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Part 1 - Service Information for non-Registered Service 

 
Name of Service:                                                             Tel No:   (01624)   656090 
Griffindale 
 
Address:                                                              
Brunswick Road 
Douglas 
Isle of Man 
IM2 3LG 
 
Email Address:   
Hilary.Coulthard@gov.im 
 
Name of Manager: 
Hilary Coulthard – Senior Residential Support Worker (SRSW) 
 
Date of any additional regulatory action in the last inspection year (i.e. improvement 
measures or additional monitoring): 
None 
 
Date of previous inspection: 
27 March 2018 
 
Number of individuals using or attending the service at the time of the inspection:  
Eight (8) 

 
Person in charge at the time of the inspection:  
Hilary Coulthard 
 
Name of Inspector(s): 
Sharon Kaighin 
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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 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 

Met 

2 7.6 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 

Met 

3 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 

Not met 

4 4.4 & 6.14 All staff members must complete regular 
adult protection refresher training. 
Timescale: 31 July 2017 
Carried forward March 2018 

Not met 

5 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: 

No 
changes 
made 
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 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. 

 

6 4.16 PAT testing must be conducted in line with 
the service policy. 
Timescale: 31 July 2018 

Met 

7 4.17 Water temperatures for showers must not 
exceed forty one degrees. 
Timescale: With immediate effect 

Met 

8 4.7 Records must evidence that deprivation of 
liberty issues have been considered and 
discussed in a multi-disciplinary forum. 
Timescale: 31 July 2018 

Not met 

9 6.8 All staff members must have four 
supervision sessions per year 
Timescale: With immediate effect 

Met 

10 6.9 All staff must be up to date with 
mandatory training courses. 
Timescale: 31 July 2018 

Not met 

11 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 

Not met 

 
 

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: 
People in the home had their own individual routines. Clear information was included in support 
plans, together with daily planners which were displayed in the home. Feedback to the inspector 
from residents was that they were involved in various activities throughout the day.  These were 
all recorded in care plans, with individual getting up and going to bed times discussed and 
confirmed by staff. Clear information regarding bathing and personal care with support required 
and risks identified was in place in records. 
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Menus were in place, and these had all been devised together with service users who were offered 
meal choices during the inspection. Anecdotal feedback from a family member confirmed that 
mealtimes were flexible as each individual required. Meal preferences were documented, and daily 
recording evidenced if any alternative foods were chosen.  Individuals had been involved with 
weekly shopping as part of their activities.  Drinks and snacks were freely available on inspection; 
however, a specific plan is required to be in place which meets all residents’ needs in accessing the 
kitchen according to assessed need. 
 
Activities were fully recorded for each individual.  All residents were involved in a varied 
programme throughout the week; during the inspection the inspector talked with residents who 
confirmed they were all content with their routines. 
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements and Recommendations 
One requirement 
 

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: Substantially compliant 
 
Reasons for our decision: 
Every person living at the care home had their own individual personal plan of care. Clear skills, 
needs and risk assessments were in place.  These assessments highlighted various and specific 
needs.  On inspection these needs had been highlighted in care plans and support required had 
been addressed. Some documentation regarding Personal Emergency Evacuation Plans (PEEP) was 
not clear; also dates were inconsistent for review. Nutritional needs formed part of the needs 
assessments, with reference to individual needs. National guidelines, together with recommended 
portion guides, were in place. Clear involvement of the individual and family where possible was 
documented. Review dates were not all in date on the paperwork examined.   
 
Medical conditions and the support required were all appropriately recorded. Individual 
circumstances were discussed and clear plans were in place which confirmed appropriate 
responses.  Visits to health professionals had taken place, and whilst on inspection an individual 
was appropriately supported to visit and receive treatment. Evidence was seen and discussed of 
best interests’ decisions being taken following consultation with appropriate professionals.   
 
Social, cultural and emotional well-being was included in personal plans, with general goals 
identified.  However, there were no specific timescales set. Cultural needs had been considered, 
and personal anniversaries observed.  Clear information was in place on file regarding specific 
communication needs. Residents in the home had a range of communication needs.  These were 
fully documented and individuals were responded to appropriately on the inspection.  
 
Challenging behaviours were identified in care plans.  “Trigger” points were clear for each 
individual in the home.  Strategies on dealing with behaviour that challenges the service were fully 
documented. Staff confirmed to the inspector that any issues would be recorded as appropriate. 
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Leisure activities were recorded; these were clearly encouraged by staff on inspection. Family 
involvement was evident on inspection, who were extremely positive about the care received. 
 
End of life wishes were stated to have been discussed as appropriate; however this was not 
documented and unable to be evidenced.  Personal plans of care were stated as having been 
reviewed; however this required clarity on files to ensure compliance.  Appropriate health checks 
had been undertaken in line with assessed need.  Advocacy services were available and were seen 
to have been utilised with residents as appropriate. Risk assessments were in place on file and had 
been appropriately reviewed. 
 
Mental capacity assessments had been undertaken and there was evidence that best interests 
meetings had taken place appropriately in respect of residents in a number of areas of decision 
making. Residents were assessed as to whether they possessed capacity to handle their own 
finances.  Records were kept which evidenced this. Best interests decisions were discussed and 
recorded; this was seen and evidenced on inspection. 
 
Medication was reviewed annually for all individuals. Risk assessments in place evidenced 
consideration of capacity to administer their own medication.  Medication administration sheets 
were seen to have been completed appropriately. Medication administration training was all in 
date, with annual staff competency evidenced. 
 
First aid training had been completed by all staff and was in date.  First aid boxes were seen to be 
stocked with appropriate expiry dates. 
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements and Recommendations 
Four requirements 
 
 

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. 
4.1, 4.2, 4.3, 4.4, 4.8, 4.9, 4.10, 4.16, 4.17 

 
Our Decision: Substantially compliant 
 
Reasons for our decision: 
Environmental risk assessments were in place, and covered various areas. 
 
The complaints procedure was required to be updated with relevant contact details. 
 
The fire risk assessment was dated March 2018.  The fire safety policy was in place, but this 
referred to another home.  The six monthly fire door maintenance checklist was in place; this was 
dated but not signed. Weekly fire alarm testing had taken place, the last date being 4/9/18.  
Emergency lighting checks had been done monthly, the last dated 5/9/18.  Fire drills had been 
carried out appropriately, the last being 18/6/18. The monthly fire extinguisher and fire blanket 
inspection was done 9/18.  The electrical installations report was in place dated 7/11/16.  
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Legionella testing had been done 26/6/18, and thermostatic mixer valve checks completed 
26/4/18. Boiler maintenance inspection had been done 17/11/17 
. 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements and Recommendations 
One requirement 
 
 

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, 6.20, 6.21, 6.22, 6.23 

 
Our Decision: Substantially compliant 
 
Reasons for our decision: 
All staff at the home were recruited prior to the Regulation of Care Act 2013 coming into force.   
Log sheets were all in place which stated this. However, evidence is required that original 
documentation has been seen by the Office of human resources department or an explanation 
provided.  Disclosure and Barring Service checks were not in date; three yearly checks are 
required to be implemented by 2020. 
 
Staffing levels had been set according to dependency levels of residents; feedback from residents 
and families confirmed that there was sufficient staff on duty to meet assessed need. 
 
Evidence Source:  
One requirement 
 

Observation  Records  Feedback  Discussion  

 
Requirements and Recommendations 
One requirement 
 
 

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: Compliant 
 
Reasons for our decision: 
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An annual report was in place and this covered achievements of the service for the previous year. 
Future plans and improvements to be put in place were included, as well as actions taken in 
response to service user suggestions. Various audits had been undertaken.  Concerns that were 
raised had been addressed in documented actions. 
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements and Recommendations 
None 
 
 

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. 

 
During the last inspection requirements were made that have not been met and will now be 
carried over as requirements at the end of this report. 
 
Evidence Source:  
 

Observation  Records  Feedback  Discussion  

 
Requirements and Recommendations 
Five requirements 
 
 
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: Sharon Kaighin Date: 2 October 2018 
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The provider must complete this page in respect of all the requirements made within the report. 
 
Requirements from this inspection 
 
Standard 2.14 
Drinks and snacks are available at all times through the day and night. 
Timescale: Immediate 
 
Standard 3.6 
The plan sets out personal goals and aims and details the support required to meet those personal 
aims.  Timeframes are set, and measured against the review processes. 
Timescale: Immediate 
 
Standard 3.13 
The care plan includes a Personal Emergency Evacuation Plan (PEEP) which identifies the level of 
support the person requires to evacuate the building in the case of an emergency. 
Timescale: Immediate  
 
Standard 3.14 
Every effort is made to ascertain people’s wishes as they approach the end of their life and where 
these are ascertained they are recorded in their plan. 
Timescale: Immediate 
 
Standard 3.16 
The personal plan of care is reviewed as required (for example; when a change of need occurs or 
a new health issue arises),but in any event at least every six months at which time a new 
assessment of needs forms part of the review process. 
Timescale: Immediate 
 
Standard 4.8 
The home’s complaints procedure is written in plain language, displayed at the service and is 
accessible to all people. 
Timescale: Immediate  
This requirement was met post inspection 
Met 
 
Requirements and Recommendations 
 
Other areas identified during this inspection 
 
Standard 1.1 
The registered person makes available written information (guide/brochure/handbook/statement 
of purpose) that details the ethos, facilities and services available at the home.  The information 
should be accurate at all times and accessible to all people. 
Timescale: Immediate 
This requirement was met post inspection 
Met 
 
Standard 7.11 
Paperwork, records and documents are maintained in good order, are legible and kept up to date. 

Part 5 - Provider’s action plan and response. 
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Timescale: Immediate 
 
Previous requirements which have not been met 
 
Standard 4.4  and 6.14 
All staff members must complete regular adult protection refresher training. 
Timescale: 31 July 2017 
Not met 
Carried forward March 2018 
Not met 
Timescale: Immediate 
 
Standard 4.7 
Records must evidence that deprivation of liberty issues have been considered and discussed in a 
multi-disciplinary forum. 
Timescale: 31 July 2018 
Not met 
Timescale: Immediate 
 
Standard 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. (With 
regard to the relevant Disclosure and Barring Scheme check (DBS) this is be implemented by 
2020). 
Timescale: 31 July 2018 
Not met 
Timescale: Immediate 
 
Standard 6.9 
All staff must be up to date with mandatory training courses. 
Timescale: 31 July 2018 
Not met 
Timescale: Immediate 
 
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 
Not met 
Carried forward March 2018 
Not met 
Timescale: Immediate 
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Provider’s Action Plan 
Standard 2.14- Snacks and drinks are made available throughout the day but the kitchen is kept 
locked when staff aren’t present in accordance with the restrictive practice audit and 
accompanying risk assessments.  
S/U do have access to water at all times in their en suite bathrooms, and overnight access to food 
and other drinks would be accommodated by the sleep in.                                MET 
 
Standard 3.6-PCPs have been booked for S/U in November. All goals and aims will be timeframed from 
 this meeting henceforth.  END OF NOVEMBER 
 
Standard 3.13- PEEPS are now in place for all S/U.These are held within S/U personal files and also in  
Fire file. Date for review of these is diarised.  MET 
 
Standard 3.14- End of life wishes will be discussed with families at upcoming PCPs. Request will be 
 made to have written confirmation of family requirements held on personal files. END OF DECEMBER 
 
Standard 3.16-All personal files are currently being reviewed. This will be completed by the end of  
November. 
 This will be documented through supervision and also Team meeting on 16th October. END OF  
NOVEMBER 
 
Standard 7.11-Please see 3.16 
 
Standard 4.4 and 6.14- All regular staff currently in work are up to date with their training. The 
relief staff member in question will be given time to complete any outstanding training at the 
earliest opportunity. The management of relief staff and the oversight of their training 
requirements is currently under review.  
 
Standard 4.7- Restrictive practice decisions are reflected in the audit tool, and justified in terms of 
the individual skill, need and risk assessments of the residents. Where restrictions apply more 
generally consideration is given to mitigation and the least rest restrictive option. Where decisions 
are longer standing they are reviewed regularly, and will be discussed with the staff team and/or 
family at the very least. New decisions taken which could constitute a deprivation of liberty will be 
arrived at following the involvement of all appropriate stakeholders. A staff meeting to ensure that 
current restrictive practices are reviewed will be arranged by the end of November 2018. 
 
Standard 6.3- (Ongoing) Standard 6.3- Where information required is not held on file this is 
because the staff in question were recruited prior to the requirement being in place; all staff at 
Griffindale were recruited prior to the Regulation of Care act 2013.  
 
Standard 6.9-Please see standard 4.4/6.14. All outstanding training will be completed ASAP. END 
OF NOVEMBER 
 
Standard 7.3 - All policies that can be updated have now been updated. The mandatory training 
policy is awaiting sign off from the director. There are a number of policies that will be updated 
externally, but in the interim a new front cover explaining this will be put in place.  
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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:   
 
I / we have read the inspection report for the unannounced inspection carried out on 12 
September 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.                                                                              ☒                             

 
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 Hilary Coulthard 
Date    25/10/18 
 
 
Signed   Dale Lowey 
Registered Manager  
Date    26/10/18 
 
 
 

Action plan/provider’s response noted and approved by Inspector:                     
Date:     5/11/18                 Signature/initials:     Sharon Kaighin 


