
Isle of Man Mental Health Commission 
 

Unannounced Visit Report – Friday 1st March 2019 
 
The Mental Health Commission undertook an additional unannounced visit to Manannan 
Court on Friday 1st March 2019.   This visit was extra to our next announced visit on 2nd 
April and made as a result of the adverse publicity given to the unit in January and as a 
result of our previous unscheduled visit on the night of 19th January 2019, which had 
reinforced a number of the concerns expressed in the newspaper articles, and which had 
not really served to reassure the Commission. 
 
The scope of this visit was as follows: 
 
 To record the occupancy levels and levels of disturbance of the ward 
 To record staffing levels and skill mix 
 To obtain views from patients regarding their experience of being a patient, in 

particular their perception of staff attitude towards them and their sense of being 
‘cared for’ and whether they felt ‘safe.’ 

 To obtain information on staffing levels, staff mix, staff morale and explore issues 
relating to mandatory training, training days and the new shift pattern 

 To explore the situation regarding comments made about Consultants, ward rounds, 
risk management at our last unannounced visit in January and in the newspaper 
articles. 

 
In view of the fact that we will be making a full announced visit on 2nd April and this visit 
was in addition to our routine visits, we chose not to examine medication paperwork, 
section papers, SOAD paperwork, seclusion records and other statutory tasks.   These will 
be undertaken as previously planned in April 
 
The visit was undertaken by Mrs Anna Templer, Mr Colin Ring and led by Dr Richard 
Crellin, Chair of MHC. 
 
We spoke individually with three detained patients (each on section 3), one staff nurse, one 
HCA, the Unit Manager and the Consultant for the Acute Service (Adults of Working Age 
and Crisis Team).  We spoke informally to a group of staff in the office after their 
handover. We also spoke with a senior nurse about the new “ Datix” Incident Reporting 
system 
 
There were 22 in-patients of working age registered as being admitted to Harbour Unit, a 
14 bedded unit. This reflects an occupancy level of 157%.   14 patients were on the ward, 2 in 
the flexible beds, 1 sleeping on the Old Age ward (Glen Ward), 4 were on leave (with their 
beds in use by other patients) and 1 detained patient was receiving medical care in Nobles.  
Of the 22 registered in-patients, two were on Section 2, twelve on Section 3, one on Section 
5:2 and seven were undetained. 
 
At the time of our visit two patients were being nursed “within arm’s-length” and one was 
on 30 minute observations. 
 
The Older Adults Unit (Glen Ward) was much less busy with only seven old-age patients 
plus the 1 adult camping out from Harbour Unit (already included in figures in previous 
paragraph).  Five patients were on Section 3 and two were undetained .  There were four 



empty beds.   It was noted that at least 50% of the old age patients were identified as 
‘Ready for Discharge’, suggesting they were awaiting appropriate community placements. 

Interviews with patients 

In addition to enabling patients to raise whatever issues they wanted, we did make specific 
enquiries generated from information obtained at our previous visit of 19th January.  We 
were specifically asking patients as to whether they felt safe, whether they felt cared for 
and what they felt about staff’s attitude to them.  We also specifically asked about the 
ward rounds and how they experienced these and about the Activity Programme. 

Some patients interviewed, stated the ward was disturbed with a lot of noise and incidents.  
One stated they felt unsafe and on insufficiently close observation.  The patients 
complained that it was impossible to escape from the noise of doors being deliberately 
kicked and banged.  One patient was confined to their room for 72 hours but complained 
they were next door to a patient deliberately banging their door continuously from which 
they were allowed no respite.   Only one patient complained of the staff’s attitude to them, 
feeling that they were treated differently to other patients.  They felt they were being 
‘ignored’ deliberately and then treated more aggressively if restraint was required 
(suggesting somehow that it was punitive rather than an appropriate action).  Interestingly 
this was also commented on by two fellow patients who had witnessed it.  Patients 
complained it was difficult to find staff to talk to because their attention was distracted 
towards noisy and difficult patients. They also stated staff could not be found to talk to at 
night.  No patients complained that they were verbally abused or judged by staff (see last 
visit report) and their attitude was ‘O.K.’   Some patients complained there was ‘not 
enough to do’ and that if there were incidents, activities were cancelled.  Activities were 
seen as ‘low level arts and crafts.’ 

Information sharing and ward rounds were generally held in a negative light. One patient 
complained he did not know who their named nurse was.  Patients complained that 
Doctors took calls on their mobiles during interviews in ward rounds.  One worrying 
incident regarding patient confidentiality was mentioned concerning a letter about a 
patient being dropped in a communal area which was passed around the patient group. It 
was thought that the patient affected was not aware of this breach.  Some patients 
complained about the quality of the food.  The food was often puréed and inedible. We 
visited the kitchen in the run up to lunch and were disappointed at how unappetizing the 
food appeared.  A patient alleged that there is a problem with substances and that 
patients smoke ‘joints’ on the ward.  

Interviews with staff 

An interview with a small staff group in the office confirmed that there is a clear 
mandatory training requirement and also that there is annual training.   Last year there 
was a one day training event on ‘Safe Wards’.   Staff reported that the staff numbers on 
duty at any one time is seven and this is usually managed but there is no limit to the 
number of HCA’s on a shift meaning that the skills mix is not always ideal.   On the day of 
the visit there were four HCA’s and three nurses on duty.  Issues relating to the new rota/
shift pattern were that feedback forms had been circulated, but no formal results 
published.  The new shift pattern is now no longer a trial but permanent. We were 
informed that staff were conducting their own survey and had a meeting with a Union 
representative the following week. 



We interviewed one trained member of staff and one HCA.   The interview with the nurse 
revealed that staff did not feel safe because of the mix of skills and that the number of 
patients on high level observations often reduced the availability of staff to deal with 
incidents when they occur.  They reported there are high levels of observations (2-3 at any 
one time).   The staff member did not feel the observation levels were always necessary as 
the units design itself reduced risk. The staff member was asked specifically about their 
view of the ‘whistleblowing’ newspaper article and stated that the reference to patients 
learning to behave in certain ways before the ward rounds to ensure they are not 
discharged was accurate and that there were three or four patients ‘who should not be 
here’.   The nurse also acknowledged there was a problem with substances. 

The interview with the HCA confirmed the busyness of the ward and the number of 
patients on very close observations, confirming that this reduced the number of available 
staff to deal with other issues.   She felt the whole situation related to there not being 
enough beds.   She felt she was safe at work and felt supported by her colleagues. She felt 
good training was available. She felt the current shift pattern was acceptable.  When 
asked directly about the newspaper article she said she felt it was ‘dripping with bitterness’ 
and had been leaked by someone who had probably been on the unit ‘for a long time’. 

Following the adverse publicity, the Chair of the Commission met with senior medical staff 
to discuss the issues it raised.  Senior medical staff were not dismissive of these issues and 
had attempted to make changes that might improve the perceptions staff held.   

Interview with Unit Manager 

The Chair of the Commission met with the Unit Manager, to explore some of the critical 
and more personal comments made in the whistleblowing articles and at our unannounced 
visit of 19th January concerning senior management, senior medical staff and risk 
management. 

The Chair of the Commission was advised that since the adverse publicity an extra ward 
round had been introduced which allowed for a nurse to ‘chair’ patient meetings. 

Incident Reporting 

Since mid-December, incidents have been reported directly on-line via Datix.  The number 
reported has increased dramatically from a baseline of around 40 to in excess of 100 per 
month since this change.  It is not clear whether this is due to increased awareness of the 
need to report following training associated with the new system, an increased ease of 
reporting as a result of the new system, or due to a real increase in incidents.  What was  
clear was that the criteria for what constituted an ‘incident’ needed to be reset as the sheer 
volume of incidents at present that need to be reviewed in real time, negates the value of 
the Datix system as an identifier of the need to modify risk management plans etc.  The 
data is being analysed a week in arrears by which time suggestions for change in risk 
management are out of date. 



Summary 

The ward is chronically over occupied.  It is staffed for a level of 14 -16 patients where some 
of the patients should be coming up for discharge, going on trial leave etc.  The 
understandable use of leave beds to accommodate new admissions means that every bed 
has an acutely ill patient in it and that a high proportion of patients present on the unit are 
likely to be on high levels of observation.  The observation levels required mean that 
nursing staff have to be taken away from from other patient-centred tasks perhaps 
increasing levels of ‘inappropriate’ behaviour in patients who are having difficulty in 
getting their needs met by more appropriate routes.  

Morale amongst nursing staff is low.  We still do not have any accurate sickness levels but 
understand that shift numbers are just about maintained but that the skill mix may be 
compromised with more HCA’s than trained staff per shift.  There are certain tasks that can 
only be done by trained staff (medication , ward rounds etc.) making the HCA’s the 
dominant care-giving presence on the ward and thus a powerful force in the therapeutic 
ethos of the ward.  This group of staff are very experienced but may have less 
understanding of diagnosis and management and see the patients in terms of a series of 
behavioural challenges. A member of staff expressed that they believed that the HCAs 
were ‘too powerful’. 

Given the sheer numbers being nursed, the chronic timescale that this has been going on for 
and the complex natures of the case mix, the interviews with the patients and the staff 
members were surprisingly positive.  No indications were given by patients of judgmental 
and unpleasant comments by staff suggestive of ‘burn out’ (see report for 19th January). 
The overall complaints were of excessive activity, noise, and staff being too busy to give 
time to the less disturbed patients. 

Having explored the complaints about Senior Medical staff, ward rounds and risk 
management style, we felt that practice seemed reflective and that attempts had been 
made to try and understand the issues and change what could be changed.  There was 
little direct criticism today of Senior Medical staff in contrast to the newspaper articles and 
the night visit of 19th January.  Morale did seem marginally better but there is no doubt 
that the chronic over occupancy is making the jobs of people working on the unit 
chronically stressful and the unit is not an ideal therapeutic environment for patients.  It 
would not take much if one or two events were to coincide to cause a significant adverse 
event. 

We are aware that an external review is being carried out by Dr Tommy Dickinson from 
the U.K in mid-April and we hope to have input into that review.  We will also be 
undertaking a full Announced Visit on 2nd April. 

Chair, Isle of Man Mental Health Commission 




