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Contents  
 

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 
 

 
Provider’s Action Plan 

Click here to enter text. 
 

mailto:randi@gov.im
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In addition the following areas will be considered in each inspection: 
 
Standard 7.3 - Policies and Procedures 
Standard 7.8 - Quality Assurance Systems 
Standard 7.9 - Annual Reports 

 
Part 5: Provider’s comment/response 
 

Part 1 Service Information 

Name of Service                                                             Tel No:   (01624) 656090 
Griffindale 
 
Address                                                              
Brunswick Road, Douglas, IM2 3LG      
 
Conditions of Registration  
Not applicable as this is a Government home  
 
Email Address   
Jayne.Downey@gov.im 
 
Name of Registered Manager     
Jayne Downey – 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  
1/12/16, 2/12/16, 4/1/17, 18/1/17 
 
Number of individuals using the service at the time of the inspection: 8  

 
Person in charge at the time of the inspection: Jayne Downey  
 
Name of Inspector(s): Mandy Quirk 
 
 
 
 
 
 

mailto:Jayne.Downey@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? 

 

N
o 

Standard Requirements/recommendations from 
previous inspection 

Met/not 
met 

1. Standard 2.1 
 

The laundry area requires some modification to 
better address any concerns regarding 
potential infection control issues. This would 
include painting of the walls and installation of 
a work surface.  
Timescale: 31 July 2017 
Carried forward March 2018 

Not Met 

2. Standard 7.5 
 

Service user meeting minutes must be 
improved by having actions clearly identified 
and carried forward to the next meeting to 
check whether any progress had been made 
and if not why not. Meals and menus must also 
be included as a standing agenda item 
Timescale: with immediate effect  
Carried forward March 2018 

Not Met 

3. Standard 7.2 
 

Shift leaders must be registered for or qualified 
to QCF level three  
Timescale: 31 October 2017 

Met 

4. Standard 7.3 
 

Policies and procedures must be dated when 
completed, have a review date identified and 
followed up with a timely review.  
Timescale: 30 April 2017 
Carried forward March 2018 

Substantially 
Met 

5. Standard 7.6 & 
7.7 
 

More focused efforts must be made to seek 
feedback from relatives, professionals and staff 
members on how the service is run, to feed 
into the annual report. 
Timescale: 31 March 2017 

Met 

6. Standard 7.8 
 

The annual report for the home must include 
reference to any quality assurance measures 
utilised including complaints and compliments, 
accident and incident records and feedback 
from those service users, staff members’ and 
visitors to the home. 
Timescale: 31 March 2017 

Met 

7. Standard 1.1 
 

 The statement of purpose must be updated 
to ensure that the content is accurate, up 
to date and includes: 
  
 clarification that the home does not take 

Met 
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emergency admissions. 
 information regarding the experience and 

qualifications of the service manager 
 a statement that nursing care is not 

provided. 
 clarification that the manager does not 

need to be registered. 
 The safeguarding reference needs to be 

updated. 
Timescale: 31 March 2017 

8. Standard 4.4 & 
6.14 
 

All staff members must complete regular adult 
protection refresher training. 
Timescale: 31 July 2017 
Carried forward March 2018 

Substantially 
met 

9. Standard 4.10 
 

 Fire safety refresher training must be 
completed by all staff members 

 Monthly emergency lighting checks 
must be undertaken 

Timescale: with immediate effect 

Met 

10. Standard 6.18 
 

Staffing levels in the home must be able to 
meet the needs of all service users 
Timescale: with immediate effect 

Met 

11. Recommendation  
 

It is recommended that working practices 
within the home are reviewed to determine the 
impact on staff members and to consider 
whether alternative solutions can be found 
which address any identified issues in a way 
which does not impact negatively on staff. This 
should include: 

 night time staffing and responsibilities  
 Consideration should be given to staff 

focusing primarily on one area of the 
service provided on the Griffindale site 
and not both as they are both so 
different. 

No changes 
made  

 
 

Feedback from relevant parties 

Questionnaires were left for staff members, relatives and professionals but no responses had been 
received at the time of writing the report. 
 
Comments received directly to the service included: 
“We are very grateful to the ladies at Griffindale for the care and kindness they show to …..” 
“I am really happy with the care and support of …. The wonderful accommodation facilities and 
the positive and friendly attitudes from all the staff who work at Griffindale” 
“I would say this is one of the best establishments for people with learning and physical 
disabilities. I am very pleased and content with the interaction of staff and the high quality of 
care”. 
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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: 
 
Compliant 

Reasons for our decision 
There was a statement of purpose available within the home which detailed the aims and 
objectives of the service, what is and what is not included, important policies and useful contact 
details.  
 
The service was in the transition process for a new service user coming to live in the home. The 
transition plan detailed all visits to the service to meet staff and service users, planning, 
feedback, observations, risk assessments and identification of any potential concerns. A file was 
under development. All assessments completed by the previous service had been shared and a 
community living skills assessment completed. A compatibility assessment was yet to be 
completed, but had been considered as evidenced in the transition records. It was positive to 
note that the transition was being conducted over an extended period in order to ensure that the 
needs of all concerned were considered. 
 
All existing service users had a signed service agreement in place which included details of terms 
and conditions of residency, details of all services included and any which incur an additional fee. 
 

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 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 
The home had in place a range of internal and external environmental risk assessments which covered 
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all aspects of safety within the home and had been reviewed.  
 
Staff working in the home had access to a copy of the inter agency safeguarding adult protection 
policy 2016-18. The policy detailed the steps that staff must take in the event that they receive an 
allegation of abuse or suspect that abuse is occurring. Staff also had a quick guide to raising an 
adult protection alert. In addition to the adult protection policy basic training was provided for all 
staff. This was initially through attendance at a half day course, followed by annual elearning 
refreshers as stated in the DHSC mandatory training policy. Examination of staff training records 
showed that all bar one staff member were up to date with refresher training. Examination of the 
induction documentation showed that it had recently been amended to ensure that adult 
safeguarding was discussed within the first week of the induction process for any new staff 
members. Safeguarding issues in the home were found to be appropriately reported and recorded. 
There was also a whistleblowing policy to guide staff regarding raising any concerns they may 
have about staff practice.  
 
The service had developed an interim policy to guide staff practice when dealing with the potential 
need for using physical intervention. The service runs a training programme for all staff members 
known as managing actual and potential aggression (MAPA). Examination of staff members 
training records showed that all staff had completed the initial training but two were overdue 
refresher training.  
 
No evidence was viewed to evidence that freedom of movement and personal liberty issues had 
been considered.  
 
A complaints policy and procedure was in place, which had recently been reviewed and was on 
display in the entrance area of the home. There was also an easy read version available. The 
document offered staff members’ guidance when dealing with any complaints received and 
included timescales for response. The address for Registration and Inspection had been updated. 
Residents and their families were also provided with information about the complaints procedure 
as part of the home’s statement of purpose/service user guide. There was a complaints and 
compliments log book in the home but no complaints had been received since the last inspection. 
  
The home had the following fire safety measurements in place: 

 Fire safety file  

 Fire safety policy 2016-19 
 Fire procedure and easy read version 
 Plan of the building layout 
 Fire safety leaflet 
 Fire exits were all found to be free from obstruction 
 Personal Emergency Evacuation Plans (PEEPs) were found to be in place for all service 

users 

 An annual fire safety audit  
 Monthly emergency visual lighting checks 
 A fire register  
 Three fire drills had been completed  
 A fire risk assessment  
 A six monthly fire door checklist  
 Quarterly fire inspection checklist  
 Monthly fire extinguisher and blanket inspection checklist  
 Weekly fire alarm  

 Fire safety training had been completed by all staff members 
 Fire extinguishers had been serviced 
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The service had in place a range of health and safety policies and procedures available to guide 
staff practice, which included; infection control, moving and handling, control of substances 
hazardous to health (COSHH), fire safety, health and safety. The health and safety policy was still 
awaiting review. A health and safety audit checklist had been completed and there were records of 
health and safety meetings.  
 
An infection prevention and control self audit had been completed. Cleaning rotas were in place 
and no infection control issues were noted at the time of the inspection other than the long 
standing matter of the laundry area which was beyond the control of staff working in the home. 
Staff members were provided with personal protective equipment (PPE).  
 
The home was registered with DEFA as a food provision service. Fridge and freezer temperatures 
were recorded daily and open packages and jars were date labelled. Staff members access food 
hygiene training as part of their induction, followed by periodic refreshers. Records showed that all 
staff members were up to date with food hygiene training. 
 
COSHH information was available in the health and safety file. This included the COSHH policy 
document and all relevant product data sheets. Any associated risks had been considered within 
the environmental risk assessments.  
 
Accident and incident reports had been completed appropriately. No incidents had required a 
RIDDOR notification but the manager was aware of the process and the paperwork that must be 
completed in such an event. A RIDDOR guidance booklet and blank recording sheets were 
available. 
 
Records indicated that a full electrical installations condition check and report had been completed.  
 
Monthly visual portable electrical appliance testing (PAT) had been conducted regularly. An 
inventory and PAT testing log had been completed by the manager. There was a PAT testing 
policy in place but no evidence that inspection and testing had been taking place in line with the 
policy other than in relation to a new television.  
 
Measures to reduce any potential risk of Legionella had been undertaken. This included water 
monitoring, weekly temperature checks, daily shower and bath temperatures and service checks of 
blender valves and vents. Records of thermostatic mixer valve checks showed that some shower 
temperatures exceeded forty four degrees.  
 
The central heating boiler annual service had been completed. 
 
Valid public liability insurance documentation was in place and on display. 
 

Requirements  
Standard 4.16 
PAT testing must be conducted in line with the service policy. 
Timescale:  31 July 2018 
 
Standard 4.17 
Water temperatures for showers must not exceed forty one degrees.  
Timescale: With immediate effect 
 
Standard 4.7 
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Records must evidence that deprivation of liberty issues have been considered and discussed in a 
multi-disciplinary forum. 
Timescale: 31 July 2018 
 

Provider’s action plan 
4.16 PAT testing requested throughout the building on 10/05/2018 and this has now been 
completed by Estates through FmFacts.  
4.17 request sent to FmFacts 10/05/2018 to correct the water temperature of showers to a 
maximum of 41 degrees. Awaiting completion. Staff are aware that they must contact Estates each 
time the water temp is above 41 degrees. 
4.7 Restrictive practice audit tool will completed for each Service User during PCP’s which are 
being held throughout May & June 2018. 
 

 
 

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 in with the recruitment process. 
Posts are advertised externally and internally. Applications are then considered by the interview 
panel and those shortlisted are called for interview.  
 
Staff files available in the home did not contain any information relating to recruitment including 
application forms, interview notes, two references, a disclosure and barring service (DBS) check, a 
health statement as required within the minimum standards and a contract including terms and 
conditions of employment. These records are held by the Department’s human resources section, 
access to which was not available to the inspector. However the inspector was aware that a 
solution to this issue has been devised but has not yet been rolled out. Staff files in the homes did 
however contain details of staff qualifications and certificates.  
 
There had been no new staff within the service since the last inspection. There was a probation 
process in place for any newly appointed staff members. There was also an induction pack 
available for completion, the content of which covered some but not all of the areas identified 
within the care certificate standards. The pack had recently been amended to ensure that 
safeguarding was covered within the first week of employment. The inspector was aware of a plan 
to move towards inducting new staff members using the care certificate standards. The manager 
was aware that any new staff must work supernumerary for their first week of employment and 
complete an induction programme. 
 
Staff members had a supervision agreement form in place which stated that there would be four 
supervisions per year. Two files were examined one had threes supervisions whilst the other had 
five. The manager and all staff members had a completed appraisal. 
 
The staff training matrix was examined and showed that all staff members were up to date with 
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training in relation to food hygiene, basic medication, first aid and fire safety. However some staff 
were overdue refresher training in managing actual and potential aggression (MAPA), moving and 
handling, and adult protection. Three staff member had not attended communication awareness 
and one had not attended values into practice (VIP) training. No training was noted for staff 
members in relation to nutrition, infection control or health and safety. Additional specialist training 
had been provided for all staff in relation to capacity, epilepsy awareness and midazolam. There 
was no written evidence that training courses are evaluated in relation to their impact on staff 
practice. However the manager had a thorough knowledge of the team members as they had 
worked together for a long time. 
 
Team meeting minutes were viewed which showed that three meetings had been held in the last 
year. Minutes were completed and signed off by all staff members. These records showed that the 
minutes had been improved by reviewing actions from the previous meeting at the start of the 
next. 
 
Dependency assessments were not completed within the home however there was sufficient 
information available to determine that the manager was focused on ensuring that staffing levels 
within the home were based on the needs of the residents. A staffing risk assessment had been 
completed which indicated that the staffing numbers for the home were sufficient to meet the 
needs of service users living there at the time of the inspection.  
 
Staff rotas were examined and found to be reflective of hours worked, with any changes clearly 
noted. The shift lead was noted on the rota as the key holder.  
 

Requirements  
Standard 6.8 
All staff members must have four supervision sessions per year 
Timescale: With immediate effect 
 
Standard 6. 9 
All staff members must be up to date with mandatory training courses. 
Timescale: 31 July 2018 
 
Standard 6.2 & 6.3 
Staff files must contain details of the following: application form, interview notes, two references, 
DBS check, health statement and a contract including terms and conditions of employment 
Timescale: 31 July 2018 
 

Provider’s action plan 
6.8 I will arrange Supervision with each member of the team for May/June 2018 and ensure that 
the new Senior is aware of the recommendation, dates of last supervisions and due dates 
throughout the year will be diarised. 
6.9 Dates for MAPA training have been arranged.   Moving and Handling will be partially completed 
online and dates for training will be arranged and diarised. I will ensure that all staff complete 
Adult Protection training online this month. VIP and communication training are not available at 
present,Nutrition (MUST) and Infection Control will be completed on Elearn Vannin and I will 
ensure that Health and safety is booked for each staff member.  
6.2/6.3 I will address this in my supervision 24/05/2018 
 

 



      

11 
 

 
 

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 
The service had in place a list of policies and procedures for staff members to read, digest and follow 
in their daily working practice. However on examination of the home’s policy index it was possible to 
determine that whilst most service area policies and procedures had been recently reviewed and 
updated there were still some corporate polices such as health and safety which had no identified 
review date or were overdue review such as medication. 
 

Requirements and recommendations  
Standard 7.3 
All policies and procedures must be dated on completion and be reviewed within identified 
timescales 
Timescale: 30 April 2017 
Carried Forward: March 2018 
 

Provider’s action plan 
I will address this in my Supervision 24/05/2018 
 

 
 

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 
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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 in place a number of quality assurance measures these included complaints and 
compliments, accidents and incidents, two internal audit reports and a medication audit report. In 
response to feedback received a number of changes had been made. It was positive to note that 
feedback was utilised to learn and develop the service. The views of staff had been sought in 
relation to the quality of the service through team meetings and staff supervision.  
 
Service user meetings had not been held since the last inspection. The manager explained that it 
was difficult to orchestrate as some service users did not want to participate, some were 
concerned about taking apart and others did not have capacity. She agreed that this was an area 
for action moving forward. However there was evidence within the annual report that service 
users had been consulted regarding improvements to the décor of the home and those who were 
able had completed a questionnaire. Feedback indicated that those service users who participated 
were happy living in the home. In addition to this an internet café had been set up in response to 
service user requests.  
 
Families had been sent questionnaires from which feedback was minimal but positive. Moving 
forward the manager had identified that PCP meetings would be a good opportunity to gather 
feedback from families twice a year.  
 
During the inspection one visiting family member provided positive feedback regarding the quality 
of care offered to a relative.  
  

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 
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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 
There was an annual report for the home which had recently been completed. This document 
offered information regarding any quality assurance measures in place and their outcomes. There 
was information regarding areas of success within the service which included improvements to 
the environment, service user activities, holidays and pending transitions to and from the service. 
Where relevant areas for improvement had been identified and a plan developed for the year 
ahead.  
 

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 carried forward from previous inspection 

Requirements and recommendations 
Standard 2.1  
The laundry area requires some modification to better address any concerns regarding potential 
infection control issues. This would include painting of the walls and installation of a work surface.  
Timescale: 31 July 2017 
Carried forward March 2018 
 
Standard 7.5 
Service user meeting minutes must be improved by having actions clearly identified and carried 
forward to the next meeting to check whether any progress had been made and if not why not. 
Meals and menus must also be included as a standing agenda item 
Timescale: with immediate effect 
Carried forward March 2018 
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Provider’s action plan 
2.1 FmFacts request is in place requesting works to be carried out to enable the area to be 
compliant, I will address this in my Supervision on 24/05/2018. 
 
7.5 Service user meeting dates have been diarised to coincide with team meetings and a new 
agenda template has been put in place with standing items to ensure that minutes and actions 
from last meeting are reviewed and meals and menus, communal areas and comments, 
compliments and complaints are discussed. This was also discussed in the team meeting held 
15/05/2018. 
 

 
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: 27/04/18 
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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: Griffindale 
 
I / we have read the inspection report for the unannounced inspection carried out on 27 March 
2018 at the establishment known as Griffindale 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  Mrs Jayne Downey 
Date     22/05/2018  
 
Signed   
Registered Manager Click here to enter text. 
Date    Click here to enter text. 
 
 
 

Action plan/provider’s response noted and approved by Inspector:                     
Date: 24/05/18                           Signature/initials  MQ 

Part 5 Provider’s comments/response 


