
 
 

 
The Isle of Man Mental Health Commission (MHC) undertook an announced visit to the 

Mental Health Services (MHS) unit at Manannan Court on Tuesday 2nd April 2019.  This visit 
was undertaken by the following members: 

 

 
Dr. Richard Crellin (Chair and Off-Island Professional Member) 
 

Mrs Anna Templer  (Lay Member) 
 

Mr Frank Pattison  (Vice-Chair and Lay Member) 
 

Mr Lorcan O’Mahony  (Lay Member) 
 

Mr Colin Ring  (Lay Member) 
 
 
Visit Summary 
 
This was the 3rd visit to have taken place this year.   It took place in the context of two 
recent previous visits where the wards had been significantly over occupied, disturbed with 
high levels of observations and morale had appeared low. There had also been a number of 
concerns expressed, both confidentially and in the public domain about the wards. 
 
 
Report Sections 
 
The report is set out in the following sections: 
 
1. Occupancy 
2. General environment within the Unit 
3. Treatment and Medical Records 
4. Review of Mental Health Act Documentation and Capacity 
5. Patient Interviews 

a. Harbour Ward 
b. Glen Ward 

6. Staff Interviews 
7. Complaints 
8. Incident Reports 
9. Use of Seclusion 
10. Patients held off-Island 
11. Summary 



1. Occupancy 
 
At this visit, Harbour Ward was again very busy. Twenty-five patients were documented as 
being in-patients. Fourteen were sleeping on Harbour Ward, two in the ‘swing area,’ two 
sleeping on Glen Ward and seven were on leave. 
 

Of the twenty-five patients, twelve were voluntary, informal patients and thirteen were 
detained under the Mental Health Act (MHA); twelve patients were on a Section 3 and one 
on a Section 2. 
 

Nursing levels on Harbour appeared good with eleven designated staff on the morning shift, 
eight on the afternoon shift and six on the night shift. 
 

Glen ward in contrast had only eight Older Adult patients (it also had two sleeping out from 
Harbour included in the previous paragraph). Seven were detained under the MHA, six 
under Section 3 and one under Section 2.  One patient was an informal voluntary patient. 
 

Six of the Older Adult patients had been on the ward for three months or less, one for a year 
and one for two years.   The latter had failed a number of community placements. These 
figures suggest good throughput and would seem to indicate no significant difficulties in 
finding community placements where necessary. 
 

Nursing levels on Glen Ward also appeared acceptable.  There were five staff members on 
the morning shift, four on the afternoon shift and three on nights.  In addition, there was a 
Ward Manager on duty.  Two activity co-ordinators were allocated to the Ward but were 
not on shift on the day of the visit. 
 
 
2. General environment within the Unit 
 
The ward environment on Harbour Ward was busy but calm. It was noticeably less noisy and 
disturbed than at the last visit.  Only one patient was on close levels of observation. Patients 
appeared to be actively engaged in games, talking to staff, watching TV, or at the DBT skills 
group. We welcome the fact that patients can now watch TV during the day and that they 
appear to be able to move more easily around the ward and access their rooms if necessary. 
Patients still complain that the activities programme is limited and inadequate; this is 
referred to again during the patient interviews, section 5. 
 
The environment on Glen ward was quiet with good levels of nursing interaction with 
patients.  The atmosphere on the ward was noted as being calm.  It was also noted that the 
ward was clean and tidy.   
 
 
3. Treatment and Medical Records 
 
The RiO notes that were randomly reviewed appeared good.  There was no evidence of 
judgemental language and entries were objective and factual.  Ward Round documentation 
was good.  Documentation of Risk prior to leave was well documented. 
 



 
It would help if ‘Best Interests Meetings’ could be more clearly documented and identified 
for those patients who lack capacity, so it can easily be ascertained who was present, what 
support patients and relatives had at those meetings and who was involved in the decisions. 
Likewise, formal assessments of Capacity could be more clearly highlighted (although we 
appreciate that Capacity is not fixed); often the only formal recording of Capacity comes 
when the 3 month rule for medication is approaching.  
 
 
4. Review of Mental Health Act Documentation and Capacity 
 
All the detention papers for the detained patients on both wards were examined on RiO 
except for three which were not yet uploaded onto the system. This in itself was not 
unreasonable as only one working day had elapsed between these Sections being 
completed and the visit taking place.  One set of papers had only been scanned on one side 
so were incomplete. It was not possible to view the originals of those not uploaded because 
of time constraints.  All the papers which were examined were in good order and well 
completed except in one case where the two medical recommendations did not match, 
which they should, in order to show a consensus had been reached. 
 
There has been a definite improvement in the recording on RiO as to whether patients have 
been given their ‘Rights’ under the Mental Health Act.  However, this still remains patchy. In 
five cases the space for this on RiO remained blank and in two it was very minimally 
completed.  As a right to appeal, if detained, is a human right, the Commission would like to 
see three points covered in the section on RiO where it records whether patients have been 
given their Rights under the Act.  
 
These are: 
 
Firstly, whether the patient has been given their rights;  
 

Secondly, whether they understood them; & 
 

Thirdly, whether they understand that they can appeal and whether they know how to.  
 
This may seem unrealistic if the patient is very ill and disturbed, but this part of RiO should 
be revisited at a later date and completed once the patient is more settled.  Otherwise, 
these points get lost in the general ‘progress notes’. This should be included in any training 
package and should probably be the responsibility of the named nurse. 
 
A random inspection of section 17 forms for leave off the ward were clearly completed. 
Specified conditions of periods of time off the ward (and more extended periods of home 
leave) were clearly stated. 
 
 
 
 
 



5. Patient Interviews 
 

a. Harbour Ward 
 

Five patients were interviewed on Harbour Ward.  Three of these were detained 
patients and two were informal.  Issues raised by patients included the following: 

 
 One patient claimed she had been told by a nurse not to bother appealing as it would be 

unsuccessful and that she could be resectioned anyway if she tried to leave.  Another 
patient was unable to secure legal representation over a nine day period in order to 
appeal against being sent off-Island on her Section.  Another patient complained of a 
delay between submitting her appeal paperwork and finding out if her appeal had been 
submitted (due perhaps to the MHA administrator being part time) 

 
 One patient claimed they had to wait ten days to get a bed.   Another patient had had to 

move rooms nine times because of the need to juggle beds.  A patient sleeping out on 
Glen Ward had had to put a lot of their property into storage on Harbour Ward and were 
unable to access it.  All of these problems appear to relate to the high occupancy levels. 

 
 Several patients stated they did not know who their ‘named nurse’ was.  Several 

patients also stated they had not had many 1:1s and one patient claimed they had only 
had one 1:1 in sixteen weeks. 

 
 One patient on eyesight observations stated that there had been problems in seeing her 

children because the signal for personal alert alarms does not extend to the family room 
and as such there is no alarm available.  The patient claimed to have been told that the 
children could not see her on the ward as it was not an appropriate environment.  Could 
the signal be extended to cover the family room and/or a separate alarm be in order to 
alleviate this difficulty? 

 
 One patient complained that night nurses were in-attentive to their needs and that 

there were sometimes three or four staff in the satellite office at night but none would 
escort her into the courtyard for a cigarette when she was feeling anxious. She claimed 
they were doing “online shopping etc”. Obviously, this cannot be verified. 

 
 One patient alleged that another patient had taken other patients' belongings from the 

personal belongings area and that staff were unwilling to listen to patient complaints 
regarding this matter. 

 
 Patients continue to mention that the activity programme is limited and when the 

Activities Co-ordinator is on leave there is little to do on the ward apart from the DBT 
sessions. 

 
 Patients who had been on the ward for some time did comment that the atmosphere 

was improved and less disturbed than they had previously experienced. 
 

 
 



b. Glen Ward 
 

Three patients were interviewed on Glen Ward.   Matters raised and discussed by 
patients and family members were as follows: 

 
 There is sometimes an inability to change the TV channel as it was monopolized by one 

particular patient. It is our understanding that a second TV is being considered for this 
sort of situation.   
 

 One patient’s wife, who just happened to be visiting spoke highly of both the unit and the staff, 
and the care shown to her husband. 

 
 One of the concerns raised by patients was the standard and quantity of the food available.  

Patients commented that the portion sizes were inadequate and that the choice of meals was 
limited. 
 

 Similarly to comments made by patients on Harbour Ward, patients feel that the activities 
offered are both repetitive and uninteresting.  As previously noted, the two activity co-
ordinators were not present at the time of the visit.   

 
 
6. Staff Interviews 
 
We interviewed one RMN who stated that most of the difficulties arose from the sheer 
volume of in-patients. They stated there was a lot of juggling of beds, sometimes late at 
night, which unsettled patients. The nurse felt there had been an improvement in the ward 
rounds as a result of the recent publicity issues. The nurse still felt there was a lack of 
positive risk taking and that policies were inconsistently applied, leading to patients seeing 
them as unfair when they are applied and staff feeling aggrieved when they are not.   
Overall, however the nurse felt that morale had significantly improved over the last few 
weeks. 
 
 
7. Complaints 

 
No patient complaints were received between our last unannounced visit and this 
announced visit.  However, in the two weeks since the announced visit and the writing of 
the report we have received three complaints which we have felt obliged to discuss with the 
complainants. In fact, these did not really fall within our remit as they concerned clinical 
decisions and would have been best managed with an advocate interceding on behalf of the 
patient at clinical meetings/ward rounds.  We continue to press for some form of advocacy 
service, but recognize this is not within the control of the Mental Health Management. 
 
 
8. Incident Records 
 
At both our last visit on 2nd March and this visit on 2nd April we noted the significant 
increase in documented incidents since the introduction of Datix.  This may well be as a 



result of increased awareness of incident reporting due to recent training on the Datix 
system or possibly an enhanced ease of reporting using the Datix system.  A senior nurse 
with responsibility for Datix stated that the system was bogged down and that the criteria 
for what constituted an ‘incident’ needed to be reviewed so that the system could function 
as intended. 
 
Following the visit, a Commission member met with a member of staff who gave an insight 
into the Datix system.  The system places incidents in the following categories: 
 
 Negligible 
 Minor 
 Moderate 
 Major 
 Catastrophic 

 
Due to GDPR restrictions, we were unable to identify the number of incidents involving 
detained patients as the system is unable to differentiate between detained and informal 
patients. 
 
The Commission representative was shown the numbers of incident relating to Harbour 
Ward for the period of February and March 2019.  The statistics were as follows: 
 
126 incidents were logged relating to Harbour Ward patients.  The majority of these (80) 
concerned self-harm, some of which were the same patient on numerous occasions. Other 
incidents included verbal and/or physical aggression, inappropriate behaviour and staffing 
resource issues. 
 
The self-harm incidents were high, but only three out of the eighty incidents resulted in 
actual harm, all of which were deemed to be classed as low level harm. 
 
Of the 126 reports issued for Harbour Ward, 52 related to the same patient. 
 
The Datix system appears to be working well, and the staff find it easy to use.  As previously 
stated, this may account for the increased number of incidents reported since its 
introduction. 
 
 
9. Use of Seclusion 
 
At the time of the visit there had been no periods of seclusion since our last planned visit in 
October 2018. 
 
 
10. Patients held off Island 
 
The commission continues to monitor the number of patients receiving treatment in off-
Island placements. 



 
We were impressed by the report given by the OATs panel representatives on the processes 
involved in placing patients off-Island. The process seemed efficient, responsive and 
balanced the various clinical, administrative and financial concerns. There is a good protocol 
now published covering OATs.  The process for monitoring the progress of the patients in 
their units off-Island and their Care Programmes appears good but may be overly 
dependent on the quality of the one nurse responsible for monitoring this.  In theory, the 
repatriation of patients back to the Island is well managed but we are aware of two patients 
where this did not go well and both in-patient and community staff need to be alert to the 
possibilities of situations where this may break down. 
 
 
11. Summary 
 
Given the recent concerns expressed in the press and in our last two reports, this was a 
much more positive visit than was anticipated.  Legal paperwork was in order and 
treatments were all legal and defensible. Notes appeared to be well kept and RiO was being 
well used.  There still remain concerns about the documentation of ‘Capacity’, ‘Best Interest’ 
and understanding of patients’ rights including the right of appeal. The activities programme 
remains fragile but better than 18 months ago. We are impressed by the rolling DBT skills 
sessions and hope that this can be maintained. We were pleased to see the blue-tooth 
headphones working well and a good arrangement for patients accessing their mobile 
phones easily and safely. 
 
Many of the problems arise simply because of the consistent over-occupancy, juggling of 
beds, placing patients on early leave etc, which must take up a lot of staff time. This is not 
however a “blip” as it has been at this level since November, which is a period of 5 months. 
With this level of occupancy it is easy to see how the situation could deteriorate rapidly with 
the presence of just two or three acutely disturbed patients. 
 
We remain unhappy with the lack of an advocacy service and we will continue to press for 
this.  We feel this is something the Mental Health Management Team could assist us in. 
 


