked for evidence of Personal Development Reviews (PDR) and 
supervisions. Two files contained completed PDR’s; three files happened to belong to staff 
members who were still on probation or had just finished it, therefore the PDR’s were yet to be 
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done. One file did not contain any evidence of a PDR. There was some inconsistency in supervision 
evidence. Two files contained records of four supervisions each, two files contained number of 
probation assessments each which substituted for supervisions during the induction period, 
however the other two files only contained one supervision each.  
The home had a training policy in place, however this was past the review date noted. The policy 
clearly identified mandatory training and required frequency for refresher sessions. A training 
matrix was in place for the whole team, individual training logs were also kept. Copies of the 
certificates were kept in the individual files. The majority of the staff team had all mandatory 
training up to date, however a few gaps were noted in first aid, moving and handling and 
dementia training. The training matrix showed that majority of the staff had QCF level 2 and above 
or equivalent qualifications. 
The records of the staff meetings were seen by the inspector. Each unit had regular team 
meetings. Senior staff, night staff, housekeepers and kitchen staff meeting also took place 
regularly. Detailed minutes of all the meetings were kept. 
Individual dependency assessments were completed monthly. The manager collated dependency 
information quarterly. The manager explained that dependency assessments did influence staffing 
levels. However at the time of the inspection the home was experiencing some staff shortages due 
to staff sickness. To address the shortages, the recruitment of permanent and relief staff was 
taking place.  
The staff rota was examined by the inspector. The rota was accurate and reflective of hours 
worked by individuals. Senior members of staff were clearly identified.   
 

Requirements  
 
Standard 6.9 & 6.16 
 
The manager must ensure that all staff members have all mandatory training and the refresher training 
within the timescales identified.  
 
Timescale: January 2018 
 
Standard 6.8 
 
The manager must ensure that all staff members have a minimum of four formal 1-1 supervisions a 
year. 
 
09/12/16&06/01/17 
Timescale: Immediately  
Partially met 
Carried over  
Timescale: Immediately  
 
Standard 6.13  
 
The manager must ensure that all staff have an annual appraisal of their performance.  
 
Timescale: April 2018 
 
Standard 6.3 
 
The manager must ensure that all staff files contain evidence of all pre-employment checks.  
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Timescale: January 2018 
 

Provider’s action plan 
Line managers  sent copy of report and reminded to carry out a minimum of four formal 1-1 
sessions a year (April 1st – 31st March).  RCM to audit quarterly to monitor compliance.    
Staff member informed of requirement to complete appraisal, appraisal form amended to help 
resolve issue.  New staff have their performance reviewed as part of the induction assessments as 
noted in report.  
Pre employment checks missing from in house files have been requested from HR as noted in the 
report.  Further request to HR has been submitted to chase up outstanding information for existing 
staff.   
 

 
 

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 
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 
 
A wide range of policies and procedures were available to staff. The policy documents covered all 
aspects of work including practical tasks, administrative tasks and legal/ethical responsibilities. All 
policies and procedures were available to staff on the governments shared files. The manager 
took the decision to reduce a number of policies and procedure stored in the staff room in the 
“read and sign file” to mandatory ones. All the rest of the policies and procedures were accessible 
to staff in the manager’s office or on the shared government files.  
The policy documents utilised by the home are written and reviewed centrally by the Department, 
not by the manager. The inspector noted that number of the policies have been recently 
reviewed; however some were still past the recorded review date. 
 

Requirements and recommendations  
 
Standard 7.3 
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Policies and Procedures need to be reviewed and updated within the timescales identified. 
 
09/12/16 & 06/01/17 
Timescale: March 2017 
Not Met 
Carried over 
Timescale: February 2018 
 

Provider’s action plan 
Higher management responsible for reviewing policies have received a copy of report and aware 
that there are some policies and procedures that have not been reviewed as yet.   
Infection prevention control policy, manual handling policy, lone working policy, records retention 
policy and behaviours that challenge policy have already been reviewed since inspection carried 
out in September.   
 

 
 

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 
 
Compliant 
 

Reasons for our decision 
 
The home had a formal quality assurance system in place. The inspector had an opportunity to 
examine a wide variety of audits. These included: 

 Infection control audit; 
 Kitchen audit; 
 Financial audit;  
 MAR sheet audit; 
 Medication systems and processes audits; 
 Observation of care: food and nutrition; 

 Peer review (meal time); 
 Health and safety audit; 
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 Internal audits by Rosemary Cain; 
 Residents survey results.   

The home had a system for logging any complaints, as well as file for comments and 
compliments. Accidents and incidents were also appropriately recorded and reported.  
 

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 7.9 -  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 
 
An annual report from April 2017-March 2018 was available for the inspector to examine. The 
report introduced: 

 achievements of 2016/2017 including building improvements; 
 staffing information (training, meetings, achievements, changes); 
 Residents involvement; 
 Compliments and Comments; 
 Complaints and outcomes of them; 
 Accident and incident information; 
 Infection control audit outcomes; 

 Financial compliance audit outcomes; 
 Internal catering audit outcomes; 
 Health and Safety audit outcomes ; 
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 Room by Room Audits; 
 External medication audits; 
 Internal Audit of Residential services carried out by R.Cain; 
 Outcomes of residents and staff surveys; 

 Plans for the future, including short and long term development.  
 

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: Egle Leadley Date: 11/10/17 
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To: The Registration and Inspection Unit, 3rd Floor, Murray House, Mount Havelock, Douglas IM1 2SF 
 
From: Cummal Mooar Resource Centre 
 
I / we have read the inspection report for the unannounced inspection carried out on 15th and 20th 
of September 2017at the establishment known as Cummal Mooar 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 Click here to enter text. 
Date    Click here to enter text  
 
Signed   
Registered Manager   C M Cummins      Claire Cummins  
Date   10/11/17  
 
 
 
 

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

Date:                13/11/17            Signature/initials  EL 

Part 5 Provider’s comments/response 


