
ISLE OF MAN MENTAL HEALTH COMMISSION 

UNANNOUNCED VISIT REPORT 

Report of the Isle of Man Mental Health Commission (MHC) unannounced visit to Manannan Court 
held on Tuesday 16th October 2018. 

Present: Dr. R. Crellin (Chairman), Mr .F. Pattison, Mr .C. Ring, Mrs .A. Templer, 

Absent: Dr .P. Vandenabeele, Mr .I. Buxton & Mr .L. O’Mahoney 

The Commission made an unannounced visit to the in-patient wards at Manannan Court on 
Tuesday 16th October 2018.  The visit was made by Dr. Richard Crellin (Chair), Mr Frank Pattison 
(vice-Chair), Colin Ring (Lay Member) and Mrs Anna Templer (Lay Member).  Informal feedback 
was given at the end of the visit to Jane Taylor (Acting Operational Acute Service Manager) 
and Dr. Marina Hudson (In-patient Consultant for Adults). 

We noted that the Harbour Unit (adults of working age) was fully occupied with 9 of the patients 
being detained under the Mental Health Act (8 patients were present on the ward and 1 on 
extended Section 17 leave).  Glen Unit (older adults) had nine of its fourteen beds occupied, with 
only three detained patients and three of the nine patients were on trial leave, meaning that there 
were only six patients actually present on the ward. 

The presence of available beds on Glen Unit was in marked contrast to the last visit when the ward 
was full and moreover almost all of the patients had been detained.  At the last visit concern had 
been expressed by Hospital Managers to the Commission about the number of detained older adult 
patients whose detention had been extended due to a lack of suitable discharge arrangements and 
the degree of ‘bed-blocking.’  It was heartening to see only three patients on Glen Unit whose 
length of stay was 6 months or more (two patients with a length of stay of 6 months and one with 
a length of stay of 18 months).  The Commission will monitor this at subsequent visits as it is an 
indicator of suitable community provision for this group of patients. 

The Commission met with three of the eight detained patients on Harbour Ward (and also with 
some of the informal patients).  We were particularly interested to explore the issues relating to the 
previous ‘blanket policy’ of closing bedrooms off during the day so patients were obliged to be in 
the day areas and likewise preventing access to living areas at night.  Whilst the Commission 
understood the rationale behind this, it had been a cause for concern for reasons outlined in 
previous reports.  We were very pleased to hear that access to bedrooms was now flexible and 
decided on a ‘needs’ basis and similarly access at night to the lounges.  No patients interviewed 
expressed any problem with these arrangements.  One patient did express the concern that staff 
were not always on hand at night in the bedroom corridor if they were distressed and this had also 
been expressed at a previous visit by a patient who subsequently was found unconscious on the 
unit and was transferred to Nobles hospital, where they died (investigation pending). 

We were particularly interested to find out how the activities programme has developed and how 
it is perceived by the patients.  Staff informed us that there is now a dedicated Activities Co-



ordinator appointed and who is not included in the staffing shift numbers (since July 2018).  This is 
greatly welcomed but we appreciate that this is fragile and arrangements will be easily disrupted 
by annual leave, sickness leave etc.  We understand from staff that there is an increasing liaison 
with community main stream facilities such as football, gym and personal trainers, which can form 
a bridge to these activities post-discharge and which allow the patients time off the unit during 
their stay.  Staff also reported that there is an effort made to try and introduce ad-hoc activities at 
the weekends and evenings such as ‘pub quizzes.’  Patients were slightly less positive, feeling that 
some of the relaxation was repetitive and some finding the relevance of the DBT skills group 
difficult to appreciate (these DBT skills groups are open to patients not on the full DBT 
programme).  A number of patients recognised that various activities were available whilst 
acknowledging they did not participate in them.

A significant number of staff members were interviewed and were, on the whole, very positive 
about the morale at the unit.  A number were very positive about the Unit Manager, Jane Taylor.  
Staffing levels were felt by staff to be safe.  Some problems exist about the new shift patterns and 
how these impacted on staff personally.  We understand that these concerns are acknowledged by 
the Unit Manager and she hopes to address these.  We understand that there was a particularly 
difficult period on the ward in August with high levels of substances and verbal and physical 
aggression to staff (this had been noted by the Commission in the Incident Report for August) and 
staff interviewed at our visit expressed concern that they were not always listened to by medical 
staff concerning these patients.  This was discussed at the informal feedback and we were reassured 
that these concerns were heard but could not always be addressed in the way some staff members 
wanted, for clinical reasons (e.g co-morbid psychosis).   

All the MHA paperwork for the detained patients on both wards was examined.  One set of 
admission papers was not on RiO despite the paperwork being more than two weeks old.  Another 
set from three days prior to the visit was (understandably) awaiting uploading.  Only one patient 
required a Form 46/47 and this was in order.  Section 17 leave paperwork was not examined on this 
visit, but ward-rounds relating to planning and then reviewing Section 17 leave were reviewed and 
showed evidence of good practice. 

There was good documentation on RiO of patients having been given their ‘rights’ under the 
Mental Health Act and good evidence of the patients’ capacity as to whether they understood their 
detention and their rights of appeal.  There was only one patient record where this was not 
documented and this was the same patient whose papers had not been uploaded for over two 
weeks.  Generally ‘capacity’ was well and meaningfully recorded in the notes at ward rounds.  

It would be helpful if any particularly significant ward rounds or meetings where ‘best interests’ 
were addressed could be identified by some means, particularly for older patients where length of 
stay is longer and where these meetings are more important for future care. 

Only one period of seclusion had taken place since our last visit but this had been lengthy (72 
hours).  It was well documented and met all the requirements of your seclusion policy (except for 
missing signatures on some entries).  The Seclusion Audit Tool attached to the Policy had been fully 
completed.  The incident records were examined and found to be well documented.  A small 
number of the incident reports viewed had not been fully signed off. 

One concern we have relates to the repatriation of patients from OATs placements.  We note that 
the last two returns to the Island resulted in almost immediate readmissions and could really only 
be classed as ‘failed integrations.’  We feel that this process needs examination and changes made 
at both ends to enhance the transfer arrangements.   



Overall, this was a very positive visit.  Staff morale appears good and patients were on the whole 
positive.  Note keeping was good and RiO was being well used.  We feel the activities programme 
remains vulnerable and it remains a perennial problem as to how to engage patients in activities 
that they don’t perceive as relevant.  We were heartened by the decrease in length of stay for older 
patients and the availability of older adult beds.  We would like to monitor the outcome for 
detained patients returning to the Island from Out of Area placements. 
 
 
 
Dr. Richard Crellin, Chair, Mental Health Commission 
 


