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Report on Unannounced Visit to Manannan Court on  

September 27th 2022. 
 

The Mental Health Commission made an unannounced visit to the In-patient unit on Tuesday 27th 

September 2022.   

 

The visiting team comprised 2 professional members, Dr. Malar Babu Sandilyan, and Dr. Richard Hillier 

and 3 lay members, Mr. Paul Kane, Mr. Patrick Swanney and Mr. Ian Buxton (chair).  This was the 

Commission’s second visit with 2 new lay members in attendance this year. Apologies were received 

from Ms. Samantha Pearson who has recently left the Mental Health Commission. 

 

As the visit was unannounced, there were no Pre-visit documentation requests. 

 

Pre-visit Meeting with Management 
At the start of the visit, the Commission met with management staff.  Present were: General Manager 

Integrated Mental Health Service, Mental Health Act Manager, Acute Inpatient Service Manager, 

Operational Manager Adult Mental Health, Care Quality & Safety Administrative Officer 

 

 

General Observations and Environment 

Occupancy 
Harbour  Glen  

Section 3:       6 patients  2 Patients 

Section 2:       1 patients   

Informal:        9 patients 2 sleeping over from Harbour 

Empty beds:   0  

 

Ward Environment Observations 
The patient storage area was visited and a good standard is being maintained. 

 

The activity board was blank, staff stated activities take place regularly but no activities staff were 

observed during the visit. 

 

We did not check the new sensory suite was completed so will do this on the next visit. 

 

Glen ward – Patient Physical health 
We visited the Glen Suite and spoke to the staff and patients, we focused on staff attitudes towards 

physical health needs of frail and older patients.  
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On our arrival the ward was calm, with a relaxed atmosphere. We noted staff being calm, friendly and 

helping to feed a patient despite showing challenging verbal aggression. The staffing level was 

appropriate but it was noted that there was no psychology input to the Glen Suite and occupational 

therapy was only available from the community on request. We were told the activity coordinator 

works across the week to engage in ward activities but none were apparent on the day of the visit, staff 

were not sure of the reason for this. There were two patients who were “sleeping over” from Harbour 

Suite due to pressure on beds. 

 

 

 

Document scrutiny: 

 There was evidence that routine paperwork was being completed appropriately including food 

and diet charts, stool charts, Waterlow, MUST scoring sheets, hourly observations were all up 

to date.  

 For patients on covert administration of medication, the covert meds policy was properly 

documented. It was documented that patient’s wife was involved in this as part of best interest 

decision, which is good practice.  

 NEWS - The use of these charts showed a noticeable improvement. They were being used on 

daily basis and there was evidence of appropriate action following a prompt – for example, a 

patient with low blood pressure was flagged up and the response was recorded on RIO.  

 MUST scores (weekly weight, D+F) were done properly. An underweight patient was identified 

and referred to a dietitian. 

 The Abbey pain assessment scale in appropriate use. A patient with scores of 10 had been given 

Co-codamol. 

 A visual A-E observation was in place for patients that refuse NEWS checks. 

 

 

Legal Paperwork and Admission Papers 
The MHC review the legal paperwork records for all patients that are detained during the visit and 

some processes that occur between visits. 

 

Section 132 
Patients who are detained under section 132 require an outcome within the stipulated 72 hours. 

 

We reviewed the section 132 episodes, the reasons for placing people on section 132 seem 

appropriate, all assessments had been completed in a timely manner, two forms had incomplete details.  

 

Drug Cards and form 46 / 47 
Three of these patients were subject to consent to treatment (CTT), two of them had form 47 in place 

and one patient had form 46 in place.  

 

One patient was on high dose antipsychotic (above 100% BNF dose). There were two other informal 

patients also on high dose antipsychotics and physical health monitoring for such patients could be 

improved.  

 

The MHC have the following recommendations: 

 

1. We would urge the team to consider HDAT (high dose antipsychotic monitoring) 

recommended by RCPsych as good practice.  

2. We note the hospital is yet to develop their clozapine policy.  

 

Compared to the previous visit this year, the use of high doses of sedative medication we observed 

seem to have reduced on Glen Suite, which may have contributed to the reported reduction in falls. 

 



 

 

 

Admissions Paperwork, Capacity and Rights 
In total there were nine patients detained under the MHA, seven on Harbour Suite and two on Glen 

Suite.  

 

All detained patients had their rights read upon admission, but there were inconsistencies in 

documenting this in various places in progress notes, MHA Rio section, documents etc. The MHC 

believe that could be standardized and simplified.  

 

Having reviewed the respective drugs charts and the CTT forms all medication were appropriately 

authorized. It was noted that some section papers lack detail in several examples examined. 

 

Some patients’ notes had evidence of their nearest relative been informed of their rights by letter.  

 

 

Mental Health Review Tribunals  
Under section 76 of the MHA 98 the hospital managers are required by law to refer patient to the 

MHRT where the patient has not made an appeal application within the first 6 months of detention. This 

should be made within the first 7 days of the renewed detention as stated in the code of practice. 

 

The MHC were able to find evidence that this had occurred within the stated timeframe.  There was 

evidence that referrals for 2 patients had been made to tribunals after the first renewals of detentions. 

One patient was found to have had two renewals and has had a Mental Health Review Tribunal and two 

management hearings.  

 

Associate Hospital Managers Hearing 
During a patients detention under section 2 or 3 of the MHA 98 patients are entitled to request a 

review of the detention at any time. This is separate from the renewal process which is heard 

automatically upon the consultant reviewing the patients’ detention and deciding if a further detention is 

required.  

 

The MHC were able to find evidence that referrals had been made upon renewal to Managers’ 

Hearings. 

 

Section 17 Leave 
Seven patients had section 17 leave authorized but only two of them had evidence of patient signatures 

on section 17 leave forms.  

 

  



 

 

 

Summary of legal paperwork review 
The following table summarises the review of legal paperwork and highlights areas of concern with clear 

explanations in patient’s notes and with recording the understanding of their rights.   

 
 

 
 

Checklist for Consultant Psychiatrist responsible for Medical Scrutiny of admission Section Papers.

27/09/2022

Standard

Identifier

Section Type

Start Date

Medical Recommendation 

NO Yes

1 An explicit statement about the presence 

of a named mental disorder and the 

reasons for believing this. 

3 records 50%, 1 record 0% 5 records 100%

2 Descriptions of degree and / or nature of 

the mental disorder that warranted 24 

hour hospital detention under the care of 

a Responsible Clinician. 

2 records 50%, 1 record 0% 6 records 100%

3 Reasons for 24 hour hospital detention 

and why a less restrictive option 

(management in the community) was not 

possible. 

1 record 50%, 1 record 0% 7 records 100%

4 Reasons why informal admission was not 

justified.

1 in error 8 records correct

5 If the Doctor stated that detention was in 

the interest of the patient’s health, clear 

reasons why. 

2 records 50%, 1 record 0% 6 records 100%

6 If the Doctor stated that detention was in 

the interest of the patient’s safety, clear 

reasons why. 

2 records 50%, 1 record 0% 6 records 100%

7 If the Doctor stated that detention was 

necessary for the protection of others, 

clear reasons why. 

1 No 3 100%, 5 N/A

Record of MHA rights explained by staff S128 form

1 On admission 2 No record 5 Yes, 2 attempted but not thought to be 

capacitous

2 Second opportunity 2 No, 1 No on renewal, 5 N/A, 1 attempted but not thought to be 

capacitous

Section Renewal

01/01/1900 Date of renewal 3 renewals

02/01/1900 Referral to MHRT - S76 3 referrals

03/01/1900 Date of Tribunal Hearing 1 TBA, 2 with dates

Section 17 Leave form (current)

1 Has  S17 leave been granted? 2 No 7 Yes

2 Is the form current and in date? 7 Yes, 2 N/A

Notes KA's section papers are consistently 

lacking in descriptive detail.



 

 

Review of use of Seclusion 
We visited the seclusion suite which was adjacent to 132 suite in Harbour. The room itself has two 

parts- the de-escalation area and then the locked seclusion area, which has secure doors with glass 

panes to enable continuous observation. The room is clean and tidy with minimal furniture to reduce 

risks that can be an issue with agitated patients who would require seclusion. There are paper forms for 

each multidisciplinary team review ( 8 hourly review should be an independent review) and nursing 

assessments which are required to be done 2, 4 and 8 hourly during the seclusion.  

 

There have been three episodes of seclusion since the last visit that we were informed of.  

 

One of the patients had been placed on seclusion but the duty doctor had been informed after three 

hours, which delayed the initial medical review.  

 

One patient had remained in seclusion from 10:30 am on 16-9-2022 till 13:00 on 17-9-2022, reviewing 

his notes, it appears patient wasn’t eating or drinking enough during this period, excessively sleeping and 

physical health observations were omitted (although visual checks were completed) as he was asleep. 

Eventually this patient was found unresponsive and transferred to general hospital where he received 

treatment in ITU.  

 

It should be noted that this patient was administered Acuphase injection prior to being placed on 

seclusion on this occasion. We would like to raise the following concerns for action:  

 

1. Acuphase had been used as first resort without other means of Rapid Tranquilization (RT) 

explored 

2. Adequate physical health monitoring had not been completed because the patient was 

“sleeping”.  

3. 1 and 2 would both seem to increase risk and we would urge the team to develop an Acuphase 

policy to help embed safe practice around the administration of the drug.  

4. We would like to request that management clarify staff training, education and the policy 

around completing physical health observations following RT if patients are found to be asleep.  

 

There are regular reviews conducted to observe the patients during their period of seclusion as 

evidenced by nursing and medical entries during these seclusion episodes. The level of monitoring and 

reviews need to be brought back into line with the seclusion statutory requirements and policy. 

 

Interviews with Staff 
A nurse stated the staffing level is better now that more staff are employed on the ward. 

There has been good training on the physical care of patients especially as it was delivered in person 

rather than through training documents. Staff felt they were enabled to easily access training and time 

was facilitated to do this. 

NEWS is seen as very useful, particularly for health care assistants giving them the confidence to 

escalate when prompted by the chart. 

It was recognized that there is an issue with informal patients being given medication covertly, with a 

reliance on the best interest defense, staff described this as similar to what they do in care homes. We 

refer to this practice further down in this report in detail. 

The nurse was able to discuss the NEWS charts and physical monitoring of patients confidently and this 

reflected the Rio notes. 

 

A HCA expressed concerns that staffing relied on 5 HCAs and one nurse and considered this to be 

dangerous, the MHC would like to review the current staffing policy guidelines with Manx Care. The 

HCA expressed a strong desire to train and progress but stated they were told this is currently blocked 

due to a Manx Care management decision and observed that expensive agency staff are used. There was 

some dissatisfaction with the fairness of the E Roster, it was reported that some staff are working up to 

six weekends and others one.  

 

A nurse described they were supported but had not received supervision for nearly one year. This 

could be improved of the nurse and HCA had protected time. The nurse raised a concern about Depot 



 

 

injection for a patient who was informal, put on section 2 then removed from section 2. A question was 

raised about why the patient was informal if they had no capacity to consent. There was concern for 

what would happen if rapid tranquilisation was required. E Roster was felt to be working well with a mix 

of early and late shifts. Safe wards training was mentioned to minimize escalations. 

 

Patient Interviews: 
Patient comments are reported, it should be noted that MHC lay members are not medically trained 

and able to judge the patient’s state of health or accuracy of statements that may not be 

contemporaneous. 

 

Patient Interview: (Glen Suite) 
An informal patient referred themselves for interview.  

There was praise for the staff, the cleanliness of the ward, the facilities, and the standard of the food. 

The patient had been fully consulted with regard to medications and treatment and was aware of their 

rights. The patient felt safe on the ward. The patient reported that there was no-one on the ward with 

whom they could interact, other than nurses and HCAs. The patient was aware of follow up support 

available after discharge. 

 

Patient Interview: (Harbour Suite) 
This patient asked for an interview. It seemed they primarily wanted someone to talk to, and their 

illness was apparent. The patient did make the point that staffing levels were such that there was rarely 

time for them to talk, and this made the patient feel unsafe because they relied on staff to ‘distract’ 

them from suicidal actions. The lack of activities also impacted negatively, though occasional yoga 

sessions were enjoyed. 

 

End of visit meeting with management 
Mr. Buxton summarised the visit and identified a number of positive observations but noted there was a 

significant concern regarding the application of the Mental Health Act to fully protect patients and staff. 

 

In the Isle of Man there is currently no deprivation of liberty protection equivalent to DOLS legislation 

in the UK. 

 

In the Glen Suite there are some patients that do not have capacity to consent to treatment. 

 

These patients are being treated, sometimes covertly. 

 

The MHC understand from our visit that some staff are concerned that they are administering 

treatment without the protection of the law. 

 

We also understand that the relatives of some patients have questioned why their relatives are detained 

and treated without a section being put in place. 

 

An examination of records showed that one patient was put on Section 2, treated and then the section 

was subsequently removed before the 30 day observation period was completed. Other patients on the 

ward were subject to treatment while informal and not able to consent. 

 

It is our understanding that the Mental Health Act is there to protect patients and staff. The Mental 

Health Act affords patients specific rights to review of treatment and tribunal that are not available to 

informal patients. The Mental Health Act protects staff by giving them protection to administer 

treatment under the law. 

 

The Mental Health Commission would like the management team to urgently review this practice and 

ensure that staff and patients are properly protected at all times.  

 

The Mental Health Commission would like to thank staff for their help and co-operation during the 

announced visit. 



 

 

Summary 
This was again a positive visit, the management team engaged well in response to concerns raised and 
in receipt of positive observations at short notice. A high level of co-operation was observed. There was 
evidence of a reduction in the stress levels that the unit had been previously under due to the impact of 
Covid earlier in the year. Some patients expressed they would benefit from more time with staff. 
 

Positive observations: 
 General staff wellbeing seems to have improved. 

 Tribunals and Management reviews were correct. 

 Storage and tidiness of patients’ belongings remains to a good standard. 

 S.132 shows improvement. 

 E Roster is performing better in general 
 

Areas of concern observed: 
 

Priority concern areas 

 The correct use of the Mental Health Act to protect patients and staff is required to replace the 
current practice to treat informal patients who are unable to consent. 

 An Acuphase policy is required as this drug use resulted in an incident and transfer to Nobles 
Hospital 

 Monitoring patients during sleeping – staff training and policy to be reviewed 

 A low level of activities planning was observed. No activities were observed to take place during 
the visit. We are concerned this is either not being resourced or managed sufficiently to benefit 
patient recovery. 
 

Other concerns 

 Concerns about the accuracy of records for rights and section papers. 

 Several legal concerns over the last 2 visits 
o it may be beneficial to give more emphasis to the role that the Mental Health Act office 

carries out in an advisory capacity with consultants and management.  

 Delays to initial assessment in seclusion 

 How well are staff maintaining their licences and training?  
o Are their remaining challenges to maintaining licences due to Covid? The MHC will 

revisit this. 

 E Roster fairness was commented upon, we recommend a review of a health metric on 
weekend allocations across staff. 
 


