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Part 1 - Service Information for Registered Service 

 
 
Name of Service:                                                              
Elder Grange Nursing Home 
 
Telephone No:    
(01624) 626282 
 
Care Service Number:   
ROCA/P/0096A 
                                                           
Conditions of Registration: 
The number of persons for whom care and accommodation is provided at any one time shall 
not exceed 82. 
 
Registered company name: 
Elder Healthcare (IOM) Ltd. 
 
Name of Responsible Person:  
David Killip 
 
Name of Registered Manager:  
Roselle Callin and Bernadette Cairney 
 
Manager Registration number:   
ROCA/M/0006 & ROCA/M/0005 
 
Date of latest registration certificate:    
17/01/2014 
 
Date of any additional regulatory action in the last inspection year (ie improvement 
measures or additional monitoring): 
None 
 
Date of previous inspection:  
26 March 2019 
 
Person in charge at the time of the inspection:  
Roselle Callin and Bernadette Cairney 
 
Name of Inspectors: 
William Kelly 
Sharon Kaighin 
Kevin West  



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.  
 
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. 
 
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.  
 
  



Part 3 - Inspection information 

 
 
The purpose of this inspection is to check the service against the service specific minimum 
standards – Section 37 of The Regulation of Care Act 2013 and The Regulation of Care (Care 
Services) Regulations 2013 part 3, regulation 9. 
 
 
Inspections concentrate on specific areas on a rotational basis and for most services are 
unannounced. 
 
 
The inspector is looking to ensure that the service is well led, effective and safe. 
 
 

Summary from the last inspection 

 
Number of requirements from last inspection: 
Six 
 
Number met:  
Three 
 
Number not met: 
Three 
 
All requirements not met will be addressed within this inspection report  
 
 

Overview of this inspection 

 
Due to COVID 19 the inspection process for this year has altered slightly. More 
information and evidence has been sought from providers electronically. The 
inspection team have desktop assessed this information and a service visit has 
then been undertaken to verify the evidence provided. 
 
This was an annual, statutory inspection of Elder Grange Nursing Home, to look at a number of 
minimum standards. 
 
Elder Grange Nursing Home is a large home for up to 82 residents, divided into four wings over 
two floors; Macmillan wing, Victoria wing, Albert wing and Churchill wing. Albert wing, is on the 
ground floor and is used specifically for the care and support of resident’s with a diagnosis of 
dementia. 
 
The home is of modern design and has recently had a large capital expenditure to develop a 
number en-suit facilities to the bedrooms, development of the Albert (dementia) wing and new 
floor coverings throughout the home. 
 
During this inspection, the inspector reviewed a number of service user’s files, staff records and 
building maintenance reports. The inspector also had opportunities to gain feedback from staff 
members and observe staff practice. 
 



 

Part 4 -  Inspection Outcomes, Evidence and Requirements 

 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 2 - Daily Living  
People are supported to set and carry out their activities and routines in suitable surroundings. 
The environment is conducive to people’s well-being and safety. People live in a home that is 
safe, warm clean and comfortable. People have access to the aids, equipment and facilities they 
need.  
2.7, 2.10, 2.11, 2.12, 2.13, 2.14, 2.15 

 
Our Decision: 
Compliant 
 
Reasons for our decision: 
The home had a nursing call system installed throughout the home which had been serviced and 
maintained annually. The last service was in January 2020. 
 
To support the mobility of the residents, there were hand rails along all of the corridors, and grab 
rails around the toilets.  
 
The home had a number of hoists and lifting equipment to assist with the mobility of the residents. 
Maintenance records verified that all of the hoists, including the two passenger lifts within the 
home, has been serviced and maintained annually by an external company. Each resident, 
requiring the use of a hoist to support their mobility, had their own slings within their room, each 
sling was personally identifiable to the resident. 
 
Service users’ care plans, and staff feedback, verified that service users had established their own 
daily routines; If a resident’s capacity could not be determined, records demonstrated that the 
home had consulted with family members prior to the resident’s admission, to agree upon the 
routines most suitable to meet their individual needs. Records showed that service users were able 
to choose for themselves the time they wanted to get up and go to bed and shower or bathe, 
where possible. 
 
The inspector’s observations, together with staff feedback, corroborated that, although meal times 
were at identified times during the day, resident’s had the option to eat their meals whenever they 
wanted, including the option to eat in their room, if they so wished. The care records for residents 
with dementia identified how their choices to routines had been restricted and why. 
 
During the inspection, the inspector had an opportunity to talk to the Chef. Meals were prepared 
following nutritional guidance and made to the specific needs of the residents. The Chef had a log 
of residents’ allergies and individual dietary requirements. 
 
Menus were planned in advance, identifying choices of meals available to the residents; however, 
all residents were also asked what their preferences were for the following day.  
 
Inspector’s observations and staff feedback also corroborated that meal times for some residents 
were flexible, to allow staff to support residents requiring help with eating in their rooms. It was 
observed that staff maintained the dignity of the residents requiring assistance with eating. 
 
Records demonstrated that food and fluid charts were kept on all residents and their weight had 
been taken on a regular basis. 



 
Residents’ care plans identified that their health had been checked regularly and any concerns 
were addressed immediately by consulting with the resident’s G.P. It was reported to the inspector 
that the kitchen staff were informed of any changes to the residents’ dietary requirements. 
 
Resident’s feedback and inspector observations confirmed that drinks and stacks were available to 
all of the residents throughout the day. Health care assistances were observed going round with a 
trolley to the residents who could not leave their rooms, offering a variety of drinks and snacks on 
a regular basis. 
 
The home employ two social therapists with the responsibility of planning and organising 
meaningful activities for the residents. The home produced an activity planner, identifying planned 
activities from Monday to Friday. The home did not provide residents with organised activities over 
the weekend. 
 
The social therapists had completed a questionnaire with every resident regarding which activities 
they were interested in pursuing at the home. Weekly activities were then planned around those 
interests. 
 
Evidence Source:  

Observation 

 

 Records  Feedback  Discussion  

 
Requirements: 
None 
 
Recommendations:  
None 
 

Regulation of Care Act 2013 Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 3 – Daily Support  
People are confident that the staff will support them to maintain their health and to support their 
social and welfare requirements.  
3.2, 3.3, 3.12, 3.16, 3.20, 3.21 

 
Our Decision: 
Substantially Compliant 
 
Reasons for our decision: 
The inspector had an opportunity to review a number of resident’s records. Those records 
identified that the resident’s nutritional needs were assessed prior to, or during, admission to the 
home and recorded on the pre-admission documentation. Residents were also assessed using the 
Malnutrition Universal Screening Tool (MUST). The assessments had been updated on a regular 
basis, following admission. 
 
Records also corroborated that the residents’ medical conditions had been identified and recorded 
within the pre-admission assessment documentation. Information relating to the resident’s medical 
needs had been ascertained by the resident, their family members and their medical practitioner, 
where necessary. Care plans and risk assessments had been developed around the resident’s 
individual medical conditions and needs.  
 
Resident’s care plans identified any specialist furniture and equipment required to maintain their 
health, safety and comfort. Staff feedback and training records evidenced that staff had attended 
specific training in the use of specialist lifting equipment. Maintenance records confirmed that all 



specialist equipment had been serviced and maintained by the relevant professionals on an annual 
basis. 
 
Records confirmed that residents’ care plans and risk assessments had been reviewed on a regular 
basis. Resident’s health was consistently monitored and any concerns were discussed with the 
resident’s medical practitioner. Any changes to the resident’s medical conditions prompted a 
review of their care and any changes to their plan of care or risk assessments were noted. 
 
Records demonstrated that, where possible, the resident’s family members, or significant others, 
were consulted and involved with any review of care for the resident. Where family members had 
lived off island, it was recorded that the home contacted them for their contributions towards the 
care of the resident. 
 
It was reported to the inspector that resident’s had control of their own monies, however, it had 
been recommended that resident’s monies and any valuables be kept locked in the office to keep 
them safe. Resident’s had access to their monies at all times. The home had a ledger, recording all 
transactions regarding any monies the home kept on their behalf. The ledger included when and 
how the monies had been used and included the signatures of two staff witnessing the 
transaction. 
 
The home had a ‘Valuables and Effects’ policy; however, the policy did not include any reference 
to the procedure for looking after the spending monies of resident’s who lacked the capacity to 
manage their own finances. 
 
Records demonstrated that all resident’s had a capacity assessment completed upon admission, to 
determine that they had agreed to move into the home of their own free will. The home had a 
wing dedicated to caring for residents who had been diagnosed with dementia. Were residents had 
been considered to lack the capacity to make decisions in any areas of their life, there were no 
records of capacity assessments or best interest decisions being completed, relating to other 
specific decisions in their daily living. 
 
Evidence Source:  

Observation 

 

 Records  Feedback  Discussion  

 
Requirements: 
Two 
 
Recommendations: 
None 
 
 

Regulation of Care Act 2013 Part 2 (37) and Care Services Regulations Part 3 (9)    
Standard 4 - Environmental and Personal Safety and Comfort  
Systems, checks, policies, procedures and staff training ensure that people’s dignity, well-being 
and safety is promoted and protected.  
4.3, 4.8, 4.9, 4.10, 4.16, 4.17, 4.18, 4.19 

 
 
Our Decision: 
Substantially Compliant 
 
Reasons for our decision: 



The home had copies of their whistle blowing policy and copies of the current Isle of Man Adult 
Safeguarding Procedures on each wing; however, there were no records evidencing that all staff 
had read and understood these documents. 
 
The inspector had opportunity to review records which had been retained on issues around 
safeguarding, which demonstrated that the appropriate procedures had been followed. 
 
The home had a complaints policy, which was found to comply with the criteria within the 
standard. The policy suggests that, if the complaint is about the homes’ managers, for the 
complainant to contact the Chief Executive of the home; however, there were no contact details 
for the Chief Executive within the policy. 
 
Complaints had been recorded on ‘incident reporting’ forms, which included an action plan to 
address the complaint. There was a recognised time-line, which complied with the standard. 
Records confirmed that the complainants had received acknowledgement of their complaints 
within seven days and an outcome of their complaint within twenty eight days. 
 
The home had current fire risk assessment with a fire action plan, which had been reviewed in 
October 2020. 
 
Staff members were given fire safety training during the first or second day of their induction; 
however, not all staff had received the opportunity to renew their fire training annually. 
 
During the inspection, the inspector observed a linen basket obstructing one fire exit; a trolley 
blocking the base of a fire exit staircase and various items creating tripping hazards at another fire 
exit; however, these items had been removed upon reporting to the manager and temporary signs 
put up, instructing staff to keep fire exits clear of obstructions. 
 
A fire detection system had been installed throughout the building, which was serviced and 
maintained in July 2020. The emergency lighting had also been subjected to an annual test by an 
external, professional company. 
 
Records confirmed that the fire alarm system had been tested weekly; the emergency lighting had 
been tested monthly and firefighting equipment had been visually inspected monthly by the 
maintenance staff. 
 
The home had an electrical installations report dated 26 October 2018, with the next inspection 
due in 2023. 
 
Records confirmed that portable electrical appliances had been tested on a regular basis. All 
appliances observed were found to be in date, with the next testing date identified. 
 
Building maintenance records established that the thermostatic mixer valves (TMV’s) for hot water 
outlets had not been serviced and maintained on a regular basis. It was reported that the TMV’s 
were only serviced when they had become faulty. 
 
The home had a Legionella risk assessment, which had been reviewed in December 2020. Records 
demonstrated that all water outlets had been flushed on a regular basis and showerheads had also 
been disinfected regularly. 
 
A report, dated 17 November 2020, established that a sample of water had been tested and 
determined clear of the Legionella bacteria. 
 



Hot water temperatures were measured during the inspection. Several hot water outlets to sinks 
and showers were recorded to be above the maximum limits to the criteria of the Standard. 
 
Records verified that the central heating, gas supply and boiler had been serviced and maintained 
in December 2019. An external, professional company was at the home completing a full service 
on the day of the inspection. 
 
The home had a public liabilities insurance certificate on display in the foyer, which was current up 
to October 2021. 
 
Evidence Source:  

Observation  Records  Feedback  Discussion  

 
Requirements: 
Three 
 
Recommendations: 
One 
 
 

Regulation of Care Act 2013 Part 2 (37) and Care Services Regulations Part 3 (9)    
Standard 6 - Staffing  
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.  
6.3, 6.8, 6.9, 6.13, 6.19, 6.23 

 
Our Decision: 
Substantially Compliant 
 
Reasons for our decision: 
The inspector had an opportunity to review a number of staff files. Pre-employment checks, to the 
criteria of the Standard, had been carried out for all staff that had started their employment since 
the last inspection; however, for a large number of staff, these checks were incomplete (Carried 
over from the last inspection). 
 
Staff records confirmed that a number of staff had not received formal, one-to-one supervision 
with a line manager at least four times a year. Some staff had not received formal supervision 
within the previous twelve months of the inspection date, demonstrating that there was no 
effective system in place for the supervising of staff practice. 
 
Supervisions that had been completed, appropriate records were kept of the meeting, which had 
been signed by the staff member and their supervisor. 
 
Records also demonstrated that some staff had not received an annual appraisal within the twelve 
months prior to the inspection date. 
 
The inspector had an opportunity to review staff induction training records, which established that 
some staff had not received the mandatory training to the criteria of the Standard. 
 
Minutes to team meetings were available for inspection. The records confirmed that, although 
there were more than six meetings per annum, not all health care staff had an opportunity to 



attend any team meetings throughout the year. The manager confirmed that agendas for the 
meetings were not produced prior to the meetings going ahead. 
 
The staff rotas had identified the number of staff on shift at any one time, accurately reflecting the 
members of staff, their role and the number of hours they had worked. The rotas had also 
identified the Registered Nurses as shift leaders. 
 
Evidence Source:  

Observation  Records  Feedback  Discussion  

 
Requirements: 
Three 
 
Recommendations: 
One 
 
 

Regulation of Care Act 2013 Part 2 (37) and Care Services Regulations Part 3 (9)    
Standard 7 – Management Quality and Improvement  
People have confidence that the systems in place support the smooth running of the 
home. The registered manager is qualified and competent to manage the home. People 
are consulted about how the home is run and their opinions are taken into account. The 
home has an annual development plan that makes provision for the home to develop and 
improve.  
7.10 

 
Our Decision: 
Compliant 
 
Reasons for our decision: 
The home had routines in place to monitor staff activities. The methods included staff 
supervisions, staff meetings and staff appraisals. Records also evidenced that staff members had 
their practice directly observed by the Registered Nurses, who also carried out medication audits 
and audits of health care records. 
 
The home had a Mobile Phone policy and procedure, which had been reviewed in January 2019; 
due to be reviewed again in January 2022. The manager reported that senior staff members are 
tasked to be vigilant with staff compliance of the policy; however, if a staff member reported a 
need for them to have their phone on them during a shift, verbal permission was granted. 
 
Evidence Source:  

Observation  Records  Feedback  Discussion  

 
 
Requirements: 
None 
 
Recommendations: 
None 
 
 



Other areas identified during this inspection /or previous requirements which have 
not been met.  

 
Standard 2.1 
During the inspection, it was observed that there was a waste bin missing from the bathroom 
opposite room eight on Macmillan wing, and a waste bin missing from the sluice room on Victoria 
wing, both producing a potential problem with maintaining health and hygiene. 
 
On Macmillan wing, in the toilet opposite room seven, the sink had come away from the wall, 
which also made it difficult to shut-off the hot water tap. 
 
Standard 3.13 
The inspector had an opportunity to review a number of resident’s records, which established that 
there were a number of Personal Emergency Evacuation Plans (PEEP’s) missing from the resident’s 
files held on Churchill wing nursing station. 
 
Standard 3.19 
For resident’s requiring re-positioning, whilst in bed, neither the care plans nor risk assessments 
specified the resident’s preferences for this, or how regularly the re-positioning had to be 
completed, taking the residents’ health, safety or comfort into account. 
 
Standard 3.24 
Resident’s records confirmed that all residents were having their medication administered to them 
by staff members; however, there were no capacity assessments on records, determining if the 
resident had capacity to self-administer their medication (covered in Standard 3.21), or relevant 
documentation within the resident’s file, explaining why they could not manage their own 
medication (Carried over from previous inspection). 
 
Standard 4.11 
During the inspection of Macmillan wing, in the shower room near the nurses’ station, it was 
observed that a number of shower chairs had been stored behind the shower curtain. The 
inspector was informed that the shower room had continued to be used by residents. 
 
During the inspection of Albert wing, the wing specifically used by the residents diagnosed with 
dementia, it was observed that the sluice room was found to be unlocked and unsupervised. 
 
The shower room on Albert wing was observed being used for storage in the shower area; the 
inspector was informed that the toilet had continued to be used by the residents. 
 
Standard 4.13 
Records of fridge temperatures, for the fridge in Macmillan wing, only went back to 8 December 
2020. The inspector was informed that previous fridge temperature records had been inadvertently 
discarded. 
 
Records of fridge temperatures for the fridge in Victoria wing determined that the temperatures 
were, generally, above 5℃  
 
Standard 4.14 
Feedback from the domestic staff within the home, established that they had not been provided 
with the correct Personal Protective Equipment (PPE) when they used a specific cleaning product 
that required the use of specific equipment. The safety data sheets for the cleaning product 
identified what PPE was required to safely use the cleaning product. 



 
Standard 7.13 
During the inspection of the home the inspector observed a number of potential data breaches 
(carried over from previous inspection): 
In dining room on Churchill wing, there was a resident’s full name displayed on the wall. 
There was a list of resident’s names and their pad allocation size. This had been left behind the rail 
on the corridor. 
On Churchill wing nursing station, there was a list of names of residents of the Elder Grange 
apartments on display on the wall. 
On Macmillan wing, on display in the dining area, there was a list of resident’s names on a 
document with information relating to their diet. 
Staff files were found to contain copies of staff passports and copies of Disclosure and Barring 
Services certificates. 
 
Evidence Source:  

Observation  Records  Feedback  Discussion  

 
Requirements: 
Eight 
 
Recommendations:  
None 
 
 
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 or have 
identified any inaccuracies, please do not hesitate to contact the Registration and 
Inspection Unit. 
 
 
Inspector:  William Kelly Date:  14 January 2021 

 
  



Provider’s Response  

 
 
From:  Elder Grange Nursing Home 
 
 
I / we have read the inspection report for the inspection carried out on 9 & 10 December 
2020, 14 December 2020 & 17 December 2020 at the establishment known as Elder 
Grange Nursing Home, and confirm that there are no factual inaccuracies in this report.
    ☒ 

 
 
I/we agree to comply with the requirements/recommendations within the timescales as 
stated in this report.                                                                                                  ☒              

 
 
Or 
 
 
I/we am/are unable to confirm that the contents of this report are a fair and accurate 
representation of the facts relating to the inspection conducted on the above date(s)       ☐             

 
 
Signed   David. Killip 
Responsible Person D. Killip 
Date    02.02.2021 
 
Signed   E.Guiking 
Registered Manager  Eleanor Guiking 
Date    02.02.2021 

  
 
 
 
 
 
 
 
 
 
 
 


