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UNANNOUNCED VISIT REPORT 
 
 

Report of the Isle of Man Mental Health Commission (MHC) unannounced visit to 
Manannan Court held on Saturday 19th January 2019. 
 
 
 
Present: Mr .I. Buxton & Mr .L. O’Mahoney 
 
 
 
An interim unannounced visit to Mannannan Court took place between 1a.m. and 
4.50a.m.  Although this inspection had been planned a week or so earlier, it fortuitously 
coincided with the publication of 2 “whistleblowing”articles which reported concerns about 
the safety of the unit, staff shortages/ sickness and low staff morale. We note that these 
reports were in marked contrast to our own observations and report based on our previous 
visit of 16th October 2018. 
 
Our observations confirmed that bed occupancy was indeed excessive with 22 Adults of 
Working Age technically being cared fora 14 bedded unit; 2 sleeping out on the Older 
Adult Ward, 2 in the “swing area” 2 on leave and 2 in Nobles, awaiting return. 
 
All nursing and HCA staff on duty were spoken with and 1 patient at some length 
 
 
Staff reported: 

• The ward had been overcapacity for several months but metrics did not display this 
as it comes up as 99% occupancy rather than 140% 

• On Thursday 17th January, the evening shift was referred to as “dangerous” with 
three “eyesight” observations, two 30 minute observations and three admissions 
(including a sec 132).   Two day shift staff stayed on until midnight (thus having 
worked from 7.a.m. to midnight). 

• Staff reported that the skill mix on shifts were “frequently” such that there were not 
enough trained staff to operate a PMVA team 

• Staff alleged that HCAs drew up the rotas and off duties.   The question arises as to 
whether they are adequately knowledgeable about staff skills and training? 

• Staff reported low morale and in excess of 400 hours of staff sickness in the month 
of November  

• Staff reported the new shift pattern had been implemented despite it in theory only 
being a ”trial”. They said it was not operating well but this may be due to sickness 
disrupting the planning 

• Staff complained that senior management were not present enough on the wards 
and that management/team meetings were not happening or were cancelled  

• Some staff made statements that need to be carefully assessed as these statements 
are in themselves subjective opinions and their own judgements .i.e. that zero 
tolerance to abuse policy is not being operated;  that patients “act up“ before ward 



rounds to avoid discharge and this is usually successful; that patients with BPD stay 
too long on the unit; that the ward has become a P.D. Unit to the detriment of 
other patients on the ward 

 
 
The one patient we saw told us the following: 
 

• staff appear very stretched. Some are very supportive. Others, are not.  Patient 
reported that had been told by a staff member that should ‘go and get a job’ and 
that they were being ‘fed and watered by our taxes;’ a staff member expressed 
similar sentiments during the visit in our hearing. The patient reported that some 
patients draw all the attention leaving others unsupported. 

• Patient reported needles had been found on the unit the previous week and 
reported that Subutex was being smuggled onto the ward 

• Patient reported deterioration in food and withdrawal of puddings from the menu 
(hot desserts and ice cream) 

 
 
In summary, objectively, the situation on the ward was very different to three months 
earlier and clearly has been for some weeks.   Staff morale appeared low and it would 
appear from some comments reported by patients that some staff may be “burned out”. 
Some staff appear not to see it as their role to care for P.Ds, which is very outdated as most 
acute units now have a high proportion of this group of patients, given the advances in 
medication and home treatment services allowing effective treatment of psychosis and 
depression in the community.  Nevertheless, it is very unsatisfactory to have such prolonged 
periods of high occupancy, also with simultaneously high levels of disturbance. 
 
It is of concern that there appears to be a gap between staff on the ward and 
management and that either the ward staff’s concerns have not been directly expressed to 
management or have been expressed and not heard.  Public whistleblowing should be a 
last resort. It would appear that something needs to be done to empower staff who are 
dissatisfied, to bring their concerns to managers through constructive channels in the 
confidence they will be heard rather than through potentially destructive routes. This is an 
urgent challenge for the management team as the current situation is potentially corrosive. 
There appears to be a lack of respect amongst some nursing staff for Consultants decision 
making and visibility on the ward.  This has been heard by the Commission but our 
professional experience tells us that issues relating to risk management, diagnosis, dual 
diagnosis, job planning and time management, are far from straightforward. 
 


