
 

 

 

Report on the Unannounced Visit to Manannan Court 

Monday 9th November 2020 

 

 

An unannounced visit was made by the Commission to Manannan Court on Monday 9th November. 

 

The visit was undertaken by Helen Kneale (Lay Member), Anna Templer (Lay Member) and Ian Buxton (Lay Member).  The 

two professional members were unable to be on the team because of visiting restrictions from the U.K. to the Island, but 

one professional member was able to review legal documentation and patient notes on RiO, contemporaneously. 

 

This was the second visit this year, the previous visit being 13th March. Subsequent visits this year had been deferred due 

to the Covid pandemic. 

 

 

General Observations 

 

Occupancy and Observation Levels 

 

Both Harbour Ward and Glen Suite were fully occupied. Harbour Ward had fourteen patients sleeping on the ward with an 

additional two sleeping on Glen ward, (making sixteen in total) and two patients were due to return from leave but with no 

beds available. Glen Suite had ten patients (plus the additional 2 from Harbour Ward) 

 

On Harbour Ward, of the sixteen patients, four patients were detained on Section 3 and two on Section 2. The remainder 

were informal patients. 

 

On Glen Suite, two were detained under Section 3 and the remainder were informal. 

 

On Harbour Ward, thirteen patients were on low levels of observation, one on eyesight observations and one on 15 minute 

checks. One patient was being nursed in the Seclusion Suite but with the doors open (“de-escalation”), having recently 

come out of formal seclusion. 

 

 

 



 

Staffing Levels 

 

The Staffing levels on the wards appeared good and in line with the occupancy levels. On Harbour Ward there were eight 

staff members on day time shifts and six planned for the night shift. In addition there are two full time activity co-

ordinators.   

 

 

Environmental Observations 

 

Although the unit was busy the atmosphere was calm and staff and patients were engaged in therapeutic activities. 

Patients were observed to be engaged in activities in the craft room and appeared to be enjoying these. We felt positive 

about the introduction of uniforms for staff and this did not appear to have increased the sense of institutionalisation or 

caused a gulf between staff and patients. 

 

We did not inspect the patients’ property room, but we received no complaints from patients about loss of, or missing 

property. 

 

We were very disappointed to see the Cafe in the entrance hall downstairs has been shut down, apparently indefinitely 

due to the Covid19 pandemic.  The Commission wonders why this is now that there are few restrictions within the Island. 

The cafe is seen as a great asset to the unit, helping to normalise social interaction off the wards themselves, and allowing 

a normal social environment for visitors and patients to meet and visit.  We would like to know whether there is any 

possibility of the café being re-opened. 

 

Leaflets about the Commission were in a stand on the ward but they were an old version. An up to date copy of the leaflet 

has been sent to the Department and it is hoped that this will be used to replace the older version currently in circulation.  

A notice announced the next Commission visit to be due in 2018!   We would like the profile of the Commission to be 

raised for patients and would like to work jointly with staff to affect this 

 

One patient was positive about the food and catering and staff reported that since the supplier had been changed people 

seemed happier about the food and portion sizes. We were unable to inspect the menu choice for the day because it was 

between mealtimes. No complaints were forthcoming from patients. 

 

Smoking: We were informed by the activities co-ordinator that smoking is to be banned on the unit from 1st April 2021. 

Whilst we understand the Public Health rationale behind this, the MHC are concerned about the potential stress levels for 

patients experiencing the ban and staff having to deal with this. The wisdom of trying to tackle smoking cessation during an 

episode of mental illness is questionable and for detained patients, who have no choice but to be confined to the ward, 



 

this will be particularly draconian. We appreciate that smoking cessation aids will be provided and that staff will be 

expected to undertake training in smoking cessation. We are unsure as to whether vaping will be permitted and would 

welcome clarification on this. 

 

 

Mental Health Act Documentation 

 

The Admission papers of all eight patients detained under the Act were inspected. It was good to notice that the patients 

G.P.s were frequently involved in completing the detention papers. Some of the Medical Recommendations were on the 

brief side and somewhat stereotyped and some of the G.P. recommendations seemed to just copy the Consultants. It 

would be good to see fuller descriptions of symptomatology and in particular clearer reasons as to why treatment cannot 

be provided in a less restrictive setting.  

One patientʼs Section 3 Medical Recommendation had not deleted one of the “categories” in the 2nd Medical 

Recommendation. 

 

The use of Section 5(2)s seemed appropriate and were all converted in a timely fashion. 

 

One patient on the unit had required a Section 3 renewal and this was in order. This patient had been to a M.H.R. Tribunal 

during their first episode of detention so did not require a Section 76 MHRT referral 

 

A sample of Section 17 leave forms were checked and all seemed satisfactory in terms of detail in their conditions, with 

clear descriptions about the need for escort, time allowed off the unit and the frequency of episodes of leave from the 

ward. 

 

It was good to see all detained patients and their relatives receiving a prompt letter informing them of the detention and 

their Rights under the Act. Our only criticism is that the patientsʼ relatives, who may have had no previous contact with the 

service, are addressed by their first name and this does seem over- familiar for a legal letter, perhaps with no previous 

contact from the service; particularly with Older Adult patients, whose relatives may be in their eighties. The use of first 

names in the letters for patients is acceptable as they have become known to staff during the process of assessment and 

detention. 

 

Only 2 patients required Consent to treatment under Pt 4 of the Act.  One patient had both a form 46 and form 47 present 

and attached to his current medication card. The form 46 was more recent and clearly his RMO believed him now to have 

enough Capacity to consent to his current treatment, but the form 47 should have been cancelled and filed in archive as it 

was potentially confusing being on the active drug card. Also his depot antipsychotic was not on his current medication 



 

card despite being on the form 46. Apparently, on enquiry, it was written up anew each month on a new card when it 

became due. It would be preferable to have it in place on each medication card with an indication of the next dosage date 

on the current card, even if that card were to run out before the next due date. This would make the dosing frequency 

clearer and also make it less likely to be overlooked. 

 

A second patient required Consent under Pt 4 of the Act. This patient’s need for Consent had been overlooked as she had 

started treatment under Section 2 and then been subsequently regraded to Section 3.  When this became apparent a Form 

47 had been completed on 4th November 2020, stating the patient’s lack of Capacity and the need for the current 

medication regime.   The medic in this instance is not legally able to do this as she is not an independent Second Opinion as 

required under the Act.   No breach of Pt 4 of the Act took place as the RMO completed a form under Section 70 of the Act 

on 5/11/20 justifying ongoing administration of the medication regime as an emergency treatment to prevent 

deterioration pending a SOAD assessment (which has subsequently taken place). This may suggest a need for training of 

the ward doctors on Pt 4 of the Act? 

 

Although standardised letters go out from the Administration Office informing patients (and their Nearest Relative) of their 

Rights, Documentation remains poor concerning whether patients receive their Rights verbally at the time of their 

detention and whether theyʼre considered able to understand them. This is particularly true for the Older Adult patients, 

where there was no assessment of capacity at all for either of the two detained patients, but is also variable and often 

inadequate for General Adult patients. Of the six detained patients on Harbour Ward, one did not have any record of 

receiving their Rights or their capacity to understand them, two had good descriptions of their capacity and understanding 

of their Rights and three had a superficial note stating they had received their Rights but no statement of their 

understanding. There was no record of patients having been revisited to clarify their understanding of their rights, access 

to a MHRT etc. This is something we have noted at previous visits and it would be good to see a consistent improvement in 

this area. 

 

 

Patient Notes 

 

General “progress notes” are on the whole good with non-judgemental language and entries are with appropriate detail.  

As a visiting organisation we find a lack of structure to the “progress notes” and ‘“documents” section difficult when trying 

to find evidence for Capacity Assessments, Best Interest Meetings, Discharge Planning Meetings, meetings with relatives 

etc., (especially if an admission is lengthy). This may be unavoidable, but there are areas of RiO that are divided off and 

could be populated for specific purposes. A good example is the use of the “Specialist Assessment section” which  is used 

for Adult ward round notes. Where specialised areas are available, e.g. in the Mental Health Act section, they are not 

always populated. 

 



 

 

Patient Interviews 

 

Only one patient was willing to speak to us on the Harbour Ward, and they only wished to state that they did not feel that 

they should be detained.  We did ask if they had had access to the MHRT but the patient was not in a position to respond 

appropriately so we could not obtain any idea whether patients are fully aware of access to Tribunals etc. 

 

There were no patients who wished to take part with an interview with us on the Glen Suite. One patient with whom we 

spoke informally was positive about the catering. 

 

Our experience in the past has suggested that patients are usually not slow in coming forward if they have complaints to 

do with the environment, catering or attitudes of staff. We, possibly rashly, take the absence of complaints and requests to 

talk with us as a good indicator of patient satisfaction. 

 

 

Staff Interviews 

 

Unusually, staff were not available to speak with us, apart from the activities co-ordinator and an medical consultant. We 

welcome the opportunity to speak to as many staff as possible, in confidence.  We asked on three separate occasions 

during the visit if any nursing staff would be willing to talk with us and unusually no- one was keen/able to chat. 

 

We spoke to the activities co-ordinator who indicated that there was now a range of user led activities available for 

patients on the Harbour Ward. There are now two activities co-ordinators. The activities co-ordinator informed us that the 

following activities take place on a regular basis: 

 

• Craft activities 

• Walk and talk 

• Bingo 

• Baking – we understand that new, badly needed equipment has been requested 

• Pamper group 

• Visits away from the unit, e.g. to Peel 

• Visits to MNH sites – MNH have very helpfully agreed for there to be free access to sites for patients 

  

We raised the issue of a greater level of physical activities being made available to the patients as we understand that the 

arrangements that had been made with the NSC are no longer considered viable, for reasons including difficulties with 



 

supervision. As a result of it not being possible to visit the NSC, the activities co-ordinator is considering introducing yoga 

or pilates videos to be shown in the secondary lounge and supervised by a member of staff. 

A new sensory room and vegetable garden, in which patients will grow plants to be used in subsequent baking activities, 

are also planned. 

 

These activities, and the enthusiasm and engagement of the activities co- ordinator, are to be commended. 

 

We were pleased to note that key posts had been filled, including a new Head Nurse and that a new Matron is due to start 

shortly. 

 

 

Seclusion 

 

We examined the notes for the episode of seclusion in April 2020, (which lasted for several days) in some detail.  The 

reasons for the initial use of seclusion were clear and in accordance with the Seclusion Policy, as the patient showed 

disturbed behaviour and posed a potential risk to staff. Similar types of behaviour were also exhibited towards the end of 

the period of seclusion.  However, it was not clear from the records kept that it was necessary for continuous use of 

seclusion over such a long period of time – comments during this time included for example, ‘no aggressive behaviourʼ,  ‘no 

risk behaviourʼ or ‘no noted aggression’.  As it was not clear from the record keeping that the continuous use of seclusion 

was necessary, we recommend that  record keeping be more detailed, including at each entry a specific reason why the 

use of continued seclusion is required, in accordance with the Seclusion Policy. 

 

We also examined the episode of seclusion in November 2020. The RIO number was not included in the paper notes 

relating to this use of seclusion (Implementation of Seclusion Papers) so we had to use the date and time to match the 

patient. It would be preferable if this could be included, for ease of identification on all seclusion papers. 

 

Having carefully considered the records, this use of seclusion appeared appropriate, in accordance with the Seclusion 

Policy. However, a review of medical entries in the Progress Notes on RiO would suggest that medical review by ward 

doctors was not as frequent as the Policy recommends.  From the progress notes on RiO it would appear that the patient 

went longer than 24hrs on one day without a medical review and several occasions longer than 12 hours. Because the RiO 

notes were being inspected on line from the U.K. and the seclusion paperwork by colleagues on the unit, we were not clear 

whether additional medical reviews were present in the paperwork that were not in the RiO “progress notes” . 

 

We noted that the seclusion paperwork was poorly organised and difficult to assess. 

 

 



 

Additional Observations 

 

1. The MHC suggests that a list of religious advisors willing to visit the unit should  be compiled, in case a visit is 

requested by a patient. 

 

2. The Commission understands that a new Mental Health facility has been opened on the Island and is being 

trialled as a potential place for placements for patients discharged from Manannan court. It comprises 

psychiatrist supported residential care with input from the Manannan Court Psychiatric team.  We would 

welcome further information on the unit and whether it will be registered take patients under the Act 

 

3. During the visit we were made aware that a patient had been, or was being detained, 

under the MHA at Nobles Hospital.  The MHC understands that it has a role under the MHA with regard to 

patients detained at Nobles and would ask for a procedure to be put in place to enable the Commission to be 

informed about such detentions.  We understand that The Mental Health Act compliance officers at the MHS 

also seek clarity regarding the duties of the MHS relating to those detained at Nobles under the MHA, if any. 

 

4. The Commission would welcome further information and clarification regarding any impact upon treatment and 

care for those at Manannan court that may result from the introduction of Manx Care. 

 

5. The Commission would welcome further information regarding the current position relating to the provision of 

advocacy service to patients. The absence of independent support and (non-legal) advocacy remains a serious 

issue 

 

6. The MHC has found it difficult to be remain in the loop about ongoing MHTʼs despite asking the Mental Health 

Act Administrator to notify us when they are due to take place, whether they do take place and what the 

outcome is. We discussed this with the Lead Practitioner, Mental Health Act Office, who has been brought in to 

caretake the Mental Health Act Administrator’s role while they were unavailable and they were unaware of this. 

We learned that one patient had made an appeal in June which the MHC were not notified about. The Lead 

Practitioner, Mental Health Act Office said that they would make sure the MHC would be notified from now on. 

 

Summary 

 

On the whole this was a satisfactory visit, although we felt we were not able to speak to enough patients or staff to get a 

detailed picture of how the unit was functioning. Occupancy was again over 100% but this was compensated for by low 

levels of disturbance. 



 

 

1. We really welcome the increased activities programme and the enthusiasm of the Activities Co-ordinator. We would 

be interested to know what has happened to the DBT skills groups that were running previously (Distress Tolerance) 

and how much psychology input there is to the ward, especially for the Personality Disordered patients. 

 

2. We are concerned about the introduction next year of the Non Smoking Policy and wonder whether this is 

appropriate for patients who  have no choice to leave the unit due to being detained under the Act. We feel education 

and enablement would be preferable to an all out ban. 

 

3. We continue to be unhappy with assessment of Capacity and recording of Consent, particularly relating to the process 

of detention. It should be routine for these areas in RiO to be appropriately and thoroughly completed including an 

assessment of the patientsʼ response and whether the patient is approached subsequently when more settled. We 

have raised this on number of previous visits. 

 

4. We had some concerns about the recording of the rationale for maintaining episodes of seclusion and we would like 

to revisit the paperwork for the most recent episode alongside the RiO entries to see if the frequency of medical 

reviews were in line with the Policy 

 

5. As a visiting organisation we find the RiO system difficult to extract information from as all uploaded documents 

(blood test results/property checklists/section papers/tribunal reports/ drug cards/G.P. letters etc etc are lumped 

together) making it difficult to extract significant documents.  Similarly, it is difficult to know whether certain 

assessments (e.g. Capacity or Best Interest), multidisciplinary or other meetings have taken place or not because of 

similar issues with the “progress notes.”   We feel this could be overcome by using other sub-sections of RiO 

imaginatively. 

 

6. We continue to be unhappy with the lack of patient advocacy 

 

7. Although this was not an issue at this visit we are aware there continue to be no satisfactory or reliable translation 

arrangements. 

 


