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Our findings 
Overall summary 
This assessment was one of a programme of visits that the CQC is completing at the invitation 

of the Isle of Man Government’s Department of Health and Social Care (IoMDHSC) in order to 

develop an ongoing approach to providing an independent regime of inspection of health and 

social care providers delivered or commissioned by IoMDHSC and Manx Care.    

The CQC does not have statutory powers with regard to improvement action for services on the 

Isle of Man, and providers on the island are not subject to CQC’s enforcement powers. The 

assessment is unrated and areas for improvement can be found in the Recommendations or 

‘Actions we have told the Provider to take’ sections of this report 

The Isle of Man is a self-governing British Crown dependency in the Irish Sea between England 

and Ireland. The Isle of man has a population of approximately 85,000 people, however visitors to 

the island increase the population, particularly during the Island’s Tourist Trophy (TT) motorcycle 

racing event. Manx Care was established in April 2021 by the Government of the Isle of Man as an 

arm's length organisation, to focus on delivery of health and social care on the Island.  

We undertook this pilot visit to the emergency department (ED) at Nobles Hospital from 13 to 16 

June 2022. The ED is part of the Medicine, Urgent Care and Ambulance Service Care Group. The 

visit was announced (staff knew we were coming). Information provided by Manx Care prior to our 

visit indicated there had been 26,718 attendances to the ED from April 2021 to January 2022 

inclusive. The department is located at Noble’s Hospital, it has 14 patient areas in the majors / 

resuscitation area and a separate Minor Injuries Unit (MIU). 

   People’s experience of using this service and what we found 
To get to the heart of people’s experiences of care and treatment, we asked the following five 

questions: 
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• Is it safe? 

• Is it effective? 

• Is it caring? 

• Is it responsive to people’s needs? 

• Is it well-led? 

These questions form the framework for the areas we look at during the inspection. 

We found areas where the service could make improvements. CQC told the service:  

• Mandatory Training – Mandatory training levels were low, including life support training and 

there was an ineffective system to ensure oversight of all mandatory training requirements 

for all staff within the department.  

• Safeguarding – No staff had undertaken safeguarding adults and children training to the 

appropriate level. There were inconsistent messages about the processes and staff did not 

always have the skills to identify or action a safeguarding concern.  

• Environment and equipment – There were inconsistent processes to ensure cleaning, 

maintenance and calibration of equipment. There was no ligature free area to be used by 

patients at risk of self-harm. Substances which could cause harm to patients were not 

stored securely. 

• Assessing and responding to patient risk - There was an inconsistent approach to 

assessing and responding to patient risk. Patient care records did not provide assurance 

that risk assessments were carried out.  

• Medicines – There were ineffective systems to have oversight that medicines were 

managed safely and securely. This included controlled drugs.  

• Staffing – there were insufficient numbers of staff to ensure safe care and effective 

management of patients.  

• Patient care records - Staff did not complete patient care records in line with the standards 

required by their registering bodies, for example the Nursing and Midwifery Council and the 

General Medical Council. Records were not always stored securely. 

• Incident reporting - Reporting was discouraged and there appeared to be a blame culture in 

the department. The reporting system was described as weaponised. We saw limited 

evidence of learning from incidents. 

• Policies - We saw several policies that were out of date, had not been reviewed to ensure 

they reflected the most up to date guidance and there was no consistent oversight or 

ownership of this.  

• Patient outcomes – There was no data displayed relating to patient outcomes in the 

department. In addition, there was limited local audit to provide evidence of safe, effective 

care.   

• Consent – The policy was out of date and required review. Consent was not always 

recorded in patient care records and there were no audits to provide assurance that 

consent was obtained in line with guidance.  

• Access and flow – The key performance indicators in place were not always met and 

showed a deteriorating picture in terms of access and flow. During our onsite visit, patients 

requiring admission were experiencing long waits for beds in the hospital. 
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• Governance - The governance processes were not robust. This meant the department 

leaders had limited oversight and were unable to be assured they were providing safe care 

and treatment. 

• Risk management – Risks remained on the risk register for many years, with no evidence of 

actions to reduce or mitigate the risks, some of which were graded as high and extreme. 

• Managing information - The quality dashboard was not always effectively completed which 

meant leaders did not have oversight of the department’s performance to enable them to 

evidence safe care or to identify risks and where improvements were needed.  Different 

systems for patient records meant staff had limited oversight of patients’ care records.  

• Learning and continuous improvement - We saw limited examples of any quality 

improvement initiatives or continuous learning. 

We have also identified areas of concern which we have escalated to the IOMDHSC.  

• Culture – The culture within the department was of significant concern. We found lack of 

support for staff health and wellbeing, relationships were “toxic” and there was a bullying 

and blame culture.  

• Leadership - At the time of our onsite visit we had concerns around skills, attitudes and 

behaviours of both medical and nursing leadership teams. There was a significant 

disconnect between the nursing and medical staffing in the department which could have 

the potential to cause or contribute to patient harm. 

 

Is the service safe? 
We found that this service was not always safe in accordance with CQC's inspection 
framework 
 

Mandatory training 

The service did not provide the required mandatory training, including life support training, 

to all staff and did not make sure everyone completed it.  

Data provided by Manx Care, prior to our visit stated it was unable to obtain and provide us with 

accurate training compliance figures from the electronic training system. They could only provide 

the numbers of staff who had completed a course not the numbers who were required to do so.  In 

addition, the data provided was not a full suite of the training we would expect all healthcare staff 

to have undertaken. 

This issue was mentioned in the minutes of the February 2022 operational clinical quality group. 

However, this had not improved at the time of our visit. It was also noted in the minutes of the 

operational clinical quality group from May 2022, that there was insufficient monitoring of other 

mandatory training subjects as well as role specific assurances. 

Data provided by the hospital showed the following compliance rates, in April 2022, for substantive 

nursing staff in medicine and urgent care (Data was not provided for medical staff): 

• Equality and Diversity 60% 

• Manual Handling 52% 

• Infection Prevention and Control 78% 

• Safeguarding Children 38% 

• Fire training 29% 

• Safeguarding adults 58% 
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None of these met the hospital target of 95%.  

Following our visit, we requested life support training figures for all staff. We were provided with 

training figures for 25 members of nursing staff. There was no data provided for any other staff 

disciplines, for example doctors and care support workers. The data showed six staff were in date 

for adult advanced life support training. One member of staff was in date for paediatric basic life 

support and six had completed adult basic life support in the last twelve months. Six staff had 

completed intermediate life support training. This meant there were limited numbers of staff who 

were up to date with life support training. 

Staff told us they had not completed training recently, training was not seen as a priority, was often 

cancelled due to staffing shortages and they were not given protected time as part of their working 

hours to complete training. 

The nurse manager told us that advanced paediatric life support (APLS) was not currently 

available for staff to attend. An interim in-house paediatric intermediate life support (PILS) training 

had been developed to cover the gap in training. This had been due to start in February 2022 but 

had not happened. A senior nurse told us they were an APLS and Advanced Trauma Life Support 

(ATLS) instructor, therefore it was unclear why APLS was not available. 

The nurse manager of the department told us a place on each adult intermediate life support 

course was requested for staff but this was often turned down by senior staff. 

Safeguarding 

Although some staff understood how to protect patients from abuse, the service did not 
work well with other agencies to do so. Staff did not have the appropriate training on how 
to recognise and report abuse.  

Safeguarding process were not effective. However, some aspects of this were out of the control of 

staff working in the ED. Safeguarding adults and children did not appear to have been a primary 

focus on the Isle of Man for several years. As a result of this, staff did not have the appropriate 

level of training and support to enable them to recognise and report abuse.  

More recently, Manx Care had employed a new lead for safeguarding. CQC recognised that a 

significant amount of work had been completed for children’s safeguarding; this had been 

prioritised during the six months prior to our visit. However, due to the lack of systems and 

processes prior to their employment, there had been little improvement in adult safeguarding. The 

work on adult safeguarding processes needed to continue at pace. 

Although safeguarding children and young people training at level three, had been implemented, 

we were told very few, if any, staff from the ED department had completed the training. We were 

told some training sessions had been cancelled due to staffing issues. The figures provided (as 

detailed under the mandatory training section of this report) did not specify the level of training 

completed or when it was last undertaken, but it was reported that this was not in line with the 

Intercollegiate Safeguarding Children and Young People: Roles and Competencies for Healthcare 

Staff or the Adult Safeguarding: Roles and Competencies for Health Care Staff, which we were 

told were recognised on the Isle of Man. 

Cleanliness, infection control and hygiene 

Staff mostly used equipment and control measures to protect patients, themselves and 

others from infection. They kept most equipment and the premises visibly clean. However, 

we saw some items of equipment that had not been cleaned for more than five weeks, 

some items were labelled as clean but this was not consistent throughout the department. 
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We saw that some staff did not follow best practice infection, prevention and control 

measures. 

The department appeared visibly clean and well maintained. Hand washing facilities and personal 

protective equipment (PPE), such as gloves, face masks and plastic aprons were readily available 

throughout the department. However, we did see some occasions when staff did not use PPE. 

Staff did not always wash their hands or use alcohol gel before or after providing care and 

treatment to patients. We saw one staff member wearing nail varnish and a number of staff 

wearing rings with gemstones which is not recommended to prevent the spread of infection. 

The use of masks in healthcare settings had been made personal choice on the island from 13 

June 2022, this was despite the island experiencing rising numbers of COVID-19 cases. Masks 

were available at the entrance to the department. However, we did not see any social distancing 

measures in the waiting area. There was a separate waiting area for patients with symptoms of 

COVID-19, however, this was not an enclosed area and was near the thoroughfare to the MIU. 

Hand hygiene compliance was included as part of the quality dashboard but there were no results 

shown and we were told no audits were taking place. 

We observed staff cleaning equipment after use and most equipment appeared visibly clean. 

However, we saw some items of equipment that were visibly dirty, for example, a ring cutter in the 

MIU and auroscope handles in the medicines room of the major’s department. We were told that a 

daily checklist was completed but there were no cleaning schedules available to advise how and 

when equipment should be cleaned. We saw some equipment, for example two commodes in the 

MIU and a vital signs monitor in the major’s area which had ‘I am clean’ labels attached but these 

were dated May 2022. We were told that equipment should have labels attached after being 

cleaned but this was not adhered to consistently and no auditing was undertaken. 

Some cubicle areas were curtained, staff told us they were changed weekly or if they became 

visibly dirty. We saw that this was part of the daily checklist. 

Environment and equipment 

The design, maintenance and use of facilities, premises and equipment did not always keep 

people safe. Clinical waste was sometimes not managed well. 

In April 2021, the design, footprint and internal infrastructure of the emergency department was 

added to the risk register as it was deemed to be a threat to patient safety, staff welfare and 

operational inefficiencies in the work force. We did not see any documented actions to mitigate 

this risk or any updates or reviews despite the risk being scored as high.   

The design of the department meant that patient areas were not visible from the nurses’ or 

doctors’ stations. The department did not have an appropriate ligature free room or area that could 

be used for any patients who were at risk of self-harm or who were suffering from a mental health 

condition. 

We saw substances, which in the UK would fall under the control of substances that are 

hazardous to health (COSHH), not being managed appropriately. These items pose a risk of 

patient harm and some are known to have caused deaths when ingested. This included sachets of 

powder to thicken urine, chlorine-based liquids and tablets, iodine solution and other cleaning 

solutions which were not kept in a locked cupboard in line with manufacturers’ guidelines. We saw 

these in both unlocked rooms in the MIU and in the major’s department, where they were left out 

in the dirty utility room which had the door propped open. In addition, we also saw, what appeared 

to be a chlorine-based cleaning solution on a trolley on the corridor outside room FR30. This was 

immediately escalated and was resolved by the nurse manager of the ED department.   
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The medical equipment we looked at was not always appropriately serviced or calibrated. This 

included but was not limited to, vital signs monitors, suction machines on resuscitation trolleys, an 

electrocardiogram (ECG) machine and a urinalysis machine. Some items showed evidence of 

recent servicing, portable appliance testing (PAT) and calibration, whilst others had stickers 

attached which appeared to show the last checks had been carried out in 2015.  

Daily equipment checklists were not always completed in full. We saw some gaps in suction 

machine and defibrillator checks. For example, on the resuscitation trolley in majors we saw eight 

gaps in the suction machine checks for June 2022, 12 gaps in May 2022 and 18 gaps in March 

2022. The checklist for April 2022 was not available.  

We saw sharps disposal bins which were overfilled and did not have temporary closures in place, 

again this posed a risk of harm to patients, especially children or people at risk of self-harming. We 

also saw one sharps disposal bin in room H42/20 which had loose tablets in it. Medicines should 

not be disposed of in clinical waste bins. 

There was no separate waiting area for children as this had been reallocated for use by suspected 

or positive COVID-19 patients. This meant children and young people had to wait in the adult 

waiting room. There was a designated children’s cubicle in the main ED. Emergency paediatric 

equipment was also available, including an emergency trolley. This was checked and restocked 

each week or after use. We saw the trolley being checked during our visit. We also noted that 

appropriate guidelines were also laminated and attached. 

Overall, the department was well maintained and uncluttered. 

Assessing and responding to patient risk 

Staff did not always complete risk assessments for each patient. This meant risks were not 

minimised. Staff did not always identify and act upon patients at risk of deterioration. 

The department used the National Early Warning Score (NEWS2) tool, which is nationally 

recognised in England, to assess patients attending the department. A NEWS2 score of five or six 

is considered a key threshold that may indicate clinical deterioration and should prompt urgent 

response by a clinician or a team with competence in assessment and treatment of acutely ill 

patients. However, NEWS2 was not always completed in a timely manner and not always acted 

upon in line with best practice. For example, during our visit a patient was scoring a NEWS2 of 

seven however their observations were not repeated for one hour and 12 minutes. National 

guidance advice is that NEWS2 score of seven or above should be immediately escalated to the 

medical team (specialist registrar level or above) and the patient should have continuous 

monitoring of vital signs. 

Patients who self-presented to the department were booked in by receptionists and then triaged by 

a nurse in a room off the main waiting room. Triage was completed using the Manchester Triage 

System (MTS), this included recording patients’ observations where required using NEWS2. MTS 

is a globally recognised assessment tool used for triage in ED’s and by the ambulance service.  

The department had an electronic board which logged all patients in the department and contained 

key information such as time of arrival, NEWS2 scores and tests patients were waiting for. A 

doctor told us they had ‘pulled’ a patient through to majors from the waiting room when they 

noticed they had a NEWS2 of eight. This patient had not been escalated appropriately to a doctor 

at the time of triage. 

Data provided by Manx Care, prior to our visit, showed that in March 2022 there was 21% non-

compliance with NEWS2 recordings in ED. We were told that no staff had undertaken any acute 

illness management training. The first of these courses was planned to take place in April 2022 but 
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had been cancelled. This could mean that staff were not trained to recognise or respond when 

patients were deteriorating and/or acutely ill. 

The department had a time to triage target of 15 minutes which is the same as England’s 

performance target. The table below shows the ED’s performance against this metric. 

Median time to initial assessment – Noble’s Emergency dept 

Month Median time to initial assessment - (all patients) (in minutes) 

May-21 16 

Jun-21 18 

Jul-21 14 

Aug-21 13 

Sep-21 16 

Oct-21 15 

Nov-21 14 

Dec-21 13 

Jan-22 14 

Feb-22 17 

Mar-22 15 

Apr-22 17 

 

The department had a ‘time to initial clinical assessment’ performance target of 60 minutes. This 

target was met in December 2021 with patients waiting on average 57 minutes. The department 

did not meet the target in January 2022 when the average time was 63 minutes or in February 

2022 when the time deteriorated to 73 minutes. 

The average number of minutes between arrival to clinical assessment for MTS Category one and 

two patients had a target of 10 minutes. This was not met and also had a deteriorating picture with 

an average wait of 43 mins in December 2021, 44 mins in January 2022 and 54 minutes in 

February 2022. 

The average number of minutes between arrival to clinical assessment for MTS category three 

patients had a target of 60 mins. This was not met and again showed a deteriorating picture, with 

average waits of 63 mins in December 2021, 68 mins in January 2022 and 84 mins in February 

2022. 

Black breaches are when ambulances are unable to handover patients to ED departments for 

more than 60 minutes. Such breaches can result in there being a lack of available ambulance 

resource in the community, to respond to an emergency. A member of staff told us a serious 

incident had occurred when there had been no ambulance available for an out of hospital cardiac 

arrest. 

Data provided by Manx Care showed there had been 248 black breaches from 5 April 2021 to 4 

April 2022. There were no trends for any months. The highest numbers occurred week 

commencing 26 April 2021 when there were 10 breaches and the week commencing 10 January 

2022 when there were also 10 breaches in that week. 

We asked staff about black breaches. One senior member of staff they told us they rarely had any 

black breaches and another told us the figures were inaccurate because the timings were based 

on the time the ambulance crew leaves the hospital, rather than the actual time the ambulance 

crew handed over the patient to the department staff. Staff told us patients in ambulances 
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remained under the care of the ambulance crew but that if they required treatment, staff from the 

department would provide this in the back of the ambulance. 

Manx care advised there was limited functionality within the existing Isle of Man computer aided 

dispatch system (CAD) which meant the data was not a true reflection of handover performance. 

Therefore, it was unclear how many patients were held in the back of ambulances for more than 

an hour.  

We were told that in the event of there being a paediatric emergency, the hospital would, where 

possible, receive a pre alert from the ambulance and a medical emergency team (MET) call would 

be put out through the hospital switch board which would include calling the paediatricians. 

Staff did not complete individualised risk assessments for patients to ensure they managed risks 

such as pressure damage, falls or malnutrition in a timely way. Staff said the risk assessments 

were not completed in ED as they would be completed if the patient was admitted to a ward. 

However, in the UK best practice is that assessments are completed within set parameters, for 

example skin assessments should be completed within six hours and falls assessments should be 

completed for all patients over the age of 65 years. During our visit some patients experienced 

waits of up to 24 hours in the department. In addition, data provided by Manx Care showed that 42 

patients were in the department longer than 12 hours in December 2021, 50 patients breached the 

target in January 2022 and there were 42 patients waiting more than 12 hours in February 2022. 

In 2015, long waits in the department were added to the risk register for emergency medicine. It 

was recognised that these waits posed a risk to patient safety and was initially scored as an 

extreme risk. Whilst there was no evidence of any actions taken to mitigate the risk, this remained 

on the risk register at the time of our visit. However, the risk rating had been reduced to high. 

There was no target risk level. 

It was also noted in the minutes of the operational clinical quality group in April 2022, that there 

had been a ‘profound deterioration in level of risk assessment for venous thromboembolism (VTE) 

on admission.’ With one in three patients not being risk assessed within 12 hours of admission. 

The ED performance was shown as above 95% each month from April 2021 to April 2022 except 

for January 2022 when it fell to 94%. In the three sets of patient care records we reviewed, we did 

not see VTE assessments completed.  

The hospital did not provide any data in relation to actions taken to manage patients with sepsis or 

the outcomes for patients admitted with sepsis or suspected sepsis. We saw that sepsis packs 

were available and these contained blood culture bottles and guidelines on sepsis management. 

However, the guidelines were out of date. Staff told us they did not use the out of date guidelines 

in the sepsis packs. 

The hospitals major incident plan was created in November 2017 and minor adjustments were 

made in April 2018. There appeared to have been no further reviews or updates to the plan in the 

last four years. Within the plan it was stated that it was the responsibility of the Hospital 

Emergency Planning Team (HEPT) to ensure the plan is reviewed twice yearly. 

Nurse staffing 

The service did not have enough nursing staff and support staff with the right 

qualifications, skills, training and experience to keep patients safe from avoidable harm and 

to provide the right care and treatment. However, managers regularly reviewed staffing 

levels and skill mix. There was a reliance on bank and agency staff to fill gaps in the 

rosters.  
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Manx Care told us that there were currently no conventions in place for monthly reporting of safe 

staffing levels and no convention in place for publishing nursing staffing levels on the hospital 

website.  In addition, Manx Care was unable to provide vacancy, sickness and staff turnover rates 

for the ED. This information was included on the quality dashboard but there was no data available 

on the dashboard we saw.  

All staff told us there was not enough registered nurses or support staff employed in the 

department. Staff told us the required staffing levels were seven registered nurses (RNs) and two 

care support workers (CSWs) on a morning, eight RNs and two CSWs on an afternoon and five 

RNs and two CSWs overnight. Staff said these numbers were rarely met. 

The department employed one nurse with a paediatric qualification and we were told they had 

recently recruited two more. A senior nurse told us that all RNs completed level one and level two 

Royal College of Nursing (RCN) paediatric competencies but we were not able to see evidence of 

these due to a change in the nurse leadership during the week of our visit. 

We were told Manx Care had an ongoing recruitment process and had recently recruited five 

additional RNs. However, we were told there were still vacancies in the establishment and high 

levels of sickness and turnover.  

In May 2021, following a review by the Royal College of Emergency Medicine, nurse staffing was 

added to the risk register with a risk level of extreme. We did not see any documented actions to 

mitigate this risk or any updates or reviews.  

Following our visit, we asked Manx Care to provide us with the RN and CSW staffing levels for 

each 24-hour period in April and May 2022. We were provided with an audit which showed us the 

bank and agency use in the ED. This showed the department had used 592 hours of bank RN 

cover and 467.5 hours of agency RN cover in April 2022. The department used 585 hours of bank 

CSW cover. There was no agency CSW cover in April. In May 2022, there was 501 hours of bank 

RN cover and 618.5 hours of RN agency cover. There was 479 hours of band CSW cover in May 

and again no agency CSW cover. This information did not provide us with the actual staffing 

levels; therefore, we were unable to determine how many shifts were not fully staffed.   

Medical staffing 

The service did not have enough medical staff with the right qualifications, skills, training 

and experience to keep patients safe from avoidable harm and to provide the right care and 

treatment. However, there was a reliance on bank and agency staff to fill gaps in the rosters 

The department had three full time emergency medicine consultants. The consultants, which 

included locum staff when required, covered the department from 8am to 4pm Monday to Friday. 

Overnight support was provided by one foundation year three and one speciality doctor. At 

weekends medical cover was provided by three foundation year three speciality doctors and two 

foundation year two doctors. 

Doctors talked about medical staffing in terms of the Royal College of Emergency Medicine 

guidelines (RCEM). The department was not big enough to meet the minimum recommendations. 

However, RCEM had recommended 10 medical staff as an appropriate level for the department 

following a review in 2019. Despite RCEM’s recommendation in 2019 of ten consultants, no 

recruitment had taken place. 

In May 2021, medical staffing was added to the risk register with a risk level of extreme. We did 

not see any documented actions to mitigate this risk, any updates or reviews.  
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There were no PEM consultants employed in the department. The department relied on 

paediatricians from the children’s ward for children who were seriously ill. However, we were told 

the paediatric ward medical staff were very responsive.  

In addition to the consultants there was also a core group of four to five foundation year three 

doctors. There were no specialist registrar grade staff in the department.  

We heard varying reports about level of permanent consultant presence in the department during 

the TT.  This included times when no permanent consultant was present. We were told senior 

cover was provided by agency staff. This meant experienced senior clinical decision makers may 

not always have been present to ensure timely treatment and care. The MIU was predominantly 

nurse and advanced care practitioner led. GP bank shifts were available three times a week from 

10am to 6pm. However, these were not always filled. 

Records 

Staff did not keep detailed records of patients’ care and treatment. Records were not 

always clear, up to date, stored securely or easily available to all staff providing care. 

We reviewed three sets of patient care records. Staff did not complete patient care records in line 

with the standards required by their registering bodies, for example the Nursing and Midwifery 

Council (NMC) and the General Medical Council (GMC). We found not all entries were signed, 

dated and timed. We saw a gap in a set of patient care records when a patient received a second 

infusion but there were no medical notes to support or rationalise this. 

We were told consistently about the problems staff encountered due to there being three 

electronic IT systems which did not ‘talk to each other’. This meant staff were unable to see the full 

picture of patient care records. This created a challenge to providing effective care giving.  

We did not see any evidence that comfort rounds were completed. Comfort Rounds (also called 

intentional rounding) are a way staff in hospitals can offer supportive care at regular times during 

the day and evening. 

We also saw that computer screens, with patient identifiable data on display, were not always 

locked when not in use. 

Medicines 

The service did not always use systems and processes to safely prescribe, administer, 

record and store medicines. 

We saw gaps in the controlled drugs (CD) register. There were 32 occasions when the CD dose 

was not recorded in the register from April 2021 to April 2022. We also saw that balances were not 

transferred from one page to another in line with policy. There were keys in the CD cupboard and 

when asked, staff did not know where the keys were for. 

The medicines policy was not being followed for CD audit and key management. The policy stated 

that CDs should be checked daily. In the department they were being checked twice daily. We 

asked several nurses who held the key for the controlled drug cupboard and were told it would be 

the person who had accessed it last. The policy stated the key should be held by the nurse in 

charge when not in use. 

The most recent hospital wide controlled drugs audit was undertaken in December 2021. This 

found that all CD cupboards were locked, secure and keys were always in possession of an 

appropriate staff member. The recommendations from the audit were to highlight the need for CD 

keys to be held separately, to return expired or redundant CDs, write the date liquids were 
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opened, how to correct register errors and record zero balances, how to transfer balances, 

recording full drug descriptions in the CD book and keeping CD stationery locked away. 

Medicine fridge temperature records were not complete. We reviewed the daily checklists for all 

fridges in the unit. These appeared to have been implemented on 23 May 2022. We saw gaps in 

the checks for both May and June for the fridges in the main medicines room and the trauma 

room. The trauma room fridge was also not locked. The checklist was fully completed for June 

2022 for the fridge in the plaster room in the MIU. The checklist described how storing medicines 

at the incorrect temperature can affect their efficacy but did not direct staff on the actions to be 

taken if the temperature of the fridge fell below or went above the expected safe range. We were 

told, prior to the daily checks being undertaken, there used to be weekly download of temperature 

data from the fridge, but no action was taken; therefore, the daily checks were introduced. We saw 

the fridge in the main medicines room had been out of range during June 2022 but no action was 

recorded.  

Information provided by Manx Care showed that a hospital audit of safe and secure medicines 

storage was conducted in April 2021. Areas for improvement included fridge monitoring and 

locking of fridges. Medicine room doors were found unlocked in seven of 12 areas audited. The 

medicine room door in the major’s department was always locked during our visit however the 

door to the trauma room and the fridge were unlocked. 

Information received from Manx Care prior to our visit suggested formal robust medicines 

governance processes were being created. In November 2021, the integrated medicines 

optimisation group (IMOG) was established and met monthly to discuss and approve medicines 

related initiatives across Manx Care. 

We reviewed minutes of the IMOG and found these contained limited information. The minutes did 

not cover any medicines incidents, near misses or learning from incidents. There was some focus 

on policies but again this was limited. We did not see any information regarding antimicrobial 

stewardship, VTE, critical medicine prescribing rates or medicines reconciliation. 

The quality dashboard showed there had been three medicine errors which resulted in moderate 

or severe harm or death. Two of these occurred in December 2021 and one in April 2022. In 

addition, there had been 17 medicine errors involving high risk medication (Including insulin, 

sedatives, anticoagulants or opiates). Six of these incidents were in February 2022, five were in 

March 2022 and three were in April 2022. However, we did not see evidence that these incidents 

were discussed at the IMOG or the operational clinical quality group. 

The hospital provided data which showed medicines reconciliation should be completed within 24 

hours. The performance standard was set at 35% which was a very low compliance target. From 

June 2021 to May 2022 the compliance range was between 8 and 51%. However, there was an 

upward trend. The target was met in five of the six months from Nov 2021 to May 2022 but not met 

in the previous five audits completed in April, May, June, August and September 2021. 

Medicines storage audits of fully compliant areas were included as part of the quality dashboard; 

however, no data had been added. Medicine errors were also included in the dashboard but we 

did not see any governance arrangements for these.  

 

Incidents 

The service did not manage patient safety incidents well. Staff did not always recognise 

and report incidents and near misses. We were told that incident reporting was used a 

blaming tool.  



20190416 900885 Post-inspection Evidence appendix template v4 Page 12 
 

All grades and disciplines of staff told us the incident reporting system was seen as a tool to 

apportion blame. The system was described as ‘weaponised’. We were also told that reporting 

was discouraged. Some staff said they could not access the system, they had to request that 

someone else input any incidents on their behalf but this was frequently denied.  

Information from the quality dashboard showed there were 13 serious incidents reported by the 

care group from April 2021 to April 2022. We requested a copy of all incidents reported by staff in 

the department over the previous 12 months. We received a copy of these but the description of 

the incident was not included therefore we were unable to ascertain if incidents were graded 

correctly. 

We spoke with a senior member of staff about Central Alerting System (CAS) alerts and they were 

not aware of any processes for these. CAS is a web-based cascading system for issuing patient 

safety alerts, important public health messages and other safety critical information and guidance 

to the NHS and others, including independent providers of health and social care. 

Alerts available on the CAS website include National Patient Safety Alerts (from MHRA, NHS 

England and NHS Improvement and the UK Health Security Agency (UKHSA)), NHS England and 

NHS Improvement Estates Alerts, Chief Medical Officer (CMO) Alerts, and Department of Health & 

Social Care Supply Disruption alerts. 

We noted from the minutes of the operational clinical quality group in February 2022 that the 

implementation of CAS Alerts remained an area of focus for care groups. In the minutes of the 

April 2022 operational clinical quality group, it was stated that recording CAS alerts on the 

electronic reporting system had commenced in February 2022 and there had been 15 alerts 

received and cascaded. However, there had been a poor response and targets had not been met 

since February.  

Is the service effective? 
We found that this service was not always effective in accordance with CQC's 
inspection framework 

Evidence-based care and treatment 

The service was not able to show that care and treatment was always provided based on 

the most up to date guidance or evidence-based practice. Managers did not check to make 

sure staff followed guidance.  

Prior to our visit, Manx Care advised that they had limited evidence that the National Institute for 

Health and Care Excellence (NICE) guidance was applied universally at the hospital but that NICE 

guidance was applied in some clinical areas. We were also told that positive systems of 

assurance, monitoring and reporting were not in place. Manx Care’s rationale for this was that 

whilst clinical practice operates under evidence-based guidelines, there were no formal assurance 

systems in place for monitoring and reporting. 

During our visit we saw out of date guidance in use. For example, in the sepsis packs in use in the 

department the guidelines included in the pack were not the most up to date version. Other 

guidelines which were out of date included the following: 

• The antimicrobial formulary which expired in 2020 

• Electrolyte replacement which was last reviewed and issued in 2015 

• Renal colic which was last reviewed and issued in 2017 

• First degree pneumothorax which was last reviewed and issued in 2013 

• Acute kidney injury which was last reviewed and issued in 2013 

• Angina which was last reviewed and issued 2016 
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We also saw hospital policies which had not been reviewed or updated in line with the hospital’s 

own procedures. For example, the hospital’s major incident plan was created in November 2017 

and minor adjustments were made in April 2018. There appeared to have been no further reviews 

or updates to the plan in the last four years. Within the plan it was stated that it was the 

responsibility of the hospital emergency planning team (HEPT) to ensure the plan was reviewed 

twice yearly. The hospital’s consent to care and treatment policy had not been reviewed since 

2014. 

Each year the Isle of Man holds the TT motorcycle race, although this had not taken place during 

the COVID-19 global pandemic, it had been held in May 2022. This event usually results in there 

being a significant increase of the population on the island, as well as the potential for major 

trauma cases. Previously, the department did not have a written plan to manage the potential 

increase in attendances and potential major trauma victims. We were told previously this had been 

in ‘people’s heads.’ However, the executive team did tell us that a written plan had now been 

created. 

We were told by a senior member of staff that the major haemorrhage policy had been changed at 

short notice, just before the 2022 TT. This had caused some concerns in the department as the 

changes were not effectively communicated. Training was then arranged but because this was at 

short notice, attendance was low. We saw two copies of the major haemorrhage policy on display 

on the unit. One was on the roll-over board, which was used to update staff during the daily 

briefing and the other was displayed in the trauma room. Both versions were dated 2019. It was 

unclear if these were the old or new versions of the policy. 

We were told that there was an online hospital repository for policies, standard operating 

procedures (SOPs) and guidelines but that many of the documents were out of date for review. It 

was unclear who was responsible for document management. In the ED department, staff had 

been asked to identify and create any documents they felt were missing. This meant staff may not 

be following the most up to date best practice guidance  

We were told international guidelines were adapted to reflect the unique challenges of care 

delivery on the Isle of Man. We found no structure to show how any deviation from accepted care 

was managed such as a clinical reference group. For example, at the time of inspection, 

recognised guidelines state primary percutaneous coronary intervention (PCI) as the first line 

treatment for patients with an ST-elevation myocardial infarction (STEMI). This is a type of heart 

attack that is more serious and has a greater risk of serious complications. However, we found 

patients underwent fibrinolytic therapies as first line treatment at the hospital. There was no 

evidence around the decision-making process to continue with fibrinolysis in favour of primary PCI. 

Nutrition and hydration 

Staff could not evidence that they gave patients enough food and drink to meet their needs 

and improve their health.  

During our visit, we saw staff providing patients with food and drinks if they were experiencing long 

waits in the department. However, we did not see this documented in patient care records and 

comfort rounds did not take place.  

Staff did not complete malnutrition risk assessments in ED. We were told these were completed 

when patients were admitted to a ward.  

Malnutrition Universal Screening Tool (MUST) assessment rates were raised as a concern at the 

operational clinical quality group in May 2022. However, the hospital rated themselves as green 
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against the following pre visit information request; Everyone using healthcare and care services is 

screened to identify those who are malnourished or at risk of becoming malnourished.  

The quality dashboard showed the compliance levels for completion of the MUST screening tool 

for the care group were above 90% from December 2021 to April 2022, which is contrary to the 

concerns raised at the operational clinical quality group. 

Pain relief 

Staff assessed patients’ pain but did not always give pain relief in a timely way.  

In the patient care records we reviewed we saw that at triage, staff assessed people’s pain and 

scored it. A pain score of one to ten was used with ten being the worst pain ever experienced and 

one being no pain. Two patients had been assessed as having pain scores of eight and five, 

however, no pain relief was prescribed or given.  

Patient outcomes 

The service did not monitor the effectiveness of care and treatment in many areas. 

Therefore, they had limited opportunities to identify where improvements were needed or 

when they had achieved good outcomes for patients.  

Manx care told us before our visit that there were no formal systems for assessing positive 

outcomes. However, some negative outcomes were identified through the mortality review 

process, complaints, serious incidents and patient feedback. 

We were told there was no programme of clinical assurance audits in place, for example, 

environmental, record keeping or infection prevention and control audits. 

Within the minutes of the operational clinical quality group in February 2022 it stated that Manx 

Care were performing strongly against a range of benchmarked measures within the Trauma Audit 

and Research Network (TARN). These included the following: 

• Quality and completeness of data;  

• Administration of Tranexamic acid within three hours of trauma to patients receiving blood 
products;   

• Consultant-led trauma team;  

• Composition of trauma team;  

• Proportion of patients with Glasgow Coma Score recorded. 

Within the audit section of the information we requested before our visit there were two audits for 

the emergency department, these were: 

• Epistaxis management in the emergency department. This had been completed in August 

2021 and showed that 43% of all patient encounters did not correctly follow the epistaxis 

pathway and that less invasive, but more time-consuming treatments were being overlooked.  

• A further re-audit of the adherence to epistaxis pathway in May 2022 showed an improvement 

from 56.9% to 82.1% of all patient encounters were considered correct in accordance with the 

epistaxis pathway.  

Data provided prior to our visit showed that NEWS2 audits were undertaken. However, the data 

set included whether observations were recorded either on time or early as a positive indicator. 

Negative data sets were observations taken late or not taken at all. It was not clear why 

observations taken outside of recommendations, i.e. early would be seen as positive.  

No patient outcome or audit data was displayed in the department. 

Competent staff 
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The service did not make sure staff were competent for their roles. Managers did not 

always appraise staff’s work performance. Supervision meetings were not held with them 

to provide support and development. 

Manx Care told us that appraisal data was not held centrally, therefore there was no assurance 

system to ensure staff received timely, effective appraisals of their work or clinical supervision. 

We were unable to check appraisal data in the department because the nurse manager had only 

been in post since the first day of our visit.   

Some staff told us they had undertaken additional role specific training in the past, for example 

Advanced Trauma Life Support courses (ATLS) but we did not see evidence of this. 

We were told that courses to extend staffs skills were not always available or sometimes took a 

long time to access. For example, taking bloods. 

Nursing and medical staff told us simulation training took place for the TT and to plan for major 

incidents which could involve multiple causalities. Junior doctor training was planned each 

Wednesday from 2pm to 5pm. 

In April 2019, the risk that a patient presenting to the ED with a life-threatening neurosurgical or 

cardio-thoracic emergency may die due to a lack of provision of those specialised surgical 

disciplines, was added to the risk register. However, despite this being a high risk, we did not see 

any reviews or actions taken to mitigate the risk. 

Due to their being only one paediatric trained nurse on the department, we were told all RNs 

completed level one and level two Royal College of Nursing (RCN) paediatric competencies. 

However, we were unable to see evidence of this due to changes in the nursing leadership during 

the week of our inspection. 

A senior member of staff advised that having no substantive clinical nurse manager for three years 

had resulted in a lot of work not being completed, for example checklists, briefings, new guidance, 

training, upskilling staff and encouraging development. However, most staff working on the 

department told us opportunities for development were not available, took a long time to access or 

were often cancelled 

The lead of the MIU told us they were working with Cumbria University to develop and purchase a 

purpose-built training course for staff working in the unit. 

Multidisciplinary working 

Doctors, nurses and other healthcare professionals did not always work together as a team 

to benefit patients and make best use of their time. They did not always support each other 

to provide good care. 

Nursing staff worked well together. However, there appeared to be a disconnect between medical 

and nursing staff. We witnessed, on one occasion, when a nurse asked a doctor to review an 

elderly patient and was told to call the anaesthetists, which was outside of the nurse’s scope of 

practice or responsibility. Another senior doctor described a patient being brought to the 

department as a ‘no value added’ exercise because the patient was frail and living with dementia. 

However, they did not have a do not attempt cardiopulmonary resuscitation order in place, 

therefore there was a duty of care to treat the patient. 

There were several separate discipline handovers which took place. MDT handovers were more 

limited. Nursing staff held handovers at 7am and at each shift change. Medical staff held a 

handover at 8am and there was an all staff department briefing at 9am, where safety incidents and 

other key messages were discussed.  
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A member of staff from pharmacy visited the department each day to check the medicines and re-

stock when needed. 

The children’s safeguarding team had recently started visiting the department to review all children 

and young people’s care records each day. 

We did not see other members of the multi-disciplinary team, for example therapists or specialist 

nurses attending the department routinely. There was an outreach rather than an in-reach system. 

Seven-day services 

Most key services were available seven days a week to support timely patient care. 

Most key services were available seven days a week, for example radiography. 

The routine hours for pharmacy were Monday to Friday 8.45am to 5.15pm. A Saturday service for 

urgent orders was available 9am to 12.30pm. The pharmacy was closed on Sundays and some 

bank holidays. However, an on-call pharmacist was available 24 hours a day. 

Health promotion 

Staff did not always give patients practical support and advice to lead healthier lives. 

We did not see any evidence of health promotion in patients’ care records. 

Staff did provide information and advice leaflets for certain conditions. 

A poster with a Quick Response (QR) code was available in the reception, which gave patients 

advice on how, when, where and which services they could or should access. 

Ensuring consent to care and treatment in line with law and guidance 

Staff supported patients to make informed decisions about their care and treatment. We 

saw staff seeking verbal consent to care but this was not always clearly documented in 

care records. 

People can only be deprived of their liberty to receive care and treatment when this is in their best 

interests and legally authorised under Manx legislation. In UK hospitals, this is usually through 

Mental Capacity Act 2005 (MCA) application procedures called the Deprivation of Liberty 

Safeguards. An equivalent of this Act is currently under discussion on the Isle of Man. 

Within the April 2022 minutes of the operational clinical quality group it showed that there was a 

lack of assurance regarding compliance with Manx Care’s consent to examination or treatment 

policies and procedures. 

We were provided with the policy for consent. This had an original publication date of December 

2004, was last reviewed in May 2014 and was five years out of date for next review which should 

have been completed in April 2017. 

An additional consent to procedures policy was also provided, this appeared to be an ‘in progress’ 

document, created in April 2022. It was not dated or ratified. Therefore, it was not clear if this 

policy was in use. 

An interim policy for capacity, best interests’ decisions and deprivation of liberty was also 

provided. This policy was dated for use from 01 June 2022.  

Staff could not clearly articulate their responsibilities in relation to the Acts cited within the policy. 

For example, they did not understand what would constitute a deprivation of liberty. 

Is the service caring? 



20190416 900885 Post-inspection Evidence appendix template v4 Page 17 
 

We found this service was caring in accordance with CQC's inspection framework.  

Compassionate care 

Staff treated patients with compassion and kindness. However, they did not always respect 

their privacy and dignity.  

We witnessed staff interacting with patients in a kind and caring manner. 

Some staff spoke passionately about wanting to make a difference for patients and their families. 

They explained that the wanted to care for people in the same way they would want their own 

families to be cared for. 

We were told by the hospital that patient survey activity had been reduced due to the 

implementation of Covid 19 measures. However, from April 2021 to December 2021, we were told 

60% of respondents rated their hospital experience very good, 24% good and the remainder 

satisfactory. 

From April 2021 to April 2022, there were 209 compliments received by the hospital. These were 

logged on the complaints logs but were not attributed to specific wards, departments or care 

groups, therefore, it was not possible to determine if any compliments were in relation the care 

received in the ED department. 

Patients and family members, we spoke with gave feedback about the nursing staff. 

We observed two occasions, when staff did not close the curtains around patients, which meant 

their privacy and dignity was not maintained. 

Emotional support 

Staff provided emotional support to patient and when possible families and carers to 

minimise their distress. They understood patients' personal, cultural and religious needs. 

Due to the global COVID-19 pandemic, only one parent or carer attended the department with a 

child and adult patients could not be accompanied unless it was assessed as required by staff. 

Therefore, we did not have the opportunity to speak with many relatives. However, we saw nursing 

staff providing emotional support in a caring and compassionate manner when patients were 

distressed. 

The department had a relatives’ room, which had tea and coffee making facilities. This room was 

used for relatives and carers who were distressed or who needed a quiet space. The room was in 

a quiet area of the department and appropriately furnished and decorated. 

There was also a room in the department which had been used sudden unexplained deaths in 

children (SUDIC). This use of this room had changed during the pandemic so was not being used 

as intended at the time of our visit. 

Understanding and involvement of patients and those close to them 

We observed staff supporting and involving patients, families and carers to understand 

their condition and make decisions about their care and treatment, where possible.  

We had limited opportunities to speak with family members during our visit because of the 

pandemic. We did see some examples of staff interacting positively with patients and their family 

members. Staff explained to patients what their plan of care was and asked if they had any 

questions. However, we did not see discussions with patients or their family members documented 

in patients care records. 
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Is the service responsive? 
We found this service was not always responsive in accordance with CQC's 
inspection framework.  

Service delivery to meet the needs of local people 

The service planned and provided care in a way that met the needs of local people and the 

communities served. However, it did not always work with others in the wider system and 

local organisations to plan care. 

Managers planned and organised services to meet the needs of the local population. When we 

spoke with staff and leaders, they were able to tell us about the needs of the local population and 

how they adapted services to meet this need. They recognised that the service was busier from 

1pm to 6pm and attempted to increase staffing in line with the increased acuity. However, this was 

not always possible due to gaps in the staffing establishment. 

As documented earlier in this report, the population increased significantly at the time of the TT 

motorcycle race, however there had been no written plan of how this was managed in the 

department until this year. 

Staff could access emergency mental health support 24 hours a day, seven days a week for 

patients with mental health problems.  

Meeting people’s individual needs 

The service was not always inclusive and did not take account of patients’ individual needs 

and preferences. Some reasonable adjustments to help patients access services.  

Patients could reach call bells and staff responded quickly when called. Usually staff were based 

in their area of responsibility in the department. 

Staff could get help from interpreters or signers when needed.  

Staff supported patients living with dementia and learning disabilities (LD). However, we did not 

see any initiatives or equipment for these vulnerable patients. Some staff were not aware that 

Manx Care employed an LD specialist nurse. We were told by a senior member of staff that it was 

not possible to add a flag to the electronic patient care records to identify patients living with 

dementia or LD unless they had a confirmed diagnosis. Therefore, the hospital was not able to 

provide data on the number of patients admitted with or numbers of inpatients with a learning 

disability, dementia or severe sensory loss, for example deaf or blind patients. 

Manx care told us it did not operate any user reference groups for patients with complex needs or 

protected characteristics. 

The doors to the department were automatic and parking at the hospital was free for everyone. 

Access and flow 

People could access the service when they needed it but did not always receive the right 
care promptly. Waiting times and arrangements to admit, treat and discharge patients 
were not in line with the hospital’s standards. 

Information from the quality dashboard showed that the hospital failed to meet the 95% target for 

the percentage of patients admitted, transferred or discharged within four hours of arrival at the 

Emergency Department every month from April 2021 to January 2022. The performance ranged 

between 69% and 73%. No data was included on the dashboard for February 2022 onwards. 
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The hospital had a target that no patients would spend more than 12 hours in the department. This 

was not achieved in December 2021 or January and February 2022. With 42 patients breaching 

this target in December 2021, 50 in January and 42 in Feb 2022. 

We were told the hospitals information systems did not routinely capture delayed transfers of care 

(DTOC) data. Therefore, it might have been difficult to determine if delayed discharges were 

impacting on flow through the ED. However, information provided by Manx Care prior to our visit 

appeared to show there had been very few delayed discharges (145) from 1 June 2021 to 31 May 

2022. This was an average of only 12 patients each month. Therefore, it was not clear why flow 

through the department was limited at times. There appeared to be a reactive, rather than a 

proactive approach to managing flow. There was an access and capacity team who staff would 

call if patients were spending a long time waiting for a bed or if ambulances could not handover 

patients to the department. However, this team was not based in the department, did not routinely 

attend the department and we were told they were not responsive. 

We asked about the percentage of occupied beds and were told that the figures were not 

accurately represented for adults as they were whole hospital figures and included maternity, 

paediatric and neonatal intensive care beds. This meant it was difficult to establish how many 

adults and how many paediatric beds were available at any given point. 

The average admission rate for the ED was 21%. This was lower than the average for the UK 

which was 23.8% during 2020/2021. 

We did not see any data on the numbers of unplanned reattendances at the department.  

Learning from complaints and concerns 

It was easy for people to give feedback and raise concerns about care received. The 

service treated concerns and complaints seriously and investigated them. It was not clear 

how lessons were shared lessons with all staff.  

We did not see any information about how to raise a concern displayed in the department. Senior 

staff told us how they managed complaints at both formal and informal levels.  

Prior to our visit we reviewed Manx Care’s complaints report. In the summary, hospital services 

were not included, however, later in the report there was a section for the hospital directorate. This 

was not broken down by divisions or departments so it was unclear which complaints related to 

the ED. 

The complaints policy we saw was out of date for review, however, this was an DHSC policy so 

updating and review could be outside Manx Care’s scope. The policy had been due for review in 

November 2021. 

The minutes of the April 2022 operational clinical quality group showed the top three trends 

accounting for the majority complaints in quarter four of 2021/22 were as follows:  

• Appointments  

• Access to clinical care  

• Values and behaviours of staff providing care. 

However, on the complaints log provided by Manx Care, the top three complaints were listed as: 

• Appointments including delays and cancellations 

• Clinical treatment 

• Access to treatment or drugs (including decisions made by commissioners).  
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The complaints log showed there had been 61 complaints about the emergency department from 

01 April 2021 to 31 March 2022. Of these the most common themes were (19) Clinical treatment, 

(8) Communications and (8) Delays/Diagnosis.  

On the quality dashboard it showed that from April 2021 to April 2022 the care group received 183 

complaints. In 10 of the 12 months the division met the complaints target of 98% for providing an 

acknowledgement within two working days. However, they only met the 95% target for providing a 

first written response in one of the 12 months. In some months, for example August 2021, 85% of 

complainants did not receive a response in line with the hospitals complaints policy. 

 

Is the service well-led? 
We found this service was not always Well Led in accordance with CQC's inspection 
framework.  

Leadership 

Leaders did not all have the skills and abilities to run the service. They did not always 
understand or manage the priorities and issues the service faced. They were not all visible 
and approachable in the service for patients and staff. They did not always support staff to 
develop their skills and take on more senior roles. 

The department had three medical consultants who provided leadership for the middle and junior 

medical staff. A Consultant told us they had done a lot of work, over the last three years, to try and 

ensure the department was run safely and effectively.  

We spoke with a senior nurse who told us they were the nurse consultant for urgent and 

emergency care and the ambulance service. They explained that their role was an associate 

director of nursing type of role. They were also the lead for non-medical prescribing and for patient 

group directives. They said that their role was multi-faceted but they usually spent 50% of their 

time working clinically in the department and had line management responsibilities for all staff in 

the ED and MIU. 

Some staff referred to ‘the matron’ and said they were not usually visible in the department. The 

nursing leadership was therefore unclear. 

In the department there was a nurse manager (band 8a) post for the MIU and one for the main 

ED. The ED post had been held by an interim for approximately three years. Recent recruitment 

had failed to appoint a permanent leader to the post. In order to address the nursing leadership, 

the service had decided to do a four-monthly rotation of band seven nurses into the post. Although 

both medical and nursing staff spoke positively about the current post holder, this could result in a 

continued lack of robust nursing leadership. The current post holder was trying to address some of 

the gaps in assurance that we had found but they had only been in post for a few days at the time 

of the visit. It appeared that they had little support from the higher nursing leadership team 

members. 

There was a significant disconnect between the nursing and medical staffing in the department 

which could have the potential to cause or contribute to patient harm.  

Manx Care were not positive in their self-assessment of leadership in the ED.  This was stated as 

being due to serious RN staffing gaps, a reliance on temporary workforce for both nursing and 

medical staff, the adequacy of leadership, the culture, the breadth and depth of quality assurance 

being insufficient to evaluate quality. They also cited: unresolved RCEM issues, a lack of 

paediatric separation, the lack of provision of a dedicated mental health cubicle, poor mandatory 

training and safeguarding training compliance, concerns about the management of people 
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detained under the mental health act, lack of compliance with care of people with sepsis, having 

an embryonic mortality review and the immaturity of policies and procedures.  

Our visit corroborated all the concerns highlighted by the hospital and that urgent action was 

required my Manx Care at pace, to address these significant concerns. It was unclear if the current 

nursing and medical leadership team had the skills, attitudes and behaviours to manage this. 

The chief nurse told us they worked shifts on the department. Another senior nurse told us they 

spent 50% of their time working on the department. However, more junior staff consistently told us 

they did not see senior leaders in the department.  

Vision, values and strategy 

The service did not have a documented vision for what it wanted to achieve or any 
strategies.   

Manx Care’s values appeared to be new. Some staff thought they had been added to emails and 
that they were not created in consultation with all care group teams or members of the public. 
Other staff were not aware of the values.  

There was no overarching Manx Care strategy or any care group strategies to support Manx Care 
to meet the vision and values of the organisation.    

Prior to our visit Manx Care told us they did not currently have an organisational strategy. We were 

also told that from pulse surveys it was apparent that approximately one third of staff employed by 

Manx Care did not know that the organisation had a set of values. However, it was also stated by 

senior leaders that the values had been refreshed and were due to be relaunched in July 2022. 

Culture 

Staff did not always feel respected, supported and valued. However, on the whole nursing 
staff were focused on the needs of patients receiving care. The service did not promote 
equality and diversity in daily work and opportunities for career development were limited. 
The service had a closed culture where staff could not raise concerns without fear. 

Culture within the department was of significant concern.  

Staff spoke openly and candidly about the lack of support for their health and well-being. There 

was concern about the lack of an independent support service for staff who had been involved in 

serious incidents. We were also told there was an eight to 12 week wait for staff support services. 

Although, senior leaders told us there was an independent service available and commissioned 

through an independent agency.  

A senior member of nursing staff told us the culture of the department had ‘struggled for the last 

couple of years’ because of the department having no substantive nursing lead. Staff views varied 

about the senior nursing clinical support and how much time they spent in the department. This 

ranged from 50% of the time to very little time. They explained, this had led to the leadership 

falling to the medical consultants which had caused tensions. In addition, several serious incidents 

had occurred which had resulted in different staff disciplines blaming each other for what had 

happened.  

Relationships amongst some staff groups had deteriorated and there appeared to be conflict 

between them. We were told there was a blame and bullying culture which caused further conflict 

when debriefs were held.  

Some staff described the culture as toxic and the attitude and behaviour of the senior medical staff 

as ‘feral’. However, junior medical staff told us they were well supported by their senior colleagues. 
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The Isle of Man Government had taken a new approach to its ‘Have your Say’ colleague surveys 

for 2021. Throughout the year, there had been a series of short pulse’ surveys, the focus of these 

was as follows: 

• Cultural Assessment 

• People Qualities 

• Shared Purpose 

• Equality/Wellbeing 

• Leadership. 

It was noted that response rate from Manx Care staff was low with an average rate of 11%. 

Therefore, it was not possible to determine if the results were an accurate reflection of staffs’ 

views. However, some of the themes were in line with our findings; 

• Staff did not feel valued and do not feel their opinions were listened to 

• Staff did not feel that the organisation supported their mental and physical health and wellbeing 

• Staff felt communication was not always as good as it could be 

• Senior management visibility needed to be increased; some staff said they would like to see 

managers ‘on the shop floor’, so that they could connect with their staff teams, observe and 

better understand the challenges faced. 

We heard of some initiatives that had or were being implemented to address the cultural concerns 

and to support staff. These included: 

• The workforce and culture team had a wellbeing work stream which would review the current 

available support and make recommendation for improvement in this area. 

• Manx Care held ‘listening’ events on its inception in April 2021. There were plans to do regular 

listening events again in 2022 and it was recognised that actions taken in response to listening 

events needed to be communicated back to the workforce. 

• Looking at alternative ways to deliver relevant information to targeted areas were being 

explored. Digital screens had been installed in seven sites across Manx Care with the content 

being developed.  

• Manx Care launched its staff recognition CARE Award in November 2021. It was felt this had 

been well received by the workforce.  

• The workforce and culture team had analysed the results of all 2021 ‘Have Your Say’ surveys 

and provided a summary report with recommendations to the executive leadership team in 

February 2022. 

The Isle of Man did not have a Freedom to Speak Up Process but did follow the Government 

policy on standards for Whistleblowing.  

Governance 

Leaders did not operate effective governance processes throughout the service or with 
partner organisations. Some staff were unclear about their roles and accountabilities and 
there were limited opportunities to meet, discuss and learn from the performance of the 
service.  

The governance processes were not robust. This meant the department and senior leaders had 

limited oversight and were unable to be assured the department was providing safe and effective 

care and treatment. 

During our visit we were told the governance meeting structure included four weekly ED meetings, 

four weekly minor injury unit meetings, four weekly band six meetings, four weekly band seven 

meetings, a weekly operational leadership meeting and a consultants meeting. We asked for a 
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copy of the last three sets of minutes for each of these meetings. We were not provided with a full 

suite of minutes; therefore, it was difficult to determine if there was effective oversight at any level 

of the organisation.  

We saw that in March 2022, there were a number of key concerns highlighted in the quality and 

safety committee. Not all of these were escalated to the Isle of Man Board of Directors meeting in 

April 2022.  

We did see that some of the risks and issues we found during our visit were documented in care 

group level meeting minutes In March 2022. For example, staffing concerns and updates were 

covered in the three urgent and emergency care board meeting minutes we reviewed. However, in 

same meeting minutes it was documented there were no outstanding serious incidents for ED or 

the MIU. In April 2022, the minutes showed that there was a backlog of incidents to close and all 

handlers were asked to review. 

In the minutes from the operational meeting in January, there were five serious incidents identified 

that were ongoing. We did not see any learning or updates about these meetings in any 

subsequent care group level meetings in February, March or April 2022. 

A senior nurse told us that safeguarding systems in the department were good. This is contrary to 

our findings during the visit. They did, however, recognise that services and processes for patients 

with a learning disability needed to be improved. 

Information we received about the purpose of meetings was then not evident in the minutes. Manx 

Care told us that formal robust medicines governance processes were being created. In 

November 2021, the integrated medicines optimisation group (IMOG) was established and met 

monthly to discuss and approve medicines related initiatives across Manx Care. 

We reviewed minutes of the IMOG and found these contained limited information. The minutes did 

not cover any medicines incidents, near misses or learning from incidents. There was some focus 

on policies but again this was limited. We did not see any information regarding antimicrobial 

stewardship, VTE, critical medicine prescribing rates or medicines reconciliation.  

The operational clinical quality group minutes were reviewed and whilst some assurance was 

gained from these, where improvements were needed, we did not see actions taken.  

The board to ward processes were not clear and staff at department level were unaware of the 

governance processes. A quality dashboard was in place but this was only partially completed for 

the ED. However, in the minutes of the February and March 2022 quality and safety committee it 

was reported that good progress was being made with meaningful quality indicators in place to 

evaluate and monitor progress.  

The department did not perform audits or collate enough data to provide assurance about the 

quality of the service or to identify where improvements were needed. In addition, when audits 

were performed by other departments and recommended actions identified these were not 

embedded in the ED. For example, the results of a CD audit undertaken in December 2021, 

provided several actions in relation to the safe and secure management of medicines. However, 

during our visit staff had not implemented the actions. Actions from a similar audit in April 2021 

included fridge monitoring and locking of fridges. Again, we found these actions had not been 

implemented in the ED. 

 

Management of risk, issues and performance 
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Leaders and teams did not use systems to manage performance effectively. It was unclear 
how risks and issues were identified and actions agreed to reduce their impact. The plans 
to cope with unexpected events were either in progress or out of date for review. Staff did 
not appear to contribute to decision-making.  

Staff told us they were reluctant to or discouraged from incident reporting. This could pose a 

challenge to how risks were identified, investigated, actions taken to prevent reoccurrence and 

lessons learned shared with the staff involved and the wider organisation. 

Following our visit, Manx Care provided us with a copy of the risk register for the ED. There were 

14 open risks for the ED. Two risks had a current risk level of extreme, six were rated high and 

one was rated moderate. Five risks did not have a current level of risk but had initial risk levels of 

high or extreme. We did not see any evidence of any actions taken to mitigate any of the risks. 

Some risks had remained on the risk register since 2015.  

We were told the fire policy and evacuation plan were out of date. We asked to see copies of this 

but they could not be found. A member of staff told us they were working with an external 

consultant to mitigate this risk. The lack of local evacuation procedures and lack of fire 

extinguishers in department had been added to the risk register in June 2022.  

We were told there was no security presence in the department. At the time of our visit, a member 

of staff was based at the entrance to the department. However, we were told this was to ensure 

compliance with covid IPC measures and visitors to the unit. In 2015, the risk of violence and 

aggression towards staff due to a lack of security staff in the department, was added to the risk 

register.  We did not see any documented actions to mitigate this risk or any updates or reviews 

despite this being deemed as high risk.  

Information management 

The service did not collect reliable data. Staff could not always find the data they needed, in 
easily accessible formats. The information systems were not integrated.  

Prior to our visit, Manx Care told us that from an information and business intelligence perspective 

they knew data collection in many systems was inconsistent. They said this was deemed to be 

due to a lack of constraint, appropriate configuration at the point of entry and end user 

understanding of processing data or systems knowledge. In addition, we were told required fields, 

appropriate data formatting and pick lists were not always present which resulted in gaps and poor 

data quality.   

Manx Care said that in many areas, service leads were moving towards bespoke data collection 

forms in the systems they were using. They told us this could, if not considered appropriately, lead 

to exceptionally poor-quality data from both an operational and reporting perspective.   

We were told by staff the quality of internal data was not at the required standard for appropriate 

reporting and subsequent decision making.   

The quality dashboard was not fully completed for all performance metrics for the ED. 

Manx Care were unable to obtain accurate mandatory training compliance figures from the 

electronic training system. 

Staff spoke of the difficulties they experienced due to them using three systems for patient care 

records. 

Manx Care provided the following and told us that staff ethnicity was not recorded for 85% of Manx 

Care staff on the hospitals electronic human resource system and therefore it was not possible for 

the hospital to provide meaningful data.  
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PiP Ethnic Origin % of Workforce 

Asian - Any other Asian background 0.83% 

Asian - Chinese 0.05% 

Asian - Indian 0.23% 

Asian - Pakistani 0.16% 

Black - African 0.23% 

Black - Caribbean 0.05% 

Mixed - Any other Mixed background 0.08% 

Mixed - White and Asian 0.03% 

Mixed - White and Black African 0.05% 

Mixed - White and Black Caribbean 0.10% 

Other - Any other background 0.05% 

Other - Any other ethnic group 0.05% 

Prefer not to say 0.05% 

White - Any other White background 1.17% 

White - British 11.53% 

White - Irish 0.70% 

[No Response] 84.63% 

 
It was unclear why almost 85% of the workforce failed to provide the information. 

Engagement 

Leaders and staff did not actively and openly engage with patients, staff, equality groups, 
the public and local organisations to plan and manage services. They did not always 
collaborate with partner organisations to help improve services for patients.  

We were told that staff wanted to have team meetings but that attendance had been poor. We 

asked to see minutes of staff meetings but these were not provided. 

Some staff told us they did not feel listened to and were not empowered to suggest changes to 

practice to improve the care they provided.  

There was little evidence that the service collaborated with partner organisations.  

Patient survey activity had reduced during the global COVID-19 pandemic.  

Manx care told us it did not operate any user reference groups for patients with complex needs or 

protected characteristics. 

Learning, continuous improvement and innovation 

Staff were not able to describe many quality improvement initiatives. We did not hear about 

any innovation, continuous learning or participation in research. 

The nurse managers in both the ED and MIU were passionate about their roles and keen to bring 

about changes to practice to improve patient care.  

The lead of the MIU was working with a university in the UK to develop a teaching course for staff 

working in the unit. 

However, we predominantly saw little, in the way of any quality improvement initiatives or 

continuous learning in the department. 


