
 

Report on Mannanan Court Announced Visit 29th June 2021 
 

 
Members of the Mental Health Commission undertook an announced visit to the in-patient suites at 
Mannanan Court on Tuesday 29th June. 
 
The visit was undertaken on site by three lay members and assisted on line and by telephone by 
three professional members.  The lay members were Ian Buxton, Anna Templer and acting lay 
member, Rebecca Jacobs.  Professional members, Dr Malar Sandilyan and Dr Richard Hillier 
inspected paperwork via Rio online and Dr Richard Crellin reviewed the medication cards of detained 
patients and their associated forms 46 or 47 over the telephone with Ian Buxton. 
 
This announced visit had been deferred twice due to practical issues relating to COVID19 restrictions 
and also availability of lay members. 
 

 
Occupancy and Staffing Levels 
 
There were eight patients on the Older Adult ward (Glen Suite). 
Six were informal patients and two were detained; one under Section 2 and one under Section 3. 
 
On the Adult ward (Harbour Suite) there were thirteen patients. 
Eight were informal, one was detained under Section 2, and four under Section 3. 
 
Two patients on Section 2 had been discharged home the previous day and one patient on Section 2 
had been regraded to informal status the previous day. 
 

Occupancy levels, therefore, remain high with twenty-three patients in the unit on the day prior to 
our visit. There were however, no complaints, unlike previous visits, of repeated shifting of beds and 
unexpected prolongation of leave to accommodate new admissions. 
 

All patients were on routine observation levels, again a marked contrast to previous visits. 
 

Staffing levels showed seven staff on the morning shift, six on the afternoon and six on night shift. 
These are the levels required but concerns were expressed at the management meeting at the start 
of the visit and by staff interviewed, that the mix of skills, for example ratio of trained nurses to 
HCAs, was often not as required and there were concerns expressed that there was an overall 
vacancy rate of 27% in the Mental Health Services with difficulty in recruiting new staff.  We were 
informed that on the whole staff retention was good, but two nurses were about to leave the In-
patient unit 
 

We were told that there were five agency staff currently employed on the unit on contracts that 
were for 3-6 months.  There was also reliance on bank staff employed on a daily or weekly basis.  We 
would welcome more data on this.  Perhaps a week’s sample rota with agency and bank staff 
highlighted separately. 
 
We were informed by staff that morale was currently good on the ward. 



 

Ward Environment and General Observations 
 
The wards appeared settled with patients engaged in activities and this impression was backed up by 
patient interviews (see below). 
 
The property room was inspected as this had been a problem on previous visits with reports of 
frequent loss or alleged theft of patients’ property.  It was tidy and much better organised than 
previously.  It was clear that patients’ property was clearly labelled and a system was in place for 
signing things in and out.  There are lockable lockers for valuables but they are small.  One patient 
alleged that a suitcase containing valuable clothing had been ‘thrown away.’  In the past, however, 
there were multiple complaints of property loss. 
 
The wards do look tired, particularly in the Older Adult ward with peeling walls.  We would like to 
know whether there is a redecorating schedule in place for the unit as a whole, as this will only get 
worse. 
 
New beds have been installed in all the rooms in Glen Suite (OlderAdults) which makes nursing 
patients easier, especially those with cardiac issues. 
  
Another general observation, backed up repeatedly at patient interviews was the food.  The 
complaints were that there was inadequate catering for patients with special dietary needs, and 
vegetarians or vegans, with baked potatoes or baked beans being the only alternative option most 
days.  With vegetarian and vegan diets becoming increasingly common, especially in young adults, 
this needs to be addressed. 
 
During the visit, Commission members noted a scarf lying on a bed.  Although the occupant of the 
room was not considered a suicide risk, the scarf was potentially accessible to suicidal patients.  The 
Commission would like to know how such risks are assessed and managed. 
 
 
Note Keeping and Records 
 
In particular we focussed on the recording of patients’ rights and their capacity to understand their 
detention.  This has been something that has been poor on previous visits.  Our inspection showed: 
 
Firstly, that the special section in Rio for recording this is being used.   This was populated in five out 
of seven sets of notes examined.  In one set of notes there was no entry in the specific section, but a 
note was evident in the ‘progress notes’ section of the patient having their rights explained.  One 
patient had no record of having their rights explained either in the specific section of Rio or in the 
progress notes. 
 
Secondly, of the seven sets of notes examined there was only one satisfactory recording of a 
patient’s rights having been read,  specifically, their rights to a Tribunal etc. and the patient’s 
understanding and response.  We noted that mostly there was one line saying ‘patient’s rights read 
and understood.’   



 

 
Thirdly, there was no attempt to revisit the patients’ rights if they were too ill to understand them at 
the time of admission. This was noted on three of the seven sets of notes examined. 
 
Finally, when patients were regraded from Section 2 to Section 3, their rights were not revisited. 
 
 
Legal Paperwork 
 
The admission papers (and any subsequent conversions from Section 2 to 3, or renewals of Section3)  
were reviewed for seven detained patients.  This was a total of fourteen sets of papers; seven 
admissions, five conversions from 2 to 3, and two Section 3 renewals.  The medical 
recommendations were audited against a check list which included factors such as whether a 
description of the mental symptoms was included, whether reasons were given why a less restrictive 
option was not possible, including informal admission, whether the risks the patient posed to their 
health, safety or the safety of others (cited as the reason for detention) were described on the 
admission papers. 
 
The renewals of Section 3 were all well done with clear diagnoses and descriptions of ongoing 
symptoms and clear descriptions of the ongoing risks that had been ticked elsewhere on the paper. 
 
The admissions and the conversions from 2 to 3 were less satisfactory.  Three sets of these papers 
did not include a satisfactory description of the mental symptoms and/or did not identify the nature 
of the diagnosis.  Admission under a section 3 or conversion of a Section 2 to a 3 requires the 
diagnosis to be identified and although this was done in all sets of Section 3 papers, there was very 
poor description of the symptomatology and its severity in two of the six sets of section 3 papers, 
and consequently inadequate justification as to why less restrictive or informal treatment packages 
would not be suitable.  Admission under Section 2 does not require a diagnosis but there must be 
enough of a description of symptoms to justify the presence of a mental disorder even if it cannot 
yet be named and this was inadequate in three of the six Section 2 papers. 
 
Six of twelve sets of admission (including conversion of section 2 to section 3) papers did not 
describe in what way the patient posed a risk to their health, safety, or the safety of others although 
they had been identified as doing so in the boxes on the forms. 
 
All patients who required either a Consent to Treatment form (Form 46) or a Second Opinion (Form 
47) after 3 months, were in receipt of these. 
 
All patients who were in receipt of leave had satisfactorily completed and in-date Section 17 forms 
 
Two patients had had their Section 3 renewed (F30) and were therefore required, under Section 76, 
to be referred for a Mental Health Review Tribunal.  These referrals had taken place. 
 
 
 



 

Review of Medication Cards 
 
The medication cards of all seven detained patients were reviewed over the phone.  No excessive 
doses of medication was evident and prescribing appeared rational and appropriate.  Three patients 
required either a form 46 or 47 in order to continue to be prescribed medication legally.   Each of 
these patients had valid form 47s and their medication cards matched their form 47 list of 
psychiatric medications, except for one where a hypnotic had been added by the on-call doctor and 
this was not authorised on the form 47.   It is possible that the doctors who share the psychiatric on-
call rota may not be trainee psychiatrists and may not be aware of the significance of the form 47. 
 
 
Seclusion 
 
There was some confusion over the Seclusion Policy currently in use.  The seclusion policy in use on 
the ward and which was in the seclusion log folder was V4.  Management, however believed the 
policy currently in use was V5 which was apparently implemented in April 2021, but for some reason 
this was not the one currently being used by ward staff.  This may indicate that there could be 
problems generally with how new policies are implemented at the ward level and this process needs 
to be watertight e.g. that old policies are destroyed so confusion cannot occur. 
 
There had been eight episodes of seclusion since our last visit in November 2020.  One patient had 
been secluded twice and six others had had single episodes of seclusion. 
 
We noted that only one of the eight episodes of seclusion had the seclusion notes uploaded onto 
Rio.  We would recommend that following a completed episode of seclusion all the paper seclusion 
notes are uploaded.  We struggled to review the timings and details of the seclusion reviews 
because none of the raw seclusion papers were present in the seclusion folder and only one set was 
uploaded onto Rio.  We wondered where the original papers are stored, given only one set was 
uploaded.  These papers could need to be referred to for medico legal purposes.  Audits were 
present in the folder 
 
The periods of Seclusion ranged from 9 hrs to 72hrs.  All patients had a timely medical review within 
one hour of being secluded.  As the seclusion review paper forms were not available and had not 
been uploaded to Rio, it was difficult to ascertain whether the two hourly nursing reviews took place 
on time as entries to the ‘progress notes’ section on Rio often take place when the nurse has time to 
do the entry and times of entries may appear to be different to when the review actually took place.  
The same is true of Senior/consultant/MDT reviews.  This makes it difficult to ascertain whether the 
policy is being fully adhered to. 
 
The Seclusion Policy requires the patient’s family to be informed.  There was evidence of this in six of 
the eight episodes of seclusion.  Similarly the MHC is required to be informed if an episode of 
seclusion takes place, but again there was evidence of this in only six of the episodes. 
 



 

The rationale for ending the seclusion and the patient ‘debrief’ is not recorded on Rio in six of the 
eight episodes.  The fact that the Seclusion Review forms are not routinely found on Rio makes it 
difficult to get a true picture. 
 
 
Patient Interviews 
 
A total of eight patients asked to meet with the Commission,  four were informal (by chance all 
Older Adult patients) and four on Section 3 (by chance all Harbour Suite/ Adult patients). 
 
In general, patients were happy with the nursing care.  There were no complaints of staff using their 
mobile phones whilst caring for patients.  Patients on the whole knew who their named nurse was.  
One capacitous adult patient did not know who her named nurse was.  One patient claimed to have 
an unsatisfactory relationship with her named nurse and had asked for her to be changed but this 
had not taken place yet.    One patient complained that she had not had a session with her named 
nurse for four weeks following admission.  She requested a change and this has been implemented.  
One male elderly patient complained he was handled ‘roughly.’ 
 
The main complaints were about the food, especially for those with special dietary needs 
(allergies/vegan /diabetic) where there was a lack of variety and choice. 
 
Unlike previous visits there were no complaints about the Ward Round process.  One patient 
complained that the doctors didn’t listen to them.   
 
All patients whom we felt were capacitous, knew about the appeals process. 
 
 
Staff Interviews 
 
Two members of staff were interviewed.   
 
A staff member from Glen Ward, stated that there were issues in moving patients through to 
appropriate community units due to the closure of homes in the community.  They also stated that 
the staffing levels were becoming ‘difficult’ again, with an reliance on agency staff.  They stated 
there is shortly due to be a new ‘Band 6’ nurse appointed which will improve the situation.  They 
stated that continuing professional development had suffered during COVID especially  ‘control and 
restraint.’ 
 
The staff member from Harbour Suite stated that the atmosphere was much better on the wards.  
The lower usage of enhanced observation levels meant the ward was more relaxed.  Nurses feel 
more empowered as they are able to reduce levels of observation when previously this could be 
done only by a doctor.  He stated that management was more visible and more collaborative. 
  
On the negative side they stated there were issues relating to the rota and the fact that there was 
not enough notice for the off-duty rota.  Six weeks visibility was agreed with the unions but the off-



 

duty is currently only visible two to three weeks in advance.  There continue to be issues with the 
skills mix on shifts with an ongoing reliance on HCAs.   They also expressed the opinion that 
professional development is poor for in-patient nurses and that if staff want to progress by getting 
new skills, they often have to leave and this leads to staff retention issues on the ward. 
 
 
Summary 
 
(These are laid out as per the Department’s last Action Plan) 
 
1. General Environment 
 

 Parts of the unit were looking tatty. The MHC would like to know if there is a decorating 
schedule and budget. 

 There were a number of complaints about the lack of variety and the quality of alternative/ 
special needs diets. 

 Activities were described as good. 

 The property room was much improved and there was only one complaint about missing 
property. 

 We were pleased that the smoking ban seems to have gone without problems and there were 
no complaints around this issue from the patients 

 
2. Treatment 
 

 Patients appeared to be positive about the nursing staff in general.  There were one or two 
complaints (see 5 below). More patients were positive about their relationship with their named 
nurse but we remain surprised as to how many Adult patients still seemed unaware of who their 
named nurse was and one who claimed not to have seen their named nurse for four weeks 
following admission (could this have been related to leave/sick leave/rostering issues? It seems 
important that routine issues like this are anticipated and avoided).  There were no complaints 
about the staff use of mobile phones.  The low level of ‘close observations’ seems to have had a 
positive effect on the nurse/patient relationship. 

 

 One or two of the medication cards were confusing.   We would urge that medication cards are 
rewritten if they appear full (due to the cancelling of scripts earlier in the card) rather than a 
second card being added.  Although this can appear laborious for the doctor it reduces confusion 
and the risk of medication errors.  The only need for a second medication card would be if the 
patient was being actively prescribed more medications than could fit in one of the sections of 
the first card. 

 

 There was one medication card which did not match the Form 47 and this was a p.r.n hypnotic 
added by a duty doctor.  Duty doctors need to be aware of the significance of form 47s. 

 
 
 



 

3. Review of Mental Health Act Documentation and Capacity 
 

 The last Action Plan identified Section 12 MHA refresher training due to take place in May 2021.  
Did this occur or was it cancelled due to COVID?  The quality of the completed Admission Papers 
was inconsistent (see body of report) and the professional member auditing these felt that some 
were barely legal.  The last Action Plan noted that descriptions of the symptoms needed to be 
fuller.  This was definitely the case at this visit and also the risks posed need to be identified so 
that it is clear why less restrictive alternatives are not appropriate. 

 

 Capacity documentation remains poor.  We noted that the specific area on Rio is being 
populated more frequently, but the entries are too brief and superficial and do not include 
whether the patient grasps their rights to the appeal process. Also there was no evidence of  the 
patients’ rights being revisited at a later date if they were too ill to understand them on 
admission 

 
 

4. Patient Interviews 
 

 The issues arising from these have largely been covered above 
 
 

5. Complaints (received at interviews; not formal complaints) 
 

 One elderly patient complained he was handled ‘roughly’ on occasions. 

 One patient on Harbour Suite had a number of complaints.  e.g. That staff would not let her 
exercise which interfered with her diabetic control;  that £2000 worth of clothing had been 
stolen; that her named nurse was ‘terrible’ and she had requested a change but this had not 
been implemented; that her mobile phone had been removed so she could not contact friends 
or family.  These complaints may have been related to her mental state. 

 Other verbal complaints have been covered elsewhere. 
 

6. Incident Records  -    N/A 
 
 
7. Use of Seclusion 
 

 We would encourage the ‘uploading’ of all the Seclusion papers onto Rio.  This had only 
occurred for one of the eight episodes of Seclusion.  It will make retrospective auditing easier 
and more accurate and these papers are potentially medico legal documents. 

 

 The Implementation of new policies needs to be clearer as there was confusion as to which 
version (4 or 5) was currently in use. 

 

 Still some issues appear to remain around termination of seclusion (reasons for termination and 
documentation of de-brief). 

 



 

 
Finally………Some suggestions   
 
The MHC wonders whether the Mental Health Unit has a routine weekly or monthly education/ 
audit programme where it can present audits or teaching on specific issues.   This would give the 
opportunity to audit admission papers, seclusion documentation, quality of discharge planning, 
quality of capacity documentation etc.  Ideally this would be multidisciplinary and give a sense of 
joint ownership of the issues.  Staffing levels may make this impractical. 
 
There appears to be a sense of ‘lack of skills development’ among the nursing staff and this could be 
helped by inclusion in the above and/or a separate academic/ skills based programme for nurses and 
HCAs. 
 
Although the care being given to patients is better than satisfactory, there are opportunities to move 
up a gear by performing internal audits, multidisciplinary meetings etc. 
 
 
 
 
 
 
 

 


