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Completing and returning your report 

 
To complete your report form, enter text by clicking on the box see the instructions below.  
 
Use the tab key to move to the next box. 
    
1. Provider’s action plan 

a. Add details of your actions to complete the requirements/recommendations (if 
applicable)  

 
 
 
 
2. Provider’s comments/response. 

a. Confirm you have read and agree/disagree the contents of the report by clicking on the 
appropriate box 

b. State any factual inaccuracies found, add comments (if applicable) 
c. Sign (type name when returning electronically) and date.    

 
3. Return your report to randi@gov.im within 4 weeks. 

 
4. Do not use any other method e.g. links to Cloud or other file sharing services 
 
This report and grades represent our assessment of the quality of the areas of performance which 
were examined during this inspection. 

 
Part 1: Service information 
 
Part 2: Descriptors of performance against Standards 
 

Part 3: Inspection Information  
 
Part 4: Inspection Outcomes and Evidence and Requirements  
   
When making decisions the Registration and Inspection Unit have regard as to how well the 
service meets the Adult Care Homes Standards (April 2017). Providers of services are required, as 
part of their conditions of registration, to fully comply with the minimum standards. 
 
This report identifies strengths and areas of good practice as well as areas where, in order to meet 
the minimum standards, improvement is required. It also summarises the findings of an inspection 
of the service and any requirements and recommendations made.  It will form the basis for 
decisions by the Registration and Inspection Unit regarding registration, any variation of 
registration conditions and any enforcement action. 

 
Standard 1 - Introduction Assessment and Admission  
Standard 4 - Environmental and Personal Safety 
Standard 6 - Staffing 
 
In addition the following areas will be considered in each inspection: 

 
Provider’s Action Plan 

Click here to enter text. 
 

mailto:randi@gov.im
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Standard 7.3 - Policies and Procedures 
Standard 7.8 - Quality Assurance Systems 
Standard 7.9 - Annual Reports 

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

Name of Service                                                             Tel No:   (01624) 620391   
Thie Milan 
 
Address                                                              
4 Derby Road  
Douglas 
IM2 3ET 
 
Conditions of Registration  
Thie Milan 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 is 
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 Minimum Standards 2017. 
 
Email Address   
Lindsay.Holmes@gov.im  
 
Name of Registered Manager     
Lindsay Holmes – Senior Residential Support Worker (SRSW) – not registered. 
 
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  
25/5/16 
 
Number of individuals using the service at the time of the inspection  
Five (5) 
 
Person in charge at the time of the inspection  
Lindsay Holmes - SRSW 
 
Name of Inspector(s) 
Kevin West 
 
  

mailto:Lindsay.Holmes@gov.im
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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. STANDARD 
2.1 
 

The kitchen is in need of repair and 
refurbishment in line with this standard. This 
is a requirement from this inspection.  
Consideration should also be given to taking 
the opportunity to providing an additional 
bathroom downstairs to further enhance 
quality of life for residents. 
TIMESCALE: 1 OCTOBER 2016 

Not met 

2. STANDARD 
7.11 
 

A written policy needs to be on display in 
the home informing people of their rights to 
access their files and records at any time. 
TIMESCALE: IMMEDIATE 

Met 

3. STANDARD 
1.5 

A written contract needs to be in place. 
TIMESCALE: 1 OCTOBER 2015 
NOT MET 
TIMESCALE: 1 SEPTEMBER 2016 

Not met 

 
 

Feedback from relevant parties 

Two residents were spoken to on the day of the inspection and both were eager to speak to the 
inspector. The inspector visited the home on a second occasion to meet the other residents and 
spent time talking to them in the lounge. All spoke positively about living at the home and about 
the staff who worked there. 
 
Questionnaires were left for staff members to complete and one relative completed and returned a 
questionnaire to the inspector. The relative made the following additional comment: 
“**** is very well looked after by all staff.” 
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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 statement of purpose was displayed by the front door of the home. This did not contain all of 
the information set out in Schedule 3 of the Registration Regulations. Further detail was added to 
the statement of purpose and a copy subsequently sent to the inspector. Some requirements 
have been made in relation to the content. 
 
The home did not have an easy read version of the statement of purpose and this should be 
developed. An easy read copy was sent to the inspector post inspection. This featured bold text 
and pictures.   
 
No new residents had moved into the home. 
 
All residents should have a written contract. One resident did not have a contract in their care 
file. One resident was still required to sign and date their contract.  

Requirements  
Standard 1.1 
The statement of purpose must state : 

 Whether the service requires a manager to be registered 
 The age range of the service recipients that the home intends to meet 
 Whether nursing is to be provided 
 Information on emergency admissions 
 A list stating the size of rooms 

Timescale: May 2018 
 
Standard 1.6 

 One resident did not have a written contract. 
 One resident had still to sign and date their contract. 

Timescale: Immediate 

Provider’s action plan 
Standard 1.1: Thie Milan’s statement of purpose has been reviewed and further requirements 
have been added. 
 
Standard 1.6: All residents have a written contract that they have signed and dated. 
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Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 4 - Environmental and Personal Safety and Comfort  

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

Our decision: 
Partially compliant      
 

Reasons for our decision 
Environmental risk assessments were in place, including one on not bringing used laundry to the 
washing machine in the kitchen when food preparation was taking place. These had been reviewed in 
February 2018. 
 
The service had a whistle-blowing policy. 
 
Detailed records were kept of any safeguarding issues. 
 
A copy of the latest Isle of Man safeguarding procedures should be made available for staff to read and 
understand.  
 
Staff members had received training on safeguarding. 
 
Feedback from staff members and relative confirmed that they had not seen any staff practice that had 
caused them any concern. 
 
The home had a behaviour that challenges the service policy and procedure which also included 
physical intervention. 
 
Staff attended MAPA (Management of Actual and Potential Aggression) training. 
 
Three residents had individual personal intervention plans that detailed potential behaviours and the 
staff responses to these. Personal intervention plans were not on file for two residents. One resident’s 
personal intervention plan had gone passed the review date. 
 
Residents had individual support plans on potential restrictions on freedom of choice. These all 
recorded the restrictions on the use of the home’s kitchen. 
 
A corporate complaints policy was displayed in the home. This should be reviewed and amended as 
this contained out of date information. An easy read “getting things right – a comment, complaint, and 
compliment” leaflet was also displayed.  
 
No complaints had been made or recorded. The SRSW was compiling compliments made about the 
home. 
 
A fire file was examined. This contained a fire safety policy as well as a fire procedure specific for the 
home. An annual fire safety audit checklist had been completed. A quarterly fire inspection checklist 
had been completed in February 2018 and a six monthly fire door maintenance checklist completed on 
12/10/17.  
 
A fire risk assessment had been reviewed on 18/7/17. The action plan section identified the actions 
required as well as the target dates, but not completion dates had been recorded once these had 
achieved. 
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The home’s staff training matrix was examined. There was no record of one member of staff attending 
fire training and another staff had gone past their annual refresher date. 
 
There were some gaps in the weekly alarm testing as well as the monthly checking of the fire 
extinguishers. The fire extinguishers were due their annual check as they were last checked 8/3/17. 
Monthly emergency lighting checks were taking place. Fire drills had taken place on 18/4/17 and 
13/10/17. 
 
Fire action posters and easy read fire evacuation procedures were displayed in the home. 
 
Each resident had a recently reviewed Personal Emergency Evacuation Plan (PEEP) in relation to fire. 
This is an escape plan for individuals who may not be able to reach a place of safety unaided or within 
a satisfactory period of time in the event of an emergency. 
 
A health and safety file was examined. This contained a corporate health and safety policy and a 
Health and Safety at Work Act 1974 statement in relation to the home. This statement detailed staff 
members’ responsibilities in relation to health and safety. 

 
A health and safety inspection and audit checklist, as well as an action plan had been reviewed on 
17/7/17.  
 
An infection prevention and control self-audit and toolkit on the home had been completed on 13/7/17. 
 
Training records evidenced that not all staff had received infection control training.  
 
It is recommended that the home make available the Health and Social Care Act 2008 code of practice 
on the prevention and control of infections and related guidance, as well as the Healthcare associated 
infections – prevention and control in primary and community care (NICE) guidelines. 

 
The residents were actively involved in household tasks with a pictorial house jobs poster displayed in 
the kitchen. This identified the daily tasks to be completed and the names of the residents scheduled 
to complete that task. 
 
It is recommended that the home use the Safer Food Better Business food safety management 
procedures, including the kitchen opening and closing checks. 
A RIDDOR (Reporting of Injuries, Diseases and Dangerous Occurrences Regulations) guidance book 
was available in the health and safety file. 
 
A Control of Substances Hazardous to Health (COSHH) policy was available as well as chemical safety 
data sheets on the cleaning products used in the home. 
 
An electrical installation condition report certificate on the building’s wiring was dated 13/11/11. This 

should be completed every five years. 
 
Visual Portable Electrical Appliance Test (PAT) checks were carried out monthly and the results 
recorded. There was no record of when a full PAT test had last been carried out by an electrician and 
the SRSW was in the process of arranging an electrician to do this check. 
 
A legionella testing certificate was dated 23/11/16. Legionella testing should be carried out regularly. 
The blenders / thermostatic mixer valves had been checked on 24/7/17 and 19/1/18. 
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Staff members were scheduled to check and record the water temperatures, prior to assisting residents 
with bathing, on a daily basis. Evidence was seen of these recordings 
 

The gas boiler was serviced on 30/5/17. 
 
The home had in place public liability insurance which was displayed and due to expire on 31/3/18. 
 

Requirements and Recommendations  
Standard 4.3 
A copy of the latest Isle of Man safeguarding procedures should be made available for staff to read and 
understand. 
Timescale: Immediate 
 
Standard 4.6 

 Residents should have a personal intervention plan written if they display behaviours that 
require staff support / intervention. 

 Personal intervention plans must be regularly reviewed. 
Timescale: Immediate 
 
Standard 4.8 
The corporate complaints policy should be reviewed and amended as this contained out of date 
information. 
Timescale: Immediate 
 
Standard 4.10 

 The completion dates section in the fire action plan should be filled in when actions have been 
achieved. 

 Weekly fire alarm testing must take place. 
 Monthly fire extinguisher checks must take place. 
 All staff must receive fire training 
 Fire training must be renewed annually 

Timescale: Immediate 
 
Standard 4.12 
All staff had must receive infection control training. 
Timescale: July 2018 
 
Standard 4.16 

 An electrical installation condition report certificate on the building’s wiring must be completed 

every five years. 
 A full PAT test should be carried out on all portable electrical appliances.  

Timescale: Immediate 
 
Standard 4.17 
Legionella testing should be carried out regularly. 
Timescale: Immediate 
 
Recommendations 

 It is recommended that the home make available the Health and Social Care Act 2008 code of 
practice on the prevention and control of infections and related guidance, as well as the 
Healthcare associated infections – prevention and control in primary and community care 

(NICE) guidelines. 
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 It is recommended that the home use the Safer Food Better Business food safety management 
procedures, including the kitchen opening and closing checks. 

 

Provider’s action plan 
 
Standard 4.3: the latest copy of the Isle of Man Safeguarding procedures was brought to and 
discussed at the last staff meeting 27.03.18. Papercopy of procedures available in staff office and 
all staff have also got an electronic copy saved on their desktop. This will also be discussed with all 
staff at their next supervision. 
 
Standard 4.6: All service users that display behaviours that require staff support/intervention have 
an uptodate & reviewed personal intervention plan. All personal intervention plans are now also 
updated on RIO and all staff have been involved in this process. 
 
Standard 4.8 The corporate complaints policy documentation has been reviewed and amended 
with up-to-date information 
 
Standard 4.10: The completion dates section in the fire action plan have been filled when action 
have been achieved. 
Weeekly Fire alarm testing are taking every week and reminder is entered in home’s diary. 
Yearly fire exthinguisher inspection took place on the 08.03.18 and monthy fire extinguisher 
inspection are taking place on the 1st Monday of the month and reminder is entered in home’s 
diary. 
All staff have completed yearly fire online training since Inspection. 
 
Standard 4.12: All staff have completed yearly infection control training since inspection. 
 
Standard 4.16:  
Email sent to Estates services on 8 & 25/03/2018 requesting an up-to-date electrical installation 
condition report certificate. No certificate received at time of response. 
Email sent to Estates services on 8/03/18 to request a full PAT test on all protable electrical 
appliances. PAT test has taken place on 19 &20/03/18 on all home portable electrical appliances, 
further date to be set for checking residents’ personal portable electrical appliances. 
 
Standard 4.17: Legionella testing has taken place since inspection and certificates are filed in the 
house’s Health and Safety file 
 
 
 

 
 

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 service had a recruitment and selection policy to follow when recruiting staff. 
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Staff were provided with job descriptions. 
 
Three staff member pre-employment checks were examined. Two files contained all of the 
required pre-employment checks. One file did not contain evidence of an application form, 
interview notes or references. This file also contained a Disclosure and Barring Service (DBS) 
certificate. To ensure confidentiality of personal information and data protection, only the 
certificates number and the result of the check should be kept on file.  
 
The inspector was informed that staff, new to the home worked supernumerary, for a minimum of 
one week, shadowing experienced staff. 
 
1:1 supervisions between a staff member and their line manager were not taking place at the 
required frequency of at least four times a year. Staff had also not received an annual appraisal / 
Performance Development Review (PDR). Requirements have been made in relation to these. 
The training matrix was examined and not all staff had attended the following training: 

 Moving and handling 

 Food hygiene 
 Values into practice 
 Communication awareness  

 
The SRSW was in the process of doing a QCF Level 5 Diploma award. Of the full time staff 
members, two held a QCF 2 award. Out of the two part time staff, one held a QCF level 3 award.  
 
All shift leaders should either hold, or be enrolled on a QCF level 3 Diploma in Health and Social 
Care. A requirement has been made in relation to this.  
 
The inspector was informed that following all staff training, an evaluation form was completed and 
given to the training provider. A section in the staff supervision format allowed for training to be 
discussed.  
 
The SRSW was aiming to hold team meetings once a month. These have not been held regularly 
up until this point. 
 
The home’s staff rota was examined. This evidenced that the usual staffing levels were two staff 
on the morning shift and two staff working the late shift. One member of staff then did a sleep in 
shift. 
 
Staff rotas showed the hours worked on each day. 
 
Feedback from a relative confirmed that they believed that: 

 The staff were courteous and polite 
 That there was enough staff on duty 

 The staff team were suitably experienced and qualified 
 

Requirements  
Standard 6.3 
Staff files should evidence that all relevant pre-employment checks are carried out, including: 

 A completed application form 
 Interview notes 

 Two references 
Timescale: July 2018 



      

12 
 

 
Standard 6.3 & 7.13 
Staff member DBS certificates should not be kept on file. 
Timescale: Immediate 
 
Standard 6.8 
1:1 supervisions between a staff member and their line manager should take place at least four times a 
year. 
Timescale: Immediate 
 
Standard 6.9 
Staff members should receive the following training: 

 Moving and handling 
 Food hygiene 
 Values into practice 
 Communication awareness 

Timescale: August 2018 
 
Standard 6.13 
Staff should receive an annual appraisal / PDR. 
Timescale: May 2018 
 
Standard 6.19 
Regular team meetings should take place, with a minimum as two per year where the SRSW and staff 
team work alongside each other. 
Timescale: Immediate 

Provider’s action plan 
Standard 6.3: 
Pre-employment check information is currently been held by OHR- Information missing for 2 staff 
member has been requested from OHR. The service is currently working with OHR to review how 
recruitment information can be made accessible to registered manager.        
 
Standard 7.13: 
Staff member DBS certificate are not kept on file,only DBS number and expire date is kept in their 
file. 
 
Standard 6.8: 
All staff member have had supervision since inspection and supervision dates for the next 12 
months have been set and diarised with at least 4 supervision for that period. 
 
Standard 6.9:  
Moving and Handling training and Food Hygiene training have been booked for staff that were due 
refreshers. Values into practice and communication Awareness training for Adult Learning 
Disabilities is currently unavailable at this time. 
 
Standard 6.13: 
PDR supervision dates have been set with each staff member for April 18 for year 2017/18 and 
further PDR supervision dates have been set in 6 months times for mid year review.  
 
Standard 6.19: 
Staff meeting have been held on 14/03/18 & 28/03/18.   Further team meeting dates have been 
scheduled  for the next 6 team meetings. Agenda is sent to all the staff member prior to meeting, 
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all staff read and sign minutes and minutes are filed within the commnity house staff meeting file. 
 

 
 

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 
Compliant    
    

Reasons for our decision 
Staff had access to policies and procedures via the home’s computer system. Staff members were also 
informed when policies and procedures were reviewed. 
 

Requirements and recommendations  
None 
 

Provider’s action plan 
Not applicable 
 

 
 

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

Criteria 

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

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

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

 accident and incident reports;  

  observations of those using the service; 
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  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 
Formal quality assurance systems were in place to measure the quality of the service provided, 
including: 

 complaints recording 
 accidents and incident recording  
 Internal audits 

  

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 2017 had been written. This contained sections on: 

 Service User’s achievements in the past year, including positive progress, new 
experiences, community involvement, holiday breaks, transition into or from the 
service 
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 Additional information re service users 
 Involvement of family / friends to service plans 
 Changes to Thie Milan building / outside area  
  Staffing – training and qualifications – staffing levels 

 Compliments and complaints 
 Accidents and incidents 
 Feedback / comments about the service  
 Future plans – the next 12 months 

 

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) 
Other Areas Identified during this inspection 

Requirements and recommendations  
Standard 7.2 
All shift leaders should either hold, or be enrolled on a QCF level 3 Diploma in Health and Social 
Care. 
Timescale: April 2019 
 
Standard 7.6 
House / resident meetings should be facilitated and held at a minimum of twice a year. 
Timescale: Immediate 
 

Provider’s action plan 
Standard 7.2: 
There is an individual staff member responsible on each shift for ensuring the delivery of 
appropriate care to service users; LD management are now able to commence the enrolment of 
ALDS support staff on QCF level 3 (for those who wish to be qualified above a level 2) but in the 
meantime, until we have staff qualified to Level 3, the nominated staff member is aware of the on 
call procedures in place should they require a more senior member of staff to be responsible for 
any staffing matters that cannot wait until the SRSW is next on duty. 
 
Standard 7.6:   
Resident meetings take place every week on  Sunday. Residents discuss menus, activities for the 
week and any other issues they may raise. 
Minutes are kept in meeting file.  
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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: Kevin West Date: 29/3/18 
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To: The Registration and Inspection Unit, Ground Floor, St George’s Court, Hill Street, Douglas,  
Isle of Man, IM1 1EF  
 
From: Thie Milan 
 
I / we have read the inspection report for the unannounced inspection carried out on 5 March 
2018 at the establishment known as Thie Milan 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  Pascale Despringre 
Date     26/03/2018  
 
Signed   
Registered Manager Lyndsay Holmes 
Date    26/03/2018 
 
 
 

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

Date:  26/4/18                                                            Signature/initials: K.W.   

Part 5 Provider’s comments/response 


