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Part 1 - Service Information for non-Registered Service 

 
Name of Service:                                                              
Sweetbriar   
 
Tel No:    
(01624) 698360   
 
Name of Manager: 
Clara Price 
 
Date of any additional regulatory action in the last inspection year (i.e. improvement 
measures or additional monitoring): 
None 
 
Date of previous inspection: 
22 May 2019 
 
Number of individuals using or attending the service at the time of the inspection:  
Fourteen (14) 
 
Person in charge at the time of the inspection:  
Clara Price - manager 
 
Name of Inspector(s): 

Kevin West 
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Part 2 - Descriptors of Performance against Standards 

 
Inspection reports will describe how a service has performed in each of the standards 
inspected. Compliance statements by inspectors will follow the framework as set out below. 
 
 
Compliant 
Arrangements for compliance were demonstrated during the inspection. There are 
appropriate systems in place for regular monitoring, review and any necessary revisions to 
be undertaken. In most situations this will result in an area of good practice being identified 
and comment being made.  
 
Substantially compliant 
Arrangements for compliance were demonstrated during the inspection yet some criteria 
were not yet in place. In most situations this will result in a requirement being made. 
 
Partially compliant 
Compliance could not be demonstrated by the date of the inspection. Appropriate systems 
for regular monitoring, review and revision were not yet in place. However, the service could 
demonstrate acknowledgement of this and a convincing plan for full compliance. In most 
situations this will result in requirements being made. 
 
Non-compliant 
Compliance could not be demonstrated by the date of the inspection. This will result in a 
requirement being made.  
 
Not assessed 
Assessment could not be carried out during the inspection due to certain factors not being 
available. 
 
Recommendations based on best practice, relevant research or recognised sources may be 
made by the inspector.  They promote current good practice and when adopted by the 
registered person will serve to enhance quality and service delivery.  
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Part 3 - Inspection information 

 
The purpose of this inspection is to check the service against the service specific minimum 
standards – Section 37 of The Regulation of Care Act 2013 and The Regulation of Care (Care 
Services) Regulations 2013 part 3, regulation 9. 
 
Inspections concentrate on specific areas on a rotational basis and for most services are 
unannounced. 
 
The inspector is looking to ensure that the service is well led, effective and safe. 
 

Summary from the last inspection 

 
Number of requirements from last inspection: 
Eleven (11) 
 
Number met:  
Eight (8) 
 
Number not met: 
Three (3) 
 
All requirements not met will be addressed within this inspection report  
 
 

Overview of this inspection 

 
Due to COVID 19 the inspection process for this year has altered slightly. More 
information and evidence has been sought from providers electronically. The 
inspection team have desktop assessed this information and a service visit has 
then been undertaken to verify the evidence provided. 
 
This was Sweetbriar’s annual inspection. This was an announced inspection. 
 
Sweetbriar provides care for people living with different types of dementia. The unit offers long 
term care and short term respite care. The unit is able to accommodate people aged sixty five or 
above. 
 
The unit is located upstairs of the Thie Meanagh building in Douglas and is accessible by lift or 
stairs from the ground floor.  
 
Sweetbriar has 16 single en-suite bedrooms, one of which is kept as a respite room. 

The rooms are set out along two corridors, 8 bedrooms on each side of the main lobby area.  

The inspection took place over two days and was carried out by one inspector.   
 
The inspector looked for evidence that the requirements made on the previous inspection had 
been met, before focussing on the minimum standards that were the focus of this year’s 
inspection. 
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A tour of the unit was undertaken. The inspector observed positive interactions between service 
users and staff members throughout the inspection.  
 
 
 

Part 4 -  Inspection Outcomes, Evidence and Requirements 

 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 2 - Daily Living  
People are supported to set and carry out their activities and routines in suitable surroundings. 
The environment is conducive to people’s well-being and safety. People live in a home that is 
safe, warm clean and comfortable. People have access to the aids, equipment and facilities they 
need.  
2.7, 2.10, 2.11, 2.12, 2.13, 2.14, 2.15 

 
Our Decision: 
Compliant 
 
Reasons for our decision: 
Aids and equipment to meet the needs of the service users had been provided. These included 
grab rails, raised toilet seats, hoists, wheelchairs, sensor alarms and dementia friendly signage.   
 
People living in the unit have their own daily living routines. Four service users’ care records were 
examined. These evidenced that peoples’ getting up and going to bed routines, mealtime routines 
and bathing / showering preferences had been documented.   
 
The inspector had lunch with service users on inspection. Meals appeared nutritious and attractive. 
 
 The unit operated a protected mealtime’s policy. This is a period set aside for mealtimes when all 
non-essential activities on the unit will stop to protect service users from avoidable interruptions. 
The staff will be available to serve the food and give help to people who may need it. Staff 
members were observed eating and talking with service users and giving assistance / prompting 
with feeding where required. A relaxed atmosphere ensured a pleasant dining experience.  
 

People living on the unit, where possible, contribute to the menus. The inspector was informed 
that some service users could choose what they wanted to eat. Eating and drinking likes and 
dislikes were identified on assessment. The manager said that staff got to know individual 
preferences. Menus evidenced that there were two options at lunchtime and at teatime. Each 
service users’ food and fluid intake were recorded. 
 
The inspector spoke to the chef in the main kitchen. They were aware of which service users had 
specific nutritional needs, such as who was diabetic and who was on a soft diet / thickened and 
blended food. The kitchen used the Caroline Walker Trust nutritional guidance.   
 
The inspector was informed that drinks and snacks were available at any time, with a tea trolley 
regularly going round the unit providing these items. 
 
Equipment for activities, such as books and word searches, were seen on inspection, with staff 
members engaging with service users and promoting engagement. On the day of the inspection 
staff were holding a bingo session with several service users. An activity board in the corridor 
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showed what activities were on offer throughout the week. Evidence of involvement was recorded 
in individual daily progress notes. A monthly summary of engagement in activities was recorded. 
 
Evidence Source:  

Observation 

 

 Records  Feedback  Discussion  

 
Requirements: 
None 
 
Recommendations:  
None 
 
 

Regulation of Care Act 2013 Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 3 – Daily Support  
People are confident that the staff will support them to maintain their health and to support their 
social and welfare requirements.  
3.2, 3.3, 3.12, 3.16, 3.20, 3.21 

 
Our Decision: 
Partially compliant 
 
Reasons for our decision: 
Service user initial assessments evidenced that nutritional needs formed part of the needs 
assessment. The assessment also contained a person’s medical information. Malnutrition Universal 
Screening Tool (MUST) assessments were completed.  
 
Care plans on how to support/maintain/improve an individual’s medical condition were in place.  
 
The manager said that the only specialist equipment required for the current service users was 
walking aids such as a walking frame. Other equipment, such as hoists were available in the unit 
should any service users’ needs change. Maintenance records of the hoists and passenger lift were 
in place. Monthly checks of the hoists and wheelchairs were also occurring. There was no record of 
the sensor alarms being serviced and a requirement has been made.  
 
Service user care plans were being regularly reviewed. While in discussion with the manager over 
the information in one service user’s care plan, it was clear that the instruction – for staff to try 
and discourage a friendship between two people – was incorrect. The inspector had witnessed this 
interaction between two service users and staff were not attempting to discourage it. The manager 
said that friendships / interactions were encouraged. When care plans are reviewed, the reviewer 
must ensure that the information written is correct. 
 
A new assessment of needs must form part of the review process. Two service users’ assessment 
of need had not been reviewed since November 2019. Assessments recorded who was involved in 
the review meeting e.g. family member. 
 
After cross-referencing a service user’s care plan with their bathing and showering safety 
assessment, it was found that the assessment, reviewed in August 2020, contained out of date 
information. When a person’s needs change, any related assessment must be updated.  
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Service users did not control their own money. Where appropriate, Power of Attorney paperwork 
was kept on service user files or at the Attorney Generals.   
 
Records were kept of any monies held on behalf of the service users. Residents’ cash sheets 
recorded when and how money was used and was signed and witnessed as being accurate by two 
members of staff.  
 
Prior to moving into Sweetbriar, service users had been assessed as lacking capacity to make 
decisions in areas of their life. In situations, for example, of an individual requiring an invasive 
medical procedure, having to use bedrails, use of covert medication, a best interest decision must 
be undertaken and recorded. This was not being done so a requirement has been made. 
 
Evidence Source:  

Observation 

 

 Records  Feedback  Discussion  

 
Requirements: 
Four 
 
Recommendations: 
None 
 
 

Regulation of Care Act 2013 Part 2 (37) and Care Services Regulations Part 3 (9)    
Standard 4 - Environmental and Personal Safety and Comfort  
Systems, checks, policies, procedures and staff training ensure that people’s dignity, well-being 
and safety is promoted and protected.  
4.3, 4.8, 4.9, 4.10, 4.16, 4.17, 4.18, 4.19 
 

 
Our Decision: 
Partially compliant 
 
Reasons for our decision: 
A whistleblowing policy was available for staff to consult, as was a copy of the current Isle of Man 
Adult Safeguarding Procedures. Information on a safeguarding concern was kept on the unit’s 
computerised care record system.  
 
A complaints procedure must be displayed at the unit and accessible to all people. The manager 
said that this was usually on display but was frequently taken down by one particular service user.  
 
One complaint had been made in February 2020 and had been recorded in detail, including what 
action was taken and the outcome.  
 
The manager had completed a fire risk assessment specific to Sweetbriar in January 2020. A fire 
risk consultant had completed a fire risk assessment for the whole Thie Meanagh building in 
September 2020. All staff had received annual fire safety training. New staff members had covered 
fire safety on induction. On the day of the inspection, all means of escape were kept free from 
hazards. A sprinkler system was installed and the system had been tested in September 2020. Fire 
alarms were being tested weekly. A six monthly service on the alarm system had taken place in 
June 2020. Fire-fighting equipment was being checked monthly. This equipment had last received 
an annual service in May 2019 and a requirement has been made. Emergency lighting tests must 
take place monthly. Records were in place for checks in September, October and November 2020, 
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but not for any other time in 2020. A requirement has been made. An annual test of the 
emergency lighting had taken place in June 2020. Fire drills had taken place in January and August 
2020. 
 
An electrical installation condition report had been completed on the 24 July 2019. This is next due 
to be repeated in 2024. Portable Electrical Appliance Testing (PAT) had last taken place in April 
2019. This is usually completed annually and a requirement has been made.  
 
A certificate of analysis water bacteriology report, testing for legionella bacteria, was carried out in 
June 2019. No bacteria was found. A housekeeper checklist evidenced that there was a weekly 
running of baths / sinks / showers in rooms out of use. Shower heads were cleaned and 
disinfected weekly. The water taps and toilets in all rooms were flushed daily. 
 
The Thermostatic Mixer Valves (TMV’s) had last been serviced in August 2019. These are usually 
serviced annually on the unit and a requirement has been made. 
Staff members were testing / recording the temperature of the hot water prior to assisting a 
service user with a bath / shower. Using an infrared thermometer, the inspector tested hot water 
in all communal bathrooms and the majority of service user bedrooms. Temperatures did not 
exceed the required 44°c for baths and 41°c for showers and wash hand basins.  
 
A gas safety certificate evidenced that the boilers had been serviced in April 2020.  
 
Liability insurance was displayed and due to expire in March 2021.  
 
 
Evidence Source:  

Observation  Records  Feedback  Discussion  

 
Requirements: 
Four 
 
Recommendations: 
None 
 
 

Regulation of Care Act 2013 Part 2 (37) and Care Services Regulations Part 3 (9)    
Standard 6 - Staffing  
Staff are recruited following a rigorous and robust recruitment programme. There are sufficient 
numbers of trained competent staff (including ancillary staff) to meet the needs of the people 
at the home. There are robust policies in place to ensure effective supervision and continuous 
professional development.  
6.3, 6.8, 6.9, 6.13, 6.19, 6.23 
 

 
Our Decision: 
Partially compliant 
 
Reasons for our decision: 
The unit must evidence that all pre-employment checks have been carried out for all new starters. 
Two staff had started in the unit since the last inspection. One had transferred from another 
Department of Health and Social Care (DHSC) facility. There was no records on file at Sweetbriar 
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to evidence any pre-employment checks for the other staff member and a requirement has once 
again been made. 
 
The employer must review staff member Disclosure and Barring Service (DBS) checks every three 
years. The manager said that several staff DBS checks were currently being reviewed as they were 
now over three years old. A requirement has been made.  
 
The inspector looked at the dates of when staff members received 1:1 supervision with their line 
manager. The manager said that supervisions should take place every quarter. This frequency had 
not been achieved for all staff and a requirement has been made. 
 
One new member of staff’s induction was scrutinised. This had been completed fully, with 
evidence of regular evaluation / progress meetings taking place between the staff member and 
their line manager.  
 
All mandatory training must be completed within the induction / probationary timescales. The 
training records for the member of staff who had started at Sweetbriar since the last inspection 
were examined. This staff member had still not completed training on communication and health 
and safety and a requirement has been made. 
 
All staff had received an annual appraisal. 
 
Team meetings that discuss the business of the service occur regularly. As the manager and staff 
worked alongside each other, the two meetings that had taken place so far in 2020 ensured that 
the standard was met. The manager said that agendas were set prior to meetings. 
 
Staff rotas were examined. Shift leaders were clearly identified. The rota did not indicate the hours 
worked, with only early and late shifts marked on the rota. An explanation must be included on the 
rota to denote what hours are worked on each shift 
 
 
Evidence Source:  

Observation  Records  Feedback  Discussion  

 
Requirements: 
Five 
 
Recommendations: 
None 
 
 

Regulation of Care Act 2013 Part 2 (37) and Care Services Regulations Part 3 (9)    
Standard 7 – Management Quality and Improvement  
People have confidence that the systems in place support the smooth running of the 
home. The registered manager is qualified and competent to manage the home. People 
are consulted about how the home is run and their opinions are taken into account. The 
home has an annual development plan that makes provision for the home to develop and 
improve.  
7.10 
 

 
Our Decision: 
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Compliant 
 
Reasons for our decision: 
The manager regularly worked alongside the staff team to ensure compliance with the unit’s 
policies and procedures. A use of mobile phones policy instructed staff to keep their personal 
phones in the staff room.  
 
 
Evidence Source:  

Observation  Records  Feedback  Discussion  

 
Requirements: 
None 
 
Recommendations: 
None 
 
 

Other areas identified during this inspection /or previous requirements which have 
not been met.  

 
Other areas identified during this inspection 
 
Standard 2.1 - While looking around the unit, the inspector noted cracks in the wall of the room 
used for respite. The doorframe of one service user’s room was damaged and needed repairing. 
 
Standard 3.1 - Care plans must be written on the support required to meet the identified needs of 
a service user. One person required assistance with a particular item of clothing following surgery. 
The manager explained how staff were sensitive to the service user’s needs, but there was no care 
plan in place, and this must be written. 
 
Standard 3.9 - Staff will be knowledgeable about de-escalation techniques and will be skilled in 
listening and anticipating, diverting or diffusing challenging incidents. They will be familiar with 
strategies that enable them to minimise behaviours that potentially may challenge. The inspector 
witnessed the manager sensitively deal with a situation with a service user, using distraction 
techniques. This technique / way of working with this service user must be written into a care 
plan. 
 
Standard 7.4 - Both the supervision policy and the induction policy had gone past the date of 
review, identified on each policy. 
 
 
Evidence Source:  

Observation  Records  Feedback  Discussion  

 
Requirements: 
Four 
 
Recommendations:  
None 
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Previous requirements which have not been met. 
 
Standard 4.13 - Fridge temperatures were being recorded daily, but the temperature recorded was 
often above 5°c. The unit should aim to keep the coldest part of the fridge between 0 degrees 
Celsius and 5 degrees Celsius. 
 
Standard 4.13 - Food temperatures must be recorded daily at each mealtime. There were gaps in 
the recording of these. 
 
 
Evidence Source:  

Observation  Records  Feedback  Discussion  

 
Requirements: 
One 
 
Recommendations:  
None 
 
 
The inspector would like to thank the management, staff and service users for 
their co-operation with this inspection. 
 
 
If you would like to discuss any of the issues mentioned in this report or have 
identified any inaccuracies, please do not hesitate to contact the Registration and 
Inspection Unit. 
 
 
Inspector: Kevin West Date: 18 December 2020 
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Provider’s Response  

 
 
From:  Sweetbriar 
 
 
I have read the inspection report for the inspection carried out on 23rd and 24th November 
2020 at the establishment known as Sweetbriar, and confirm that there are no factual 
inaccuracies in this report.    ☒ 

 
 
I agree to comply with the requirements/recommendations within the timescales as stated in 
this report.                                                                                                  ☒              

 
 
Or 
 
 
I am unable to confirm that the contents of this report are a fair and accurate representation of 
the facts relating to the inspection conducted on the above date(s)       ☐             

 
 
Signed 
Responsible Person Click here to enter text. 
Date    Click here to enter text. 
 
 
Signed   Clara Price 
Registered Manager  
Date    05.01.21 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


