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Part 1 - Service Information for non-Registered Service 

 
Name of Service:                                                  Tel No:   (01624)   686716 
Thie Meanagh Unit 1                                      
 
Address:   
Manor Wood  
Farmhill  
Douglas 
IM2 2PF                                                            
 
Email Address:   
Emmanuelle.Gamil@gov.im  
 
Name of Manager:  
Emmanuelle Gamil 
 
Date of any additional regulatory action in the last inspection year (i.e. improvement 
measures or additional monitoring):  
None 
 
Date of previous inspection:  
12 July 2017 
 
Number of individuals using or attending the service at the time of the inspection:  
Ten  

 
Person in charge at the time of the inspection:  
Emmanuelle Gamil 
 
Name of Inspector:  
Mandy Quirk 
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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 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. 
 
Inspections are generally themed, concentrating 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, safe and compassionate. 

 
 
No Standard Requirements/recommendations from 

previous inspection 
Met/not 
met 

1 4.1 Staff training including adult protection 
must be regularly updated, as necessary. 
Timescale: 
December 2016 & 
November 2017 

Met 

2 4.10 Visual emergency lighting tests must be 
done monthly. 
Timescale: Immediate 

Met 

3 4.16 PAT testing must be completed and up to 
date. 
Timescale: 

Met  

4 4.17 Evidence of Legionella checks must be 
provided. 
Timescale: 

Met 

5 1.1 The statement of purpose must be accurate 
and service specific. 
Timescale: Immediate 

Met 

6 1.3 Compatibility assessments must record the 
impact the admission will have on the home 
and the people living there. 
Timescale: October 2017 
Carried forward: Immediate 

Met  

7 4.16 An electrical installations condition report  
(EICR) must be available for inspection. 
Timescale: Immediate 
Carried forward: Immediate 

Met 

8 6.3 All staff files must contain relevant 
documentation 
Timescale: Immediate 

Partially Met 

9 7.9 Information in the annual report must be 
accurate 
Timescale: Immediate 

Met 
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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. 
2.10, 2.11, 2.12, 2.13, 2.14, 2.15   

 
Our Decision: Substantially compliant 
 
Reasons for our decision: 
Within residents care records there was evidence that preferences with regard to daily living 
routines had been identified and included within care plans. 
 
Menus were in place and offered at least two choices for lunch and evening meals. The range of 
food on offer was found to be varied and nutritious. Meals were prepared on site by a qualified 
chef. Choices were made in advance by residents, when possible, or staff members utilising 
knowledge of preferences and any specific requirements including allergies or nutritional needs.   
 
Records are maintained of the food and fluid intake of all residents. 
 
The home was registered as a food business with DEFA 
 
Residents and or their representatives have the opportunity to contribute to the menu through the 
service improvement group (SIG) meetings which are held every two months. Examination of the 
minutes of the last meeting showed that food was considered but only in terms of the celebration 
of special events.  
 
Drinks and snacks are provided periodically, when requested or required. 
 
Information regarding residents’ social history had been gathered at the pre admission assessment 
stage. Staff members utilised this to determine the range of activities provided. This was noted to 
be on either a group or individual basis.  
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements  
One 
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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. 

 
Our Decision: Partially complaint  
 
Reasons for our decision: 
All service user records examined contained evidence of pre admission assessments being 
conducted to determine whether the home would be able to meet their needs. 
 
The nutritional needs of service users had been considered within the pre admission assessment, 
Malnutrition Universal Screening Tool (MUST) and eating and drinking assessments had been 
completed. Support plans had been developed and guidance provided in relation to any identified 
needs. This included links with medical professionals.  
 
Detailed information regarding any medical conditions of service users together with management 
plans were in place. 
 
Records of any health care appointments were recorded in service user files and on their electronic 
records.  
 
There was evidence that service users’ social, cultural and emotional needs had been considered 
and care plans developed where required. 
 
Service users’ communication needs had been assessed and support requirements detailed in care 
plans.  
 
The particular focus of this unit was to support those service users who present with behaviours 
which challenge. Records showed that detailed information was collated, needs were identified and 
support plans developed with the aim of stabilising presentation. Staff members have access to 
training in Dementia Capable Care which focuses on the use of de-escalation techniques for 
service users with dementia. However not all staff were up to date with training (addressed under 
standard 4.1). Records of any interventions were found to be maintained. 
 
Service users’ likes and dislikes with regard to leisure interests and hobbies had been noted in the 
pre admission assessments and  ‘This is Me’ documentation. This information was considered 
when developing activity planners. Community links and contact with families and friends was 
encouraged. Feedback from families indicated that they were made to feel welcome when they 
visited the home and that they were happy with the care and support provided.  
 
The unit’s statement of purpose was clear that the home was unable to cater for service users with 
nursing needs. However there was equipment available within the home which had been provided 
to meet the assessed needs of service users. The equipment was well maintained and training in 
moving and handling was provided. Weekly equipment checks regarding slings, slide sheets, hoists 
and wheelchairs were in place but a month overdue. 
 
Personal emergency evacuation plans were in place for all service users. 
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End of life wishes and decisions regarding resuscitation had been discussed with families and 
detailed in some service user files. If this had not taken place the reason was recorded in service 
user files. 
 
Contact with a range of healthcare specialists along with dentists, chiropodists and opticians had 
been facilitated as appropriate.  
 
There was evidence that regular review meetings were held with service users and/or their 
relatives involved. Where service users were not involved the reasons for this was recorded. 
Service users’ needs were reviewed with support plans and risk assessments updated accordingly. 
There was evidence of service user and/or their representative involvement. However, not all 
paperwork had been signed and dated by relevant parties. 
 
There were clear arrangements for handling service user’ finances. Records showed that any 
monies held or managed by the home were subject to an annual compliance inspection. Detailed 
records and checks were maintained by the service.  
 
The ability to make various decisions had been considered for all service users. Relatives or their 
representatives had been consulted to advocate on service users behalf. Evidence of best interests’ 
decisions were recorded along with any deprivation of liberty issues.  
 
There was an extensive medication policy in place which had recently been reviewed.  
 
Residents’ medication and the reasons for taking them were listed in care records. There was 
evidence, in all records examined, of medication reviews occurring, often more frequent than 
annually, in line with changes in presentation or requirements regarding anti-psychotic medication.  
 
Residents were always accompanied when meeting with the GP  

 
Medication was stored in locked cabinets within a locked room with restricted access.  
  
Medication records for all residents were examined and found to be in good order. There were 
photographs on front sheets to minimise any potential for administration errors However there 
were a small number of gaps in staff signatures identified on Medication Administration Record 
(MAR) sheets.   
 
Medication was found to be dispensed and administered, in line with assessed needs. Records 
showed that staff competence to administer medication was assessed every two years for nurses 
and annually for senior support workers.  
 
Training records showed that all relevant staff had completed basic medication awareness and first 
aid training. 
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements  
Three 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
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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. 
4.1, 4.2, 4.3, 4.4, 4.8, 4.9, 4.10, 4.16, 4.17 

 
Our Decision: Partially compliant 
 
Reasons for our decision: 
There was a range of internal and external risk assessments in place, which had recently been 
reviewed. Staff training records showed that there were still some gaps in mandatory training and 
some refresher training were overdue. Areas included fire safety, food safety, moving and 
handling, infection control, health and safety and dementia capable care.  
 
Staff members had access to the Inter agency adult protection and safeguarding policy and 
procedure 2016-18 and a whistleblowing policy to guide and inform staff practice. 
 
All safeguarding concerns had been appropriately addressed and recorded in line with the policy.  
 
All staff members undertake adult protection training as part of their induction followed by annual 
refreshers. Safeguarding was also part of the first week of the induction programme.   
There was a complaints policy and procedure in place which covered all required areas. A copy of 
the complaints procedure was on display. Information regarding complaints was also provided 
within the statement of purpose. A complaints log was available but no complaints had been 
recorded since the last inspection.  
 
There was an updated fire safety policy in place and all fire safety checks were up to date. Fire 
safety equipment had been serviced.  
 
There was evidence to confirm that a full electrical installations condition report (EICR) had been 
completed.  
 
Visual portable electrical appliance checks had been completed and there was evidence that 
portable electrical appliance testing had been carried out.  
 
Water safety checks had been completed. The report identified a possible concern which was 
explored further by the manager and found to be satisfactory. Thermostatic mixer valves had been 
checked only once since the last inspection which was not in line with the service guidelines. 
 
The central heating boiler had been serviced. One action was identified for immediate attention 
and was subsequently addressed.  
 
Valid public liability insurance was on display. 
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements  
Two 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
Standard 6  - Staffing   
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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, 6.20, 6.21, 6.22, 6.23 

 
Our Decision: Substantially compliant 
 
Reasons for our decision: 
Staff files examined did not contain evidence of all required pre employment checks being 
completed. However, there was evidence of Disclosure and Barring Service checks (DBS) being 
completed and where relevant evidence of qualifications and registration with professional bodies.  
 
Staff rotas were examined and found to be reflective of actual hours worked, with any changes 
noted. However there was no shift lead identified. This was discussed with the manager and 
amended.  
  
The service did not complete dependency assessments but there was sufficient information 
available to confirm that staffing levels within the unit were sufficient to meet the needs of service 
users.  
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements  
Two 
 
 

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. 
7.9  

 
Our Decision: Substantially compliant 
 
Reasons for our decision: 
An annual report for the service had been completed. The report contained a degree of repetition 
from the previous years’ report. It covered an extensive range of audits completed throughout the 
year. Areas for action had been identified and subsequently addressed. However on examination 
of audit documentation the inspector found that not all care plan audits had been fully completed. 
There was information about minor complaints noted but no outcomes identified and there were 
no clear links between any quality assurance audits and the development plan for the year ahead. 
It was also unclear what the services successes had been over the previous year. 
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  
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Requirements and Recommendations 
One 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9)  
Other areas identified during this inspection / Or previous requirements which have 
not been met. 

 
The inspector took the opportunity to view the internal and external areas of the home in order to 
consider the suitability of the environment for the new service focussed on meeting the needs of 
service users with dementia and challenging behaviour. Externally the gardens were well 
maintained however there was only a single width pathway that ran across the length of the 
building. The ground across the rear area of the garden was a steep slope, which diminished the 
usability of the area. Internally all rooms ran off a long corridor with a small lounge area at each 
end. Residents were observed as tending to head walk towards the dining room which was the 
central area of the home. Given the focus of the service was on supporting residents who present 
with challenging behaviour, the layout did not appear to be fully conducive to that purpose. An 
assessment of the environment must be undertaken utilising tools based on best practice or 
research; such as  ‘Is your care home dementia friendly’ EHE environmental assessment tool from 
the Kings Fund. Additionally there was not enough storage space within the home resulting in 
empty bedrooms being utilised for this purpose. This issue must be resolved. 
 
Standard 2.1 

 Sufficient storage facilities must be provided to avoid the need to use bedrooms as a 
storage area 

 Plans to improve the environment for the benefit of residents by transforming bedroom 
doors to look like external doors must be completed. 

 An environmental assessment must be undertaken to identify required actions for the 
provision of a more dementia friendly environment. 

Timescale: 31 December 2018 
 
Standard 2.9 
The garden area of the home must be improved to make it more suited to the needs of the residents 
e.g. with a figure of eight pathway 
Timescale: 31 May 2019 
 
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements and Recommendations 
Two 
 
 
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 identify any 
inaccuracies, please do not hesitate to contact the Registration and Inspection Unit. 
 
Inspector: Mandy Quirk Date: 03/08/18 
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The provider must complete this page in respect of all the requirements made within the report. 
 
Requirements and Recommendations 
 
Standard 2.1 

 Additional storage solutions must be provided to eliminate the need for staff to store items 
in vacant bedrooms 

 Plans to improve the environment for the benefit of residents by transforming bedroom 
doors to look like external doors must be completed. 

 Consideration must be given to reviewing the internal layout of the home to provide a more 
conducive dementia friendly environment 

Timescale: 31 December 2019 
 
Standard 2.9 
The garden area of the home must be improved to make it more suited to the needs of the residents 
e.g. with a figure of eight pathway 
Timescale: 31 May 2019 
 
Standard 2.11 
Menus must be discussed within the SIG meetings 
Timescale: Immediate 
 
Standard 3.1 
All care documents must be fully completed, signed and dated 
Timescale: Immediate 
 
Standard 3.12 
Weekly equipment checks must be completed within identified timescales 
Timescale: Immediate 
 
Standard 3.25 
MAR sheets must be fully completed at all times 
Timescale: Immediate 
 
Standard 4.1 & 4.4 
Staff must be up to date with training in relation to: 

 Life support 
 First aid 
 Data protection 
 Dementia capable care (challenging behaviour) 
 Fire safety 
 Food safety 
 Infection control 

 Annual staff refresher training in adult protection must be completed in line with the 
training policy 

 Health and safety 
 Moving and Handling 

Timescale: 31 December 2018 
 
 

Part 5 - Provider’s action plan and response. 
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Standard 4.17 
Two thermostatic mixer valve checks must be completed each year 
Timescale: 30 September 2018 
 
Standard 6.3 
All staff files must contain information of pre-employment checks 
Timescale: Immediate 
 
Standard 6.23 
The rota must identify a shift lead 
Timescale: Met post inspection 
 
Standard 7.9 
The annual report must be amended to clearly identify the successes of the service and link the 
development plan to the outcomes of any quality assurance exercises and any audits referenced 
must be fully completed. 
Timescale: 31 March 2019 
 
 

Provider’s Action Plan 
Standard 2.1.  

 

 Scheduled clear up of 2 vacant bedrooms within the unit and the re-organisation of upstairs 

storage areas are underway. This will be a joint effort between the Day Centre and the Head 

Chef who uses the same communal storage area which is located in the building’s first floor.  

 Request for Thie Meanagh bedroom doors to be redesigned to look like external doors was 

lodged in June 2018 and we are currently awaiting release of funds as of 2.8.2018 

 The layout of the unit is fixed unless we need to reduce number of beds to create more space. 

This concern was raised with Service manager Lou Carey and will now be elevated to 

Operational Lead Jon Carey. 

  

Standard 2.9 

 I have sent a request for Estates to carry out an inspection of Thie Meanagh unit Garden in 

view of widening garden footpath. In 21 August 2018 lead person from Estates have already 

done an initial visit in view of a more thorough review in the next month. 

 

Standard 2.11 

 Menus have now been included as a standing item in the unit’s bi-monthly SIG meetings. If 

there are any urgent reviews needed with regards to food requirement these will then be 

addressed in the residents’ care review meetings held monthly. 

 

Standard 3.1 

 All care documents kept in file are expected to be fully completed, signed and dated. There are 

instance however when some documents are not signed or dated and this is when these 

documents needs to be discussed first with the residents’ next of kin. Examples of these will be 

Eligibility Assessments, Care Reviews and Risk Assessments. To ensure that we are in line with 
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standard 3.1 a bi-monthly audit of all care documents will now be plotted in the audit matrix 

and a responsible staff will be delegated to complete. 

 

Standard 3.12 

 In compliance weekly equipment checks are now plotted forward in the unit diary. Shift leader 

for the day will delegate a staff to carry out the check and will ensure that proper logs of these 

checks are kept. 

 

Standard 3.25 

 Gaps in MAR Sheet record was investigated immediately following inspection. The attention of 

all staff involved was called.  Staff in-charge of medication rounds wears a designated red 

tabard so they are not disturbed when handling medication. Incident reports for drug incidents 

are encouraged in order to identify possible training needs when it comes to medication. 

 

Standard 4.1 & 4.4 

 The training matrix will be reviewed for accuracy of dates. Currently, staff training needs are 

identified during their supervision meetings. Staff’s attendance to outstanding trainings is to be 

facilitated and reviewed in view of staffing levels and the needs of the residents. In terms of 

mandatory training, any staff member who have not completed their training due to sickness, 

maternity leave or any other long term leave will not be expected to have completed their 

mandatory training and will not therefore be included in the statistics. 

Standard 4.17 

 Two thermostatic mixer valves checks were conducted by Estates in August 2018 as per 

paperwork attached. 

Standard 6.3 

 The HR documentation that is required will only apply to members of staff who have been 

employed in recent years when it is expected that we will have copies of everything the 

standard requires. A list of what HR hold on every staff member will be compiled in compliance 

to this standard. 

Standard 6.23 

 Registered Nurses are designated to lead shifts in Thie Meanagh. The rota now identifies and 

highlights the shift leader with a blue asterisk. 

Standard 7.9 

 Annual Report has been amended to take on board recommendations of Inspector. 
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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 Meanagh 
 
I / we have read the inspection report for the unannounced inspection carried out on 16 & 18 
July 2018 at the establishment known as Thie Meanagh, 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.                                                                              ☒                             

 
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)       ☐ 

 
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.                
 
 
Signed 
Responsible Person Emanuelle Gamil 
Date    07/09/2018 
 
 
Signed         
Registered Manager  
Date          
 
 
 

Action plan/provider’s response noted and approved by Inspector:                     
Date:    10/09/18                  Signature/initials: MQ 


