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Part 1 - Service Information for Registered Service 

 
 
Name of Service:                                                              
Crovan Court  
 
Telephone No:    
(01624) 610121 
 
Care Service Number:   
ROCA/P/ 0272B 
                                                           
Conditions of Registration: 
1. The number of persons for whom care and accommodation at any time shall not exceed 52 

(fifty two). 

2. Manager to complete level 5 (RQF) Diploma in Leadership and Management for Adult Care 

by 1 September 2021.  

 
Registered company name: 
LV (IOM) Limited 
 
Name of Responsible Person:  
No Responsible person has been identified by LV Care at the time of this inspection  
 
Name of Registered Manager:  
Kath Blues 
 
Manager Registration number:   
ROCA/M/ 0259 
 
Date of latest registration certificate:    
30 September 2019 
 
Date of any additional regulatory action in the last inspection year (ie improvement 
measures or additional monitoring): 
None 
 
Date of previous inspection:  
This is the first inspection 
 
Person in charge at the time of the inspection:  
Kath Blues – Manager / David McGuinness – Deputy Manager 
 
Name of Inspectors: 
Sharon Kaighin 
Kevin West 
William Kelly 
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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: 
This is the first inspection since registration 
 

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 the first inspection of Crovan Court. The inspection was unannounced and took place 
over six days. Three inspectors were involved on the first four days of the inspection. 
 
The home can accommodate and care for up to fifty-two people, over the age of eighteen 
who require nursing care, plus four-day respite services. The home also accommodates people 
with mild levels of dementia.  
 
Care is provided over two floors. The first floor is accessed via a staircase either side of the 
building or by either of the two passenger lifts. 
 
Each floor provided individual living accommodation comprising of twenty-six rooms, all with 
en-suite facilities. There is a large spacious lounge, smaller lounges, seating areas and a 
dining room on each floor.  
 
On the first day of the inspection, nineteen residents were accommodated on the first floor 
and twenty-five residents downstairs.  
 
Assessing the environment took place throughout the inspection and the home was found to 
be very clean and free from odours. 
 
The inspectors had the opportunity to speak to several residents and some visitors during the 
course of the inspection. Numerous members of staff were spoken to by the inspectors and 
their responses noted. Several family members were contacted post inspection and asked 
their views on the care being provided to their relative.  
 
Throughout the inspection, staff were observed interacting with residents. 
 
Feedback was provided to the Deputy Manager and Clinical Director of LV Care on the last day 
of the inspection. 
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Part 4 -  Inspection Outcomes, Evidence and Requirements 

 
 

Regulation of Care Act 2013, Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 1 – Introduction, Assessment and Admission 
People are confident that the home’s information reflects the services practice and that written 
information is accurate and current.  The registered provider is able to clearly establish that the 
home’s facilities and staff can meet the individual’s specific needs and requirements.  The 
admission process is planned and people are clear on the terms and conditions surrounding their 
residency. 
 

 
Our Decision: 
Non-Compliant 
 
Reasons for our decision: 
A Statement of Purpose for the home was in place, but this did not contain all the required 
information, specifically the numbers of staff in the home and the arrangements for medication 
storage and administration.  A copy of the statement of purpose was available by the front door of 
the home. 
 
The inspector had an opportunity to review a number of service user files. Records demonstrated 
that some residents did not have a pre-admission assessment of their needs, which should have 
been carried out prior to being admitted to the home. 
Pre-admission assessment records that were available for inspection, did not have all of the 
information required within the criteria of the standard. 
 
Residents’ records demonstrated that some pre-admission assessments were carried out outside of 
the care home and that family members, and other significant people to the resident, were 
involved in the admission process, where possible. There was no evidence within the records that 
compatibility assessments had been carried out, exploring the impact the resident moving into the 
home would have had on the home, or the people living there. 
 
For planned admissions to the home, records determined that residents had not been offered a 
staged admission, allowing prospective residents the opportunity to meet staff and other residents, 
stay for a meal or join in with an activity, where practical. 
 
There was no evidence to support that, where it was not possible to complete a pre-admission 
assessment, this was recorded within their file. 
 
At the time of the inspection, there were no copies of resident’s contracts of terms of conditions in 
their files and copies were not presented to the inspector upon request to the manager. 
 
Evidence Source:  

Observation 

 

 Records  Feedback  Discussion  

 
Requirements: 
Six 
 
Recommendations:  
None 
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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 peoples’ 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. 

 
Our Decision: 
Substantially Compliant 
 
Reasons for our decision: 
 
The home was found to be in a good state of repair. It was clean and hygienic and free from 
odours. An issue highlighted during the inspection by various members of staff was the lack of 
appropriate showering aid for a resident. 
 
Residents were supported to personalise their own rooms with their own possessions, 
photographs, etc. People were able to lock the door to their own room. The door could be 
accessed from the outside in an emergency situation.  
Names and small pictures were displayed on each individual’s room door. People were able to 
control the heating, lighting and ventilation in their own rooms, or were supported to do so.  
 
Communal areas appeared comfortable and contained appropriate furniture. The ground-floor 
dining room was found to be fitted with a lock, restricting residents’ access when not in use. 
Feedback from the manager and staff members identified the reason was to reduce the risk of 
cross-contamination of the COVID-19 virus (covered in Standard 4.1). 
 
The dining rooms were spacious and able to accommodate all of the people on each floor. 
Dining room chairs had arm rests and sliders that aided independence and mobility.  
Inspectors joined residents for lunch on one of the inspection days. The inspectors found it to 
be a pleasant dining experience, with residents interacting with each other during the meal. 
 
Residents’ rooms contained a shower, toilet and sink. Communal toilets and bathrooms were also 
available on each floor. Toilet and bathroom doors were fitted with locks that could be overridden 
by a staff member in an emergency situation. 
 
A variety of aids were in use throughout the home. Slings were in use; however, the manager 
confirmed that there were no names or room numbers on slings, nor a laundering checklist.  
There were also no bedding changes recorded or mattress checks.  A schedule for cleaning 
equipment at night was in place and checks were recorded. Grab rails and raised toilet seats 
were provided. A check list, seen on inspection, evidenced that wheelchairs and standing 
hoists were cleaned after each use and checked regularly. 
 
The home did not have its own transport and staff members were not expected to transport the 
residents in their own vehicles; therefore, driving licence checks, together with confirmation of 
appropriate motor insurance, were not required. 
 
A telephone was available for the use of residents and the inspector was informed that an 
additional mobile phone was in the process of being purchased. 
The grounds and garden of the home were well maintained and accessible to the people living 
there.  
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Records did not evidence that residents had set their own daily living routines and the personal 
plans for people diagnosed with dementia did not describe how their choices and routines were 
restricted, by whom and why. 
 
Meals appeared nutritious and attractive. A discussion was had with the home’s chef regarding 
adhering to recognised nutritional standards, such as the Caroline Walker Trust. The chef said 
that he was aware of these standards but did not use them when menu planning. A 
recommendation has been made. Staff member feedback confirmed that where people 
required assistance with eating, systems were in place that ensured that residents received 
their meals and help in a timely manner. Resident feedback confirmed that choices of meals 
were available. Each morning a staff member was designated with the task of going round to 
each resident to ask what he or she would like to eat for that day. 
 
Care records identified that residents were provided with pureed food, as required.  
 
Drinks were seen to be provided at various times throughout the inspection. Resident 
feedback confirmed that drinks and snacks were provided at intervals throughout the day and 
evening. 
 
A discussion was had with one of the two activity co-ordinators that worked in the home. She 
reported that activities were organised a month in advance and that the activities were based 
on the interests of residents, ascertained soon after admission into the home. Activities were 
provided every morning and afternoon on each day of the week. Activities included chair 
based activities, trivia quizzes, reminiscing and arts and crafts. Some staff who were spoken to 
during the inspection believed that there was a lack of activities provided to residents who 
were bedbound. This was discussed with the deputy manager who said that this had improved 
since the recruitment of a second activity co-ordinator. Equipment for activities was provided, 
such as books and board games. Evidence of involvement in activities was recorded in 
individual care records. 
 
The Administrative Officer confirmed that all residents within the home had been recently 
registered for the electoral roll, as appropriate. 
 
Evidence Source:  

Observation 

 

 Records  Feedback  Discussion  

 
Requirements: 
One 
 
Recommendations:  
One 
 
 

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. 

 
Our Decision: 
Partially Compliant 
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Reasons for our decision: 
 
Personal plans of care were inspected and it was found that a number of them had not been 
drawn up from the assessments undertaken prior to the resident being admitted. There was no 
evidence that the residents, or their representatives, had been consulted or contributed to the 
details of the care plans. Evidence was also seen by the inspector of a care plan, which contained 
details relating to the care needs of two separate residents. 
 
Records for one resident determined that they had been admitted to the home with a known 
dietary requirement, which had not been portrayed within any of their personal care plans. 
 
Residents care plans were found to contain sufficient information to inform staff about how to 
support the person with their known medical conditions. Records and feedback from the deputy 
manager confirmed that residents had access to their GP and other medical professionals, when 
necessary. 
 
Care plans were found to include sections concerned with the social and cultural wellbeing of the 
resident; however, information regarding the emotional wellbeing of the resident’s was missing 
from the pre-admission assessments (covered in Standard 1.2). 
 
Care plans were also found to include communication needs and arrangements, where necessary. 
For residents who had presented with challenging behaviours, care plans and risk assessments to 
support the resident were found within their file. Daily notes ascertained when de-escalation 
techniques had been used and identified circumstances that triggered the need for staff 
intervention; however, there was no evidence to support that all staff had received training in de-
escalation techniques.  
 
Leisure interests had been identified within individual, service user files, including how residents 
will maintain contact with their friends and relatives, if possible. 
 
Care plans clearly identified what specialist furniture and/or equipment the resident needed to 
maintain their health, safety and comfort. 
 
Personal Emergency Evacuation Plans (PEEP) were in place, together with a fire risk assessment 
for each resident. A few of the resident plans were not completed or were out of the stated review 
period. Staff feedback confirmed that they were aware of residents’ PEEP’s.  
 
The home had End of Life plans within the residents’ files and Do Not Attempt Cardio-Pulmonary 
Resuscitation (DNACPR) documentation was present. The home had a Dignity and Death Policy, 
for which the review date had elapsed (covered in Standard 7.4); the policy however did not give 
guidance for staff on the end of life procedures being used within the home. 
 
Records, and feedback from the manager and deputy manager, determined that the home did not 
have a formal review process and residents’ personal care plans had not been reviewed from the 
time they had been admitted to the home. 
 
Residents’ records demonstrated that they had access to specialist healthcare, when necessary. 
During the inspection, inspectors observed a therapist from the Speech and Language Therapy 
services visit a resident in response to concerns raised by staff. 
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Resident’s risk assessments covered a number of areas relating to their care; however, for some 
residents, identified areas of concerns recorded in their pre-admission assessments did not have a 
correlating risk assessment, detailing what the risk of harm is and how the home is going to 
remove or reduce that risk of harm. There was no evidence that the residents, or their 
representatives, had been consulted or contributed to the details of the risk assessments. 
 
The manager held an amount of cash for a number of residents; however, their records did not 
have the relevant care plans or risk assessments establishing if there was a legal reason for doing 
so, or if this arrangement was consensual. For residents deemed not to have capacity to manage 
their own monies, this was not recorded within their file, there were no capacity assessments or 
’best interests’ meetings recorded and kept within their file (covered under Standard 3.21). 
 
For residents that were considered to lack capacity to make decisions in any area of their life, 
there was no evidence that capacity assessments had been undertaken, to determine if capacity 
was present, or any records that a best interest’s decisions had been taken and records kept in the 
resident’s file. 
 
The inspector had an opportunity to review residents’ medication records. For one resident, it was 
revealed that some Medication Administration Records (MAR’s) were missing. The missing records 
were pertaining to medication listed on the UK Government ‘Controlled Drugs’ list. 
 
Resident’s medication risk assessments were completed and within their file; however, there were 
no risk assessments carried out for residents who manage their own medication. 
 
Where residents had been supported by staff with the administration of their medication, the 
reason for this was not made clear within their care records. 
 
The register for controlled medication was found to be completed for all residents receiving 
medication that fell under the current UK Government ‘controlled drugs’ list. The register should 
have had the signature of two members of staff, confirming the administration; however, there 
was one entry that only had one signature. 
 
Records demonstrated that all staff administering medication had attended an ‘Administration of 
Medication’ course; however, the trainer was not registered with a training organisation for the 
purpose of delivering Administration of Medication training. 
 
Staff records and feedback from the deputy manager determined that Senior Health Care 
Assistants, tasked with administering medication, had not had their competency assessed annually. 
 
Feedback from the deputy manager confirmed that only qualified nurses carry out medical and 
nursing procedures within the home. 
 
Fully stocked first aid boxes were located on each nurse’s station and in the treatment rooms. In 
the main kitchen there was a first aid box and a burn care kit. 
 
Training records and feedback from the deputy manager confirmed that staff members had 
attended a first aid awareness course. At the time of the inspection, the home did not have a 
qualified first aider within the whole staff team. 
 
 
Evidence Source:  

Observation  Records  Feedback  Discussion  
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Requirements: 
Fifteen 
 
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. 

 
Our Decision: 
Partially Compliant 
 
Reasons for our decision: 
 
The inspector had an opportunity to review the home’s environmental risk assessments, which 
were found to have elapsed their latest review date. 
 
A whistleblowing policy was in place; however, the signing sheet had not been signed by all staff.  
Relevant documentation around a raised safeguarding alert were in place. A copy of the most 
current Isle of Man Adult Safeguarding Procedures was available on each nurse’s station; however, 
it was not evident that all staff had read and understood this document.  
 
Staff training records did not evidence that all staff members had completed mandatory 
safeguarding training. 
 
Training records and feedback from the deputy manager confirmed that not all staff members had  
undertaken physical interventions training. 
 
The entrance to the building was locked to restrict access and egress, which required a number to 
be entered onto a keypad to open. The inspectors observed that residents wishing to leave the 
building required a member of staff to let them out. Records of residents deemed to lack capacity 
to maintain their own safety in the community, did not have evidence within their file that their 
deprivation of liberty was decided after a multi-disciplinary meeting. 
 
The complaints procedure required revising, to reflect the lack of access to an independent 
advocate in the Isle of Man. The procedure was not displayed at the service. 
 
The inspector had an opportunity to review the complaints log, which established that the 
timescales to the acknowledgement and outcome of a complaint were followed. 
 
A fire risk assessment for the home was in place, which was due for review in August 2021. All fire 
exits were clear on the day of the inspection. Monthly door closer checks were undertaken which 
were in date. Fire extinguisher servicing and inspection were in date. Emergency lighting checks 
had been tested monthly, with the annual three hourly test evidenced. Fire drills had been carried 
out twice yearly. A variety of policies and procedures were in place, but required updating. Staff 
members confirmed to the inspector that they were clear on what to do in the event of a fire. 
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Housekeepers were observed following a cleaning routine and staff members were seen using 
Personal Protective Equipment (PPE). Liquid hand soap and paper towels were available in 
bathroom/toilets and hand washing reminders were displayed throughout. Hand sanitisers 
were available in hallways. The laundry room was examined on inspection, which was found 
to be spacious and enabled a system for allowing dirty laundry on one side and clean laundry 
on the other. No infection control guidance, such as Government diarrhoea and vomiting 
guidance and decontamination of laundry guidance was available. It is recommended that 
infection control guidance is available in the laundry. Sluice rooms were kept locked and 
contained appropriate equipment/facilities, such as a disinfectant for bedpans and sinks and 
liquid hand soap. 
 
Records confirmed that staff were recording the temperatures of the fridges, located in the 
dining room on each floors, but there were some gaps in the recordings, which must be daily. 
A requirement has been made. Food was stored appropriately in the fridges, with stickers on 
each opened item indicating when to use by. Breakfast cereal had been decanted from the 
original box into a storage container, but there was no label to say when the cereal should be 
used by. A requirement has been made. Food was taken from the ground floor kitchen 
upstairs to the dining room. This was transported in a bain-marie. The food was probed 
before it left the kitchen, but was then not probed again in the upstairs dining room. This 
must be done to ensure that hot food is 63°c or above before being served.  
 
Safety data sheets and risk assessments were kept on the COSHH products used in the home, 
however the safety data sheets and risk assessments for two cleaning products, that fall under 
COSHH Regulations (1999) were not available. 
 
A valid Electrical Installations Report was in place. PAT (Portable Appliance Testing) tests were 
recorded. 
 
Legionella testing had been carried out. The inspector tested hot water temperatures 
throughout the home, using an infrared thermometer. This evidenced that hot water did not 
exceed permitted temperatures. Staff were recording the temperature of the bath in the 
communal bathroom. Showerhead chlorination had been completed.   
 
Records verified that the gas boiler servicing had been completed. 
 
A valid public liability insurance certificate was in place. 
 
Evidence Source:  

Observation 

 

 Records  Feedback  Discussion  

 
Requirements: 
Six 
 
Recommendations: 
One 
 
 

Regulation of Care Act 2013 Part 2 (37) and Care Services Regulations Part 3 (9) 
Standard 5 – Moving On 
People have confidence that the support and systems in place will provide a positive experience 
when people move out of the care home. 
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Our Decision: 
Partially Compliant 
 
Reasons for our decision: 
 
Records and feedback from the deputy manager verified that a number of residents had moved on 
from the home. The home had a moving on policy in place; however, there was no evidence to 
verify how staff had supported residents to move on to new accommodation. 
 
There was no evidence presented to ensure finance matters were arranged prior to the move. 
 
For one resident moving to another care home, there was no evidence presented that the 
individual’s records and personal plans were provided to the new home. 
 
Evidence Source:  

Observation 

 

 Records  Feedback  Discussion  

 
Requirements: 
Three 
 
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 to ensure effective supervision and 
continuous professional development. 

 
Our Decision: 
Partially Compliant 
 
Reasons for our decision: 
 
The home had an Equality, Diversity and Inclusion Policy, ensuring that applicants were treated 
fairly when applying for employment. 
 
The inspector had an opportunity to examine a number of staff files, which established that 
several files were missing information required to conform to the criteria of the Standard. These 
included no interview notes within some files; interview notes not signed by both interviewers; an 
incomplete reference, and one reference not being from the person’s previous employer. Staff files 
were found to include a copy of the staff member’s job description. 
 
Staff files included evidence of completing an induction/probation period; however, there was no 
evidence that one-to-one meetings had taken place during this time (covered in Standard 6.8).  
 
Staff files and rotas evidenced that new staff had worked supernumerary for a minimum of one 
week, shadowing experienced staff. 
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A supervision matrix was seen on inspection; however, there was no supporting evidence, in the 
form of supervision notes, to demonstrate that supervisions had been done to meet the criteria of 
this standard. 
 
Induction records were examined on inspection, which confirmed that staff members had 
completed all mandatory training; however, records showed that some staff had not completed all 
areas of the induction programme, within the recognised timescales. 
 
Staff records that were available for inspection, did not evidence that individual training needs, 
and any gaps, were identified as part of an on-going programme. 
 
Inspection of the staff files did not evidence that staff members’ annual appraisals had been 
completed; demonstrating that supervision and appraisal records had not been maintained on the 
individual’s file and a copy had been provided to the member of staff. 
 
A discrete and separate training programme for staff working with residents with dementia could 
not be validated during this inspection. 
 
The inspector was informed that staff are not currently undertaking the Care Certificate. 
 
The competence, knowledge and qualifications of the trainers used by the home, could not be 
validated during this inspection. 
 
Staff records and feedback from the manager confirmed that no evaluation checks had been 
carried out following staff training. 
 
Team meeting minutes were provided to the inspector; agendas were set prior to the meetings. 
 
Resident’s records included a dependency assessment of needs; however, the deputy manager 
informed the inspector that some of the dependency levels were inaccurate and some were out of 
date. The home did not demonstrate how staffing levels and staff deployments had been 
determined following the completion of the resident’s dependency levels. Feedback from staff 
members informed the inspector that staffing levels were generally ok, but some staff did say that 
they had concerns over staffing levels. 
 
The home provided the inspection team with two different versions of historic staffing rotas and a 
copy of the payroll hours for the same periods. One set of rotas indicated additional staff to the 
other, which could not be validated with information from the payroll hours. Some information on 
the payroll hours could not be substantiated on either versions of the rotas. 
 
The rotas did not identify all staff by using their full name; some staff were identified by using only 
their first name. 
 
Staff rotas and feedback from the manager demonstrated that the home did not have an 
acknowledged contingency plan to cover for staff absence for either sickness, annual leave, 
training or special leave. 
 
Staffing records showed that the home had employed agency staff; however, feedback from the 
deputy manager established that the home had not completed any competency and suitability 
checks for those agency staff, to ensure of their ability to perform their roles within the home. 
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Evidence Source:  

Observation  Records  Feedback  Discussion  

 
Requirements: 
Eleven 
 
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 annual 
development plan that makes provision for the home to develop and improve.    

 
Our Decision: 
Partially Compliant 
 
Reasons for our decision: 
 
Feedback from the manager indicated that three new nurses had been employed by the home and 
were due to start employment following pre-employment checks. 
 
The registered manager was in the process of completing their RQF level 5 in Leadership for 
Health and Social Care. The deputy manager was a registered nurse. Rotas and payroll information 
provided to the inspection team demonstrated that there were a number of 12-hour shifts when a 
qualified nurse was not available in the home.  
 
A variety of policies and procedures were in place; however the majority of these were in need of 
review, some contained out of date information or did not reference Manx legislation. The home 
had a policy and procedure entitled ‘physical intervention and restraint management of behaviours 
that challenge’, which contained a section on restraint. This policy is required to be amended to 
state that restraint must not be used in the home. The Statement of Purpose for the home also 
clearly states that care cannot be provided to individuals who have behaviours which challenge. 
 
Policies and procedures had not been regularly reviewed and did not identify when they were due 
for review. 
 
The inspector had an opportunity to review the minutes of residents’ meetings. Feedback from the 
manager also confirmed that, the reasons for locking the dining room had not been conveyed and 
discussed with the residents or their views on this decision obtained and recorded. None of the 
minutes to the meetings had a list of the attending residents. 
 
The inspector was informed by the manager, that a series of quality assessment exercises had 
been undertaken but, at the time of the inspection, were not available to inform the running of the 
service. 
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An annual report was in place, but did not include a written development plan based on outcomes 
of the quality assessment exercise. The plan must be displayed and available to all. This was not 
evidenced in the home and a requirement has been made. 
 
Feedback from the manager established that there was no system in place to observe and record 
staff activity, to ensure that staff complied with the home’s policies and procedures or terms and 
conditions of their employment. 
 
A mobile phone policy was in place, with staff confirming that this was enforced and appropriate 
use of mobile phones was followed. 
 
The inspector had an opportunity to review a number of residents’ daily notes within their file. 
Entries within the daily notes identified the staff member that had written the notes, by only their 
first name and the first initial of their surname, not their full name. Also, daily notes written by 
agency staff, only identified them by the agency they are employed by, not their full name. 
 
A written policy informing people of their rights to access their files and records was not displayed 
in the home. 
 
During the inspection, the inspector observed residents personal information on display, at the 
ground-floor nurses’ station, in an area where all residents, and their family members, have 
access. Information on individual resident’s food preferences was also displayed in each dining 
room. 
 
There was no responsible person (or agreed nominee) in place to make twice yearly visits to the 
home. 
 
Feedback from the manager determined that the home safely stored small, personal belongings 
and a small amount of spending monies, belonging to the residents’.  Records were kept of all 
items and all monetary transactions were signed and witnessed by two members of staff. 
 
Evidence Source:  

Observation  Records  Feedback  Discussion  

 
Requirements: 
Eleven 
 
Recommendations: 
One 
 
 
 
 
 
 
 
 
The inspector would like to thank the management, staff and service users for 
their co-operation with this inspection. 
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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: Sharon Kaighin Date: 4 March 2021 
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Provider’s Response  

 
 
From: Crovan Court 
 
 
I / we have read the inspection report for the inspection carried out on the 2nd, 3rd, 8th, 9th, 
11th and 23rd February 2021 at the establishment known as Crovan Court, and confirm that 
there are no factual inaccuracies in this report.  
  ☒ 

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

 
 
Or 
 
 
I/we am/are 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   T. Gentry 
Agreed Nominee  Tracy Gentry – Clinical Director 
Date    16/04/2021 
 
 
Signed   Click here to enter text. 
Registered Manager  
Date    Click here to enter text. 

  
 
 
 
 
 
 
 
 


