
Isle of Man Mental Health Commission 
Announced Visit Report from Friday 13th March 2020 

 
 
An announced visit was made by the Mental Health Commission to Manannan Court on 
Friday 13th March 2020.  Members in attendance were Mr Frank Pattison, Mr Colin Ring, 
Mr Ian Buxton and Mrs Anna Templer.  The visit was led by Dr Richard Crellin, Chair of the 
Commission. 
 
 
GENERAL ISSUES 
 
The atmosphere on both wards was calm with evidence of staff and patient interaction. 
There appeared to be areas on the ward that were not dominated by the television, where 
patients could play games etc.  Glen Ward had a very calm atmosphere with some 
patients lying on their beds, some interacting with nurses and some doing organised 
activities. 
 
Occupancy levels appeared less problematic. 
 
Sixteen patients, including one in CCU, had beds on Harbour Ward and two were on home 
leave.  Of these eighteen patients, twelve were informal and six were detained.  Staffing 
levels for Harbour were at their planned levels of seven nursing staff on each of the day 
shifts and six on night shift. 
 
On Glen Ward, there were nine resident patients and one empty bed.  Three patients were 
on trial leave.  Of the nine patients present on the ward, five were detained.  Two of the 
leave patients were also on Section, making a total of seven detained patients out of the 
total twelve.  Staffing levels on Glen Ward were at their usual level of five nurses (and an 
additional student nurse) on the morning shift, four on afternoon shift and three on night 
shift. 
 
Of particular note given our previous report, there were no issues raised regarding the 
food, which was a significant problem at our last visit, and no spontaneous complaints 
about possessions going missing.   The latter of which has been an issue on our last two visits.  
Similarly, our inspection of the property room showed it to be less messy and patients’ 
possessions appeared to be labelled.  We recognise that some patients leave possessions in 
Manannan Court when they go off-Island or after they are discharged and this leads to bin 
bags of possessions lying around in the property room which makes it difficult to manage. 
We recognise an improvement but feel that there could be further changes, for example a 
store room for property belonging to patients who are no longer actually on the unit.  We 
noted that staff appeared to be more vigilant when taking patients to the property room, 
asking them to remain at the door while they looked for items etc. 
 
A definite improvement to previous visits was that patients seemed to know their “named 
nurse” and volunteered that they had regular sessions with them.  At previous visits 
patients claimed not to know their named nurse nor have regular 1:1 sessions with them. 
 
The wards were clean and furnishings seemed in good condition The courtyard area was 
rather miserable, but it was March! 
 
 



REVIEW OF MENTAL HEALTH DOCUMENTATION 
 
Firstly, there were issues in gaining access to RiO.  Despite this being an announced visit, 
there was no guest access available to us and although there was an attempt made to do 
this as we started our visit, the arrangements did not work and we had to rely on helpful 
and flexible clinical staff who were prepared to log us on using their user names and 
passwords.  The end effect of this was that two Commission members were out of action for 
forty minutes.   Also, at our meeting with the Mental Health Review Tribunal the previous 
day a similar issue was raised where a tribunal doctor came from the UK on a Sunday, 
prior to a Tribunal Hearing on a Monday, to assess a patient and review the notes etc, and 
was denied access to RiO by staff.  Whereas we appreciate that this is the correct protocol 
approach it is understood that arrangements had apparently been set up prior to the 
weekend.  These incidents, although relatively trivial, can lead to a strong sense of 
frustration. 
 
On Glen Ward, there were seven detained patients, all under Section 3.  The admission 
papers for all seven were uploaded to RiO, but for 1 patient, current papers were not found 
(renewal papers 10/12/19) and appeared not to have been uploaded to RiO (Rio no. 
1024326).   There also appeared to have been an error where one patient’s renewal papers 
for March 2018 was uploaded as the March 2019 renewal and the 2019 renewal was not 
evident (RiO 1020694). 
 
The admission papers were satisfactorily completed.  Three of the admissions had good 
assessments of the patients’ capacity to understand their detention entered in the 
appropriate RiO section but four did not.  One patient had a good capacity assessment at 
the time of their SOAD but this was three months after admission.  One patient had a good 
Capacity assessment in their progress notes made by the ASW at the time of their 
detention.  For three of the seven patients, therefore, there was no clear evidence in the 
notes of them receiving their rights or their response to their detention at the time of the 
Section being applied. 
 
All current Section 17 forms were well completed with clear descriptions of allowed activities 
and a date for ending/renewal. 
 
Three of the seven patients required a Form 47.  The forms matched the drug cards, except 
for one patient (Rio 1020694) where Promethazine was on the drug card but not on the 
Form 47.  Promethazine is an uncommonly used night sedation but also an antihistamine 
and it was unclear whether it was being used for mental or physical health reasons. 
 
On Harbour Ward there were six detained patients, five under Section 3 of the Act and one 
under Section 2.  As a result of time constraints, only three sets of the admission papers 
were reviewed.  RiO numbers 1012226, 1032051, 1088995, were not examined.  When access 
to RiO is streamlined and we have a second professional member in post this should not 
recur. 
 
Two sets of notes did not have the appropriate section in RiO for capacity to detention 
completed.  One set was very well completed and one had a good entry in the progress 
notes section of RiO but not in the MHA section. 
 
No forms 47 were required. 
 
 



MEDICAL NOTES 
 
On the whole the notes are good.  Entries are relevant, uploaded documents can be found 
and progress notes are judgement free.  The use of the ‘Specialist Assessments’ section for 
the ward round is helpful.  We would encourage the use of similar ‘Specialist Assessment’ 
sections for recording Capacity and also for ‘Best Interest Assessments’. 
 
 
INTERVIEWS 
 
Management 
 
 We were informed of the management restructuring, leading to the separation of 

Older Adult and Adult Care Pathways and the closer merging within each of these 
services of the CRHTT, ward and community components.  We were advised of the new 
management structure and appreciate that at present a number of the posts are 
vacant or have ‘acting’ appointees. 

 We were informed of the new Monthly Peer Clinical Discussion Groups taking place 
between 10.00am-12.00pm, with a rotating facilitator.  We understand that these are 
open to all staff, and staff can be paid if they choose to attend and are not on duty.  
We were pleased to know that HCAs have attended.  If this facility can be maintained 
and bedded in, it could do a lot to enhance the ward culture. 

 We were also informed of a Monthly Unit Meeting taking place twice in one day to 
allow all staff to attend and, again, staff being paid to attend if off duty.  

 We also understand that there is now a different arrangement for drawing up the 
staffing rota which allows for more management input in an attempt to push for a 
better skills mix on each shift, a healthier establishment, and less reliance on agency or 
Bank Staff. This is something we welcome as we have previously been aware that, 
although staffing numbers on each shift have substantially improved over the last two 
years, concern had remained about the skills mix on certain shifts. 

 We were informed that an advert has been placed for an In-Patient Psychologist and 
that the present community psychologists are working more with in-patients already to 
facilitate transition into the community.  We were informed, however, that the DBT 
Skills teaching (focussed on Distress Tolerance Skills) is no longer operational due to loss 
of the appropriately trained staff member. 

 We were informed that there is still no movement on developments for patient 
“advocacy” (i.e. non-legal independent support) services and we continue to worry 
about patients who either are unable, or feel unable, to represent adequately, their 
needs and wishes. 

 We appreciate that a lot of changes are in motion, so now may not be the time, but we 
would welcome, as previously mentioned, some formal training days on issues such as 
Capacity. 

 
 
Medical Staff 
 
We were informed that the ward rounds had been reorganised so that each patient had a 
1:1 meeting each week with the Consultant plus a weekly MDT meeting, rather than both 
functions being met by the one ward round.  We were informed that community staff, 
including Medical staff, were invited to the ward MDTs and there was an expectation that 
the community doctor would attend at least at the start and the end of the admission.  We 
were also informed that CRHTT is to be split into a Crisis Team, with its own Consultant, 



and that Home Treatment will become part of the CMHT. Medical staff expressed 
confidence in the newly appointed Mental Health Services Manager. 
 
 
Nursing Staff 
 
We met with 2 members of the Nursing Staff. Issues discussed with them, included: 
 

 the anticipated smoking ban which both felt was potentially problematic and would 
lead to difficulties (would there be routine nicotine replacement?). 

 Obtaining Translators (see previous reports).  Staff reported that they would not know 
how to obtain a translator if required, particularly at a weekend or out of hours. 

 Patient Mix.  Nursing staff continue to feel that there are “ patients here who don’t 
need to be here” and one nurse expressed the view that younger patients (under 18) 
should not be on the ward with Adult patients  

 Training - one HCA was very positive about her training and in-post teaching. The 
other staff member interviewed expressed dissatisfaction with ongoing CPD.  

 Nurses said that ‘Management was more approachable than it had been.’ 
 
 
Patient Interviews 
 
Five patients were seen on the Harbour (Adult) Unit. 
 
 All patients (both smokers and non-smokers) were worried about the impending 

smoking ban.  
 On the whole, patients were positive about their interactions with nursing staff, could 

identify their named nurse and were positive about activities on the ward. One patient 
was very positive about the HCAs. 

 One patient stated that he had been taken off his Section each time shortly before his 
Tribunal was due to be heard and this frustrated him. 

 Patients confirmed that scheduled activities on the ward did take place largely as 
programmed. 

 The use of personal mobile phones by some staff members during their work shifts was 
complained about by a number of patients and this is something we commented on in 
our recent interim visit report. There is a very strongly expressed view from patients 
that, on some shifts, staff members are isolating themselves in staff rooms with their 
phones.  We are aware that it is policy that no staff personal phones are allowed on the 
ward.  This does not appear to be adhered to and does need to be addressed. 

 
 
1 Patient was seen from Glen (Older Adult) Unit.  
 
 He was positive about his care and in particular, the food. 
 
 
DISCHARGE PLANNING 
 
The Commission examined the arrangements made prior to discharge (and whether these 
arrangements took place post discharge) for five patients randomly selected from the last 
ten detained patients to have been discharged.  Overall the results were very encouraging. 
All five patients had what was clearly a discharge planning meeting in the two weeks prior 



to discharge, although only four of the five were labelled as such.  The patient was always 
present at these meetings.  The Community Care Co-ordinator was present at three of 
these meetings (and for one of the other two was involved by phone).  At only one was 
there no clear participation of the CMHP at the Discharge meeting.   Clear follow-up plans 
were in place for all five patients; four with CRHTT and one outpatient appointment 
follow-up, all within a week of discharge.  Medication on discharge was clearly identified 
and communicated to the community prescriber.  All follow-ups took place as planned in 
the two weeks post discharge. This was very positive. 
 
 
SECLUSION 
 
The Commission reviewed the Seclusion records for the last year.  The Seclusion protocol is 
being followed and patients are being appropriately reviewed and monitored during their 
periods of seclusion.  There appeared to have been ten separate episodes of seclusion, but 
there seemed to be some lack of clarity for us as to when the seclusion area was being used 
for “de-escalation” rather than formal seclusion. 
 
The Department’s Seclusion Audit Tool which is completed after each episode of formal 
seclusion and which audits the episode of seclusion against the unit’s protocol, is a good tool 
and had been properly completed for seven of the episodes. 
 
We remain unsure as to whether the discrepancy between the ten apparent episodes and 
the seven completed audits is due to the fact that three of the recorded episodes were not 
in fact locked seclusion but de-escalation. 
 
Of the seven audits reviewed, two suggested that the patient had not received a post 
Seclusion debriefing, which is part of the recommended protocol.  We agree with the 
Department that Seclusion records should be reviewed at each visit as Seclusion is the most 
restrictive form of detention. 
 
 
INCIDENT REPORTS 
 
The Commission notes the increase in ‘falls’ on Glen Ward and that this is being addressed 
via the Care Quality Committee.  We would welcome sight of the results of this . We also 
note the seven “drug errors” and were informed by the Risk Co-ordinator that no harm 
had resulted to patients as a result of the errors and that they had been reviewed. They 
were due to prescription writing, human error and stock taking errors and that there have 
been improvements made in these areas. 
 
 
IN SUMMARY 
 
This was a positive visit, with largely improved morale in the staff and largely positive 
comments from patients.  
 
We note changes to the Management structure which are yet to bed in and attempts to 
allow clinical staff at all levels to feel involved in discussions about care and management. 
These are definite steps to enhancing the culture on the ward. We feel that if there could 
be specific training days on certain topics this might go even further (e.g. capacity, 
personality disorders, risk). 



 
 
Issues remain about the possessions room, although there were no specific complaints 
relating to this today. 
 
Although the Action Plan produced by Management suggests that issues relating to 
Capacity assessment and its recording (Best Interest meetings etc.) are resolved, the 
Commission feel there is still work to be done both on training and improved record 
keeping in these areas. 
 
We would like to witness, at our next visit, some evidence that the personal use of mobile 
phones by staff on duty has been addressed.  We would like to thank the staff on duty on 
the day we visited for being so welcoming and facilitating our visit. 
 


