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1.   Introduction 
 
The Health Information and Quality Authority’s Social Services Inspectorate (SSI) carried out 
an unannounced inspection of a children’s residential centre in the Health Service Executive 
(HSE) South under Section 69 (2) of the Child Care Act 1991 as amended by the Child Care 
(Amendment) Act 2011, on 8th and 9th February 2012. The inspection was undertaken by 
Patrick Bergin, Inspector Manager and Orla Murphy, Inspector. The centre had been 
inspected last in June 2009 with follow up inspections in December 2009 and December 
2010. These reports can be accessed on www.hiqa.ie as reports numbers 314, 377 and 439. 
 
The centre had been owned by a religious order up to 2001 when it was transferred on lease 
to the then Southern Health Board now Health Service Executive (HSE). The building came 
into the ownership of the HSE under the redress scheme. The centre is situated on the 
outskirts of a small town and it was adjacent to a convent and church. The large building 
was over 100 years old, had an institutional appearance and was unsuitable to accommodate 
a modern children’s residential centre.  
 
There were two young people on the register for the centre at the time of this inspection. 
One of these young people was residing in the centre while the second young person was 
residing in another house 50 kilometres from the centre. This arrangement was put in place 
in January 2012 when the behaviour of the young people in the centre became dangerous 
and difficult for staff to manage safely. 
 
  
1.1  Methodology 
 
Inspectors’ judgements are based on evidence verified from several sources gathered 
through direct observation, an inspection of the accommodation, interviews with key 
personnel and spending time with the young person and examination of relevant records and 
documentation including the following: 
 the centre’s statement of purpose and function 
 the centre’s policies and procedures 
 a safety statement 
 the centre’s fire register 
 confirmation of fire safety arrangements 
 the centre’s admission and discharge register 
 the young person  
 the young persons care files 
 administrative records 
 personnel records, including supervision records 
 questionnaires completed by two people   
 

1.2 Acknowledgements 
 
The inspectors wish to acknowledge the co-operation of the young people and HSE 
managers and staff who participated in this inspection. 
 
1.3 Management structure 
 
The Acting Centre Manager reported to the Child Care Manager with responsibility for 
children’s residential services in the area who, in turn, reported to the Operations Manager. 
The position of Co-ordinator of Residential Care Services had become vacant following the 
retirement of the person in post. This post provided the operational support to the children’s 
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residential centre managers in the area. Within the centre there was one Deputy Manager 
and 4.5 child care leaders, two of whom were on maternity leave at the time of the 
inspection. The centre had an approved complement of 14.5 care staff. However, there were 
nine agency staff to support staff cover for various types of leave and staff single occupancy 
residential arrangements in place aligned to the centre. 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
1.4 Data on children 
 
At the time of the inspection the following young people were resident in the centre: 
Listed in order of length of placement 

 
 
 
 
 

Child Age Legal Status Length of 
Placement 

Number of previous 
placements 

# 1 (girl) 16 Voluntary Care 2.5 years 
1 residential placement 

1 foster care placement 

# 2 (girl) 14 Full care order 5 months 3 foster care placements 

Regional Director of Operations 

Acting Centre Manager

Residential Manager Co‐ordinator 
 

Post Vacant since January 2012 

 

Operations Manager

Child Care Manager
Responsibility for Children’s 

Residential Services 

Acting Deputy Manager

Social care leaders

Social care workers
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2. Summary of Findings 
 
Practices that met the required standard 
 
Monitoring 
The standard on monitoring was met. The HSE Monitoring Officer was actively involved in 
monitoring the centre through regular visits to the centre. In the 12 months prior to the 
inspection the HSE Monitoring Officer had written eight reports following visits to the centre. 
A number of recommendations were made throughout the year to address identified 
shortcomings. These including recommendations relating to an aftercare service for a young 
person, a social work department acknowledging a child protection report made to them, the 
need for a statutory review for another young person and the need to secure a more suitable 
premises as a children’s residential centre. The Monitoring Officer recommended that the 
centre cease admissions to the centre in January 2012 due to issues relating to the 
management of behaviour and the inspectors support this recommendation. 
 
Significant incident reports were received and reviewed by the Monitoring Officer and these 
triggered visits to the centre. The Acting Centre Manager told inspectors that the Monitoring 
Officer provided an important role in advising on particular aspects of the standards and 
regulations. Inspectors recommend that all the recommendations made by the HSE 
Monitoring Officer should be implemented in full by the HSE in a timely manner. 
 
Management and staffing 
The standard on management was met. The centre was managed by a suitably qualified 
person who was in post for 8 years. An Acting Deputy Manager was in place to support the 
Acting Manager of the centre. They had agreed areas of responsibility and inspectors found 
their management styles complemented each other.  
 
Inspectors were told that there were 14.5 posts approved for the centre to provide a seven-
day week, 24-hour-day care service, for up to five young people. Two of the social care 
leaders were on maternity leave; three night staff were on sick leave, and one social care 
worker was also on sick leave. There were eight agency staff working in the centre covering 
shifts and they were also working in the single occupancy centre since aligned to the centre. 
Inspectors found there was a high level of sick leave in the months prior to the inspection 
and this leave related mainly to the assaults and stress experienced by staff from young 
people displaying challenging and aggressive behaviour. 
 
In particular, between September 2011 and January 2012, the centre experienced problems 
in the management of young people’s behaviour. There were a number of serious incidents 
which resulted in staff getting hurt and taking sick leave. Due to ongoing problems with 
these young people, the centre moved young people into separate accommodation 
arrangements in an attempt to minimise injury to staff and curtail the patterns of challenging 
behaviour evident within the group. This placed further stress on the staff team and as a 
consequence agency staff were required to support the functioning of this centre and the 
special arrangements. 
 
Inspectors found that there were deficiencies in the care practices and operational policies in 
the centre having regard to the numbers of children admitted to the centre and the nature of 
their needs. Following the discharge of two young people in the middle of 2011, and the 
admission of two young people in the latter half of 2011, the centre was not prepared for the 
challenges encountered. These issues are addressed further in the report. 
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Register 
In the twelve months prior to the inspection there were three discharges. Two of these were 
planned and the young people returned home or to supported residential settings. There was 
one unplanned discharge and the young person was moved to a private children’s residential 
centre. There was one admission, however, at the time of the inspection. One young person 
was in the centre and another was in a special arrangement managed and staffed by the 
centre. 
 
Inspectors were told of another young person that was admitted to the centre in November 
2011 but was placed in a single occupancy centre managed by the same Acting Centre 
Manager. This arrangement lasted for two weeks. This young person was not on the centre 
register and clarification was provided by the Acting Manager that her role was to oversee 
the project.  
 
Notifications of significant events and administrative files 
The standard on the notification of significant events was met. The centre had a system of 
recording and notifying significant events to the relevant personnel. These included the HSE 
Monitoring Officer and the relevant social worker. Practice on the management of these 
events will be discussed under the relevant sections. 
 
Contact with families 
This standard was met. The centre had a history of involvement with family members and 
where possible this continued to be the case. There was evidence of regular access between 
young people and family members had visited the centre. 
 
Absence without authority 
This recommendation was met. Records show that three young people were reported absent 
on 40 occasions in the 12 months prior to this inspection. The majority of incidents ranged 
from one to six hours, with one young person missing for 52 hours, but was returned to the 
centre. Inspectors found the greater number of incidents also occurred in the months 
between October 2011 and December 2011 when the centre was experiencing serious 
challenges in the management of young people’s behaviour. A child protection concern was 
reported to social workers and the Garda Síochána during an incident when two young 
people were missing from the centre. This will be addressed further under the section in 
child protection.    
 
The centre had a system of notifying the line manager, HSE Monitoring Officer, social 
workers, parents and Gardaí when a young person went missing. The centre followed the 
HSE/Garda Síochána protocol on responding to children missing from care. The incidents of 
young people missing from the centres had ceased at the time of the inspection. Inspectors 
were informed by the centre managers and staff that the separation of the young people 
from each other, due to the negative influence they had on each other, was a significant 
factor in ending the trend of children running away from the centre.  
 
Consultation 
This standard was met. Young people were consulted about their care as part of their care 
plan meetings and review meetings. Keyworkers were assigned to young people and their 
views were sought through this process. There was regular contact between young people 
and some of their social workers and this also supported the opportunity for young people’s 
views to be heard and shared. 
 
Education  
The standard on education was met. The two young people in the centre were attending 
school. The centre had a good history of encouraging young people to participate in 
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educational programs. There was a section on each young person’s file where school reports 
and information about their education was retained. 
 
Health 
The standard on health was met. There was extensive information on the young people’s 
files in regard to their health needs. Reports were completed by care staff each time a young 
person attended the General Practitioner (GP) or the hospital. Inspectors noted a high level 
of attendance at the GP by the young people and recommend that the HSE monitor these 
trends to ensure that young people are not seeking appointments with the doctor to deflect 
from other appointments or arrangements. 
 
 
Practices that partly met the required standard  
 
Purpose and function  
This standard was met in part. The centre had a purpose and function document which 
stated it provided residential placements for girls between the ages of 12 and 18, short-to-
long term placements including emergency placements. Inspectors found that the purpose 
and function document incorporated a wide range of care needs required by young people 
and that it would be difficult for a service to meet such a diverse range of needs at any one 
time. 
 
Inspectors found that the centre had admitted young people seeking emergency placement, 
requiring short term placement and had a young person in the centre requiring a long-term 
placement. This report will highlight some of the difficulties the centre experienced in 
managing such a diverse group of needs under the section entitled ‘Managing Behaviour’. 
Inspectors recommend the HSE review the purpose and function of the centre and within 
this process take account of the competence of the centre to best meet the needs of specific 
combination of children and young people. 
 
Supervision and Support 
The standard on supervision was met in part. The centre had a system in place to provide 
supervision to staff. The Acting Manager was supervised by the external line manager. Care 
staff had designated supervisors and the supervision policy indicated that meetings should 
occur on a six-to-eight week basis. The Acting Manager acknowledged that the provision of 
supervision to care staff was not adhering to the centre policy and levels of supervision had 
decreased since the October 2011 when the behaviour of young people became increasingly 
challenging. Inspectors found that the agency staff did not receive supervision from the 
centre managers. Agency staff attended supervision with a representative of the company 
and this was of assistance to them. 
 
Some staff in the centre were receiving supervision infrequently, and where supervisors were 
on extended leave, some supervisees experienced a gap in their own supervision. The HSE 
should ensure that all staff within the centre receives supervision on a regular basis in line 
with the centre’s policy. It should be noted that the reduction of supervision during times of 
crisis further decreased the capacity of a team to function as a cohesive group to address 
the challenges presented to them.   
 
Training and development  
This standard was met in part. Inspectors were told that staff received training in child 
protection (Children First 1999) and in managing challenging behaviour (Therapeutic Crisis 
Intervention) and also first aid. On the day of the fieldwork inspection some of the care staff 
were receiving a briefing on Children First 2011. The remainder of the team were due to 
receive briefing in the coming weeks. Inspectors recommend that care staff receive 



 8

adequate training in Children First 2011 which incorporates a multi-disciplinary component as 
reference in the Children First 2011 guidance. This area will be further developed under the 
section entitled ‘Safeguarding and Child Protection’. 
 
Inspectors found that the staff team had attempted to respond appropriately to violent and 
dangerous situations in the months prior to the inspection. The Acting Centre Manager 
highlighted the need for the team to review these situations as part of a learning process 
and identify areas of improvement. The inspectors support this initiative and recommend 
that the review should consider the status of the team currently, interventions that worked 
well, and where there were shortcomings, the mix of young people admitted to the centre 
and the adaptation of the team to meet the needs of the young people in the centre. The 
inspectors were advised by the Child Care Manager and Acting Centre Manager that an 
external facilitator was available to the group to support this process. Inspectors recommend 
that this process is undertaken as a matter of urgency as part of the development of the 
team.  
 
As the staff team experienced ongoing challenges in the management of challenging 
behaviour, including acting out and violent behaviour, inspectors recommend that further 
training in managing behaviour is provided to the team to further build confidence and 
resilience in responding to difficult and escalating situations. 
 
Children’s rights  
This standard was met in part. There was a complaints policy in the centre. Young people 
knew how to make a complaint and they could identify people they could make a complaint 
to. There was evidence found that young people believed their complaints would be listened 
to and addressed either by the staff team or by their social workers. The centre held records 
of complaints made by young people and these included expressions of dissatisfaction 
relating to the day-to-day living in the centre. These were addressed by the centre staff in 
an informal manner.  
 
Inspectors identified one written complaint made by a young person that was a child 
protection concern. This had not been reported to the social worker as a child protection 
concern. The complaint itself had been made by the young person two months prior to the 
inspection and had not been processed in line with the complaints policy. The Acting Centre 
Manager immediately initiated a process of addressing the concerns. Inspectors recommend 
that this matter is concluded as soon as possible. The report has made reference to the need 
for training and implementation of the centre child protection policy. 
 
Planning for children and young people  
The standard on planning for children and young people was met in part. In the 12 months 
prior to the inspection, the centre had discharged three young people and admitted two. The 
centre had a history of placements of young people with complex needs such as learning 
and physical disabilities. Inspectors found that recent admissions to the centre were for 
children with emotional and behavioural difficulties. In one instance a young person was 
accepted to the centre that had addiction problems but was placed in a building 50 
kilometres away which aligned to the centre. This service was managed by this Acting Centre 
Manager. 
 
The area had a central admissions committee for all the children’s centres in the area. The 
committee consider the nature of the placement required and attempt to match the young 
person with available placements. Inspectors were told that at the time of the inspection that 
there were 15 children awaiting residential placements.  
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Inspectors were told that in the period October 2011 to February 2012 four young people 
were on the register. During this period the centre operated other residential settings, one in 
a holiday home, and on two other occasions, in a children’s residential centre that was 
previously closed. These special arrangements were organised to respond to behavioural 
challenges displayed by young people in an attempt to meet the needs of all the young 
people. 
 
Inspectors found that the trend to create such interventions on an ongoing basis for these 
young people highlights the deficits in the placements and admission process to the centre 
and the management of behaviour. Inspectors recommend that the admissions policy and 
practices take account of the care needs of young people and capacity of the centre and 
staff team to meet these needs. 
 
Statutory care plans and reviews 
This standard was met in part. The two young people on the centre register had statutory 
care plans. The provision of care for one young person had changed as she was in a special 
arrangement, singleton-type service aligned to the centre. It was unclear to staff how long 
this arrangement would continue for. There were no statutory review care plan minutes on 
file. The inspectors requested to see the decisions of these reviews, however, inspectors 
were informed that decisions are no longer issued to the centre but care plans are updated. 
There was no evidence on file of the outcomes of the statutory review care plan meetings.  
 
The centre staff and social workers met regularly to develop residential care placement plans 
for both young people, however, the inspectors found that the changing circumstance of one 
young person warranted the holding of a statutory care plan review meeting to consider 
developments and establish medium-to-long term plans seeking a wide range of views in 
how best to meet the young persons needs.  Inspectors recommend the HSE ensures that 
the centre has copies of the statutory care plan and statutory care plan review meetings 
outlining the decisions of these meetings. 
 
Social worker role 
This standard was met in part. Both young people had allocated social workers. One of these 
had recently been assigned to the young person as the previous social worker had been on 
extended sick leave. Inspectors reviewed centre records of the contact between social 
workers and young people. One social worker had bi-monthly contact with the young person 
between September 2011 and February 2012. This was not adequate contact considering the 
move of the young person to the centre followed a period of crisis in another care setting. 
Social worker contact with another young person was regular for the first six months of 
2011; however, this contact was significantly less in the latter half of 2011. Inspectors noted 
that this was during a period when the centre was in crisis. Inspectors recommend that 
social workers have regular contact with young people in the centre. 
 
The new social worker who was allocated to the young person in the month prior to the 
inspection had met with the young person and a meeting had been held to share information 
about the history and care of the young person. Inspectors were satisfied that the social 
workers were aware of significant events and received notifications of serious incidents apart 
from the child protection concern referred to previously.  
 
Inspectors were told by a social worker and centre managers that on one occasion a young 
person had to return home on an overnight stay as there was insufficient staff available to 
stay in the centre with the young person. This was not the preferred option for the social 
worker as this response went against the reasons the young person was in placement in the 
children’s residential centre. Inspectors were also aware of another occasion when a young 
person who was missing without permission during an overnight access at home was 
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returned home by care staff when they were found. The social work department have raised 
concerns about this incident and the matter is under review. Inspectors are recommending 
that the outcome of this review is forwarded to the Authority on completion. 
 
Preparation for leaving care 
This standard was met in part. Of the three young people discharged from the centre in the 
12 months prior to the inspection two of them were planned. The other young person went 
to a private children’s residential centre as the young person’s behaviour was deemed 
unmanageable. The area has access to an aftercare and leaving care worker who engages 
with young people in residential centres. 
 
Inspectors were concerned that one young person who has been in the centre for a number 
of years is due to leave the centre in 12 months time. A formal aftercare assessment of her 
needs has not been undertaken. The HSE aftercare policy states that such an assessment 
should be undertaken so as to inform the plan to support the transition for young people in 
care into independent living. 
 
Inspectors were told by social workers, Acting Centre Manager and staff, of the current 
vulnerability of one young person, and the concerns they have for her once she reaches her 
18th birthday. Access to disability support services was seen a crucial component to 
addressing this young person’s vulnerability in moving into independent living. Inspectors 
were told that the HSE Operations Manager for the area was made aware by the local Child 
Care Manager of the need for the involvement of adult disability services in the preparation 
of a support package for this young person. Inspectors were told that a proposal has been 
submitted to the Operations Manager for consideration.  
 
Inspectors recommend that a comprehensive aftercare assessment is undertaken for this 
young person, and an aftercare plan is devised to support the young person in the transition 
to independent or semi-independent living. Inspectors recommend the HSE Aftercare policy 
is fully implemented. 
 
Children’s case files and records 
This standard was met in part. Each of the young people had case files which contained 
information as required by the regulations. These included the young person’s birth 
certificate, care orders or signed voluntary care agreement forms and family and social 
history. The files also contained sections on medical and education histories, as well as 
significant incident reports. Each young person had a daily log which described the activities 
and interactions the young people had with staff, social workers and family members. 
 
The Acting Centre Manager held separate logs on information relating to absences and 
complaints. Information relating to child protection matters was also held in separate files. 
Inspectors found that this practice should be reviewed and any information pertaining to a 
young person should be held in the young person’s case file. There was a section in each 
young person’s file where information that was confidential, and not accessible by the young 
person, could be held. The Acting Centre Manager told inspectors that this aspect of the 
young person’s files needed to be reviewed to ensure that only relevant documents are 
maintained in this section. Inspectors recommend that the children’s case and care files in 
the centre are reviewed to ensure they adhere to best record keeping practices. 
 
Care of Young People 
This standard was met in part. Inspectors found that the commitment of care to the young 
people by the centre staff was of a high quality. Individual preferences were considered and 
where appropriate provided. Young people were encouraged to make choices and the 
concept of their individuality was respected and encouraged. 
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Inspectors noted the challenge for staff in creating a group living atmosphere in the centre 
due to its large size and institutional appearance. Inspectors found some of the rooms and 
corridors cold at different times of the day. This will be addressed further in the report under 
the section on premises.  
 
Meals were prepared by care staff and young people assisted. One young person outlined 
how she cooks a meal one night per week for everyone in the centre. Inspectors found it 
was difficult to create a positive social event at mealtime when there was only one young 
person living with care staff in the centre. 
 
Managing Behaviour 
This standard was met in part. The centre had a written behaviour management policy which 
was informed by the Therapeutic Crisis Intervention (TCI) policy of the HSE. All staff were 
trained in therapeutic crisis intervention and young people had an individual crisis 
management plan. Following the admissions of a number of young people in October 2011, 
the staff team experienced serious challenges in the management of young people’s 
behaviour. This included instances of young people running away from the centre and 
incidents of violent outbursts towards staff. Inspectors found that the challenging behaviour 
increased incrementally from October 2011 with young people challenging the authority of 
the staff team and routines and expectations set down to operate a children’s residential 
centre. 
 
Damage done to the centre by young people included some broken windows, damaged walls 
and locked doors forced open. Inspectors were informed of incidents when young people 
attempted to take centre keys from care staff to gain access to restricted areas. Inspectors 
noted that when three of the young people were placed in single occupancy arrangements at 
different times, their negative, disruptive and challenging behaviour ceased. While two of the 
young people continue to remain in single placement arrangements, these arrangements are 
not viable or suitable in the medium-to-long term. 
 
Inspectors recommend that the HSE should examine the factors that contributed to the 
service in crisis between October 2011 and February 2012. A component of such an 
examination needs to consider the preparatory work undertaken by care staff to anticipate, 
manage and adjust to the behaviours displayed by young people and how this differs from 
previous situations. This examination should inform the development of a strategy to 
address the shortcomings to best meet the needs of young people placed in the centre.   
 
Restraint 
This standard was met in part. Inspectors were told that there were 20 physical restraints 
and two physical interventions involving three young people in the 12 months prior to this 
inspection. One of these young people was involved in a physical intervention once with the 
remaining occasions involving the other two young people.  
 
The HSE adopted Therapeutic Crisis Intervention (TCI) as the approved method of managing 
challenging behaviour. Records in the centre show the duration of restraints staff were 
involved in, ranged from one minute to fifteen minutes. Notifications were routinely issued to 
the HSE Monitoring Officer, relevant social workers, TCI coordinator and, on some occasions, 
to the centre senior psychologist.   
 
Inspectors were informed that TCI training was undertaken by staff in the centre; however, 
the inspectors found that the change in behaviours displayed by young people in the 12 
months prior to the inspection was different than previous experiences, and regular training 
in TCI was necessary for all care staff. The training should focus on the escalation of a crisis 
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and the skills and techniques needed in de-escalation of such incidents as well as the 
physical intervention and protective measures in managing a young person during an ‘acting 
out’ scenario. Inspectors recommend that a training schedule for managing challenging 
behaviour for centre staff be devised and staff receive the relevant training as a matter of 
priority.  
 
Safeguarding and child protection 
The standard on safeguarding and child protection was met in part. The staff had an 
awareness of the principles of safeguarding, and there were procedures in place for notifying 
child protection concerns. There were reports on file issued to the social workers relating to 
two young people. These were in connection with underage sexual activity, disruptive 
behaviour by young people in the centre, and inappropriate contact by adult males of a 
sexual nature. Inspectors found that insufficient follow up work was undertaken to 
determine the status of the reports and seek for the matters to be concluded in a timely 
manner. 
 
Not all concerns were appropriately reported as child protection concerns to the social 
workers. Inspectors were concerned that the instance of disruptive behaviour reported to the 
social worker did not have a child protection component as identified in the HSE child 
protection policy. Inspectors identified a complaint made by a young person which met the 
definitions of a child protection concern as identified in the policy; however, no report was 
made to the social work department. An entry was also found on a young persons file in 
regard to an allegation about a foster carer; however, there were no records that this was 
reported to the social worker. 
 
Inspectors found evidence that some young people had placed themselves in very dangerous 
situations on a few occasions outside of the centre and care staff and centre management 
had attempted to keep them safe. Staff had accompanied young people from the centre 
when there were leaving without permission in an effort to persuade them to return to the 
centre. Staff assessed the level of risk when young people went missing and reported these 
instances to the Gardaí. 
 
Inspectors recommend that a review of the young person’s files is undertaken to ensure that 
all instances of a child protection nature are appropriately reported to the social worker. 
Where such reports have been made, the young person’s file should contain updates in 
regard to the status of the reports and the activity undertaken by the social worker and 
centre staff to bring the matters to conclusion. As referenced in the section on children’s 
case files, this information should be maintained together in one section of the young 
person’s file. In the section on training and development, the inspectors recommend that the 
HSE ensure that staff complete appropriate training in the HSE policy on child protection and 
that all staff implement the policy fully. Inspectors recommend that one particular 
appointment for a young person with a specialist service which related to a child protection 
concern is expedited as a matter of urgency. 
 
 
Practices that did not meet the required standard 
 
Premises and safety 
This standard was not met. Following the inspection fieldwork the inspectors issued 
correspondence to the HSE Operations Manager for the area seeking the relocation of the 
service to a more suitable location within three months.  This action was undertaken as the 
building is not suitable as a children’s residential centre.  
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In May 2003, the Social Services Inspectorate undertook the first inspection of the service 
following its transfer from a religious order to the then Health Board. At that point the Board 
acknowledged the unsuitability of the building as a children’s residential centre. The 
inspectors in the inspection report of 2003 made the recommendation to relocate the 
children’s centre to a more suitable building. This recommendation was again made in the 
inspections in January 2008, April 2008, June 2009, December 2009 and November 2010.  
 
In June 2009, the children, their families and care staff were told the centre was to be 
relocated and the service in the centre was to end. The HSE put a plan in place to identify 
suitable permanent premises. The Health Information and Quality Authority was informed by 
the HSE that capital was identified to purchase premises for this service and another that 
also needed to be relocated.  
 
Inspectors were told by external Centre Managers that the capital to purchase a building was 
no longer available. This is in contrast to a view expressed by the HSE six months earlier that 
they were not in a position to purchase a building as no suitable building was identified. 
Inspectors have sought a written response to inspectors’ recommendation that a more 
suitable building is identified and service relocated within three months.  
 
Fire safety 
The centre had quarterly checks of the fire alarm system undertaken by an external 
company. Inspectors reviewed the fire drill log and found discrepancies in the recording of 
fire drills. It appears from the records that two fire drills were undertaken in February 2011 
and July 2011. Considering the admissions of young people in October 2011, the size of the 
building and the challenges in navigating through the building, it is important that all 
precautions are taken to ensure that the young people are familiar with the evacuation 
procedures in the centre.  
 
The centre did not have an up-to-date Safety Statement completed during the inspection. A 
statement was on file dated 11 November 2010 and inspectors recommended that a hazard 
identification and control audit be undertaken as a matter of urgency. The Authority received 
a Department Safety Statement dated 13 February 2012; however, inspectors found there 
were deficiencies in this document that needed to be addressed as a matter of urgency. This 
included the need to complete a comprehensive review of potential hazards in the centre 
and controls in place to address these. 
 
The centre had a letter of compliance in regard to Building Control and Fire Safety dated May 
1997 from a Consultant Civic Engineer and Architect as required by the Child Care 
(Placement of Children in Residential Care) Regulations 1995. Considering the age of the 
building and the nature of the service in the centre, inspectors recommend the HSE ensure 
there is a regular review of the building pending the relocation to a more suitable building so 
as to ensure it is compliant with fire and safety requirements. 
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3.  Findings: 
 
1.  Purpose and function 
 
Standard 
The centre has a written statement of purpose and function that accurately 
describes what the centre sets out to do for children and the manner in which 
care is provided. The statement is available, accessible and understood. 

 Practice met  the 
required standard 

Practice partly met the 
required standard 

Practice did not meet 
the required standard

Purpose and 
function  √  

 
Recommendation: 
1. The HSE should review the purpose and function of the centre and within this process 
take account of the competence of the centre to best meet the needs of the specific 
combination of children and young people. 
 
 
2. Management and staffing 
 
Standard 
The centre is effectively managed, and staff are organised to deliver the best 
possible care and protection for children. There are appropriate external 
management and monitoring arrangements in place. 

 Practice met  the 
required standard 

Practice partly met 
the required 

standard 

Practice did not 
meet the required 

standard 

Management √   

Register √   

Notification of significant 
events 

√   

Staffing (including vetting) √   

Supervision and support  √  

Training and development  √  

Administrative files √   

 
Recommendations: 
2. The HSE should ensure that all staff within the centre receive supervision on a regular 
basis and in line with the centre policy. 
 
3. The HSE should ensure that care staff receive adequate training in Children First 2011 
which incorporates a multi-disciplinary component. 
 
4. The HSE should ensure an external facilitator is available to the staff team to support the 
process of review as part of the development of the team.  
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5. The HSE should ensure that further training in managing challenging behaviour is 
provided to the staff team so as to further build confidence and resilience in responding to 
difficult and escalating situations. 
 
 
3.  Monitoring 
 
Standard 
The Health Service Executive, for the purposes of satisfying itself that the Child 
Care Regulations 5-16 are being complied with, shall ensure that adequate 
arrangements are in place to enable an authorised person, on behalf of the Health 
Service Executive to monitor statutory and non-statutory children’s residential 
centres. 

 Practice met  the 
required standard 

Practice partly met the 
required standard 

Practice did not meet 
the required standard

Monitoring √   

 
Recommendation: 
6. The HSE should ensure that all the recommendations made by the HSE Monitoring Officer 
be implemented in full by the HSE in a timely manner. 
 
 
4.  Children’s rights 
 
Standard 
The rights of children are reflected in all centre policies and care practices. 
Children and their parents are informed of their rights by supervising social 
workers and centre staff. 

 Practice met  the 
required standard 

Practice partly met the 
required standard 

Practice did not meet 
the required standard

Consultation √   

Complaints  √  

Access to 
information √   

 
Recommendation: 
7. The HSE should ensure that all outstanding complaints are address appropriately and the 
child protection concern which was recorded as a complaint as noted in the report is 
processed in line with child protection policy as a matter of urgency.  
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5.  Planning for children and young people 
 
Standard 
There is a statutory written care plan developed in consultation with parents and 
children that is subject to regular review. The plan states the aims and objectives 
of the placement, promotes the welfare, education, interests and health needs of 
children and addresses their emotional and psychological needs. It stresses and 
outlines practical contact with families and, where appropriate, preparation for 
leaving care. 

 
Practice met  
the required 

standard 

Practice partly met 
the required 

standard 

Practice did not 
meet the required 

standard 
Suitable placements and 

admissions  √  

Statutory care planning and 
review  √  

Contact with families √   

Supervision and visiting of 
children  √  

Social work role √   

Emotional and specialist 
support √   

Preparation for leaving care  √  

Discharge √   

Aftercare  √  

Children’s care records √   

 
Recommendations: 
8. The HSE should ensure that the admissions policy and practices take account of the care 
needs of young people and capacity of the centre and staff team to meet these needs. 
 
9. The HSE should ensure the centre has copies of the statutory care plan and statutory care 
plan review meetings outlining the decisions of these meetings. 
 
10. The HSE should ensure that social workers have regular contact with young people in the 
centre. 
 
11. The HSE should ensure that the concern raised by the social work department about the 
return of a young person to her home is reviewed and the report issued to the Authority. 
 
12. The HSE should ensure that a comprehensive aftercare assessment is undertaken for 
one young person and an aftercare plan is devised to support the young person in the 
transition to independent or semi-independent living.  
 
13. The HSE should ensure that the HSE Aftercare policy is fully implemented. 
14. The HSE should ensure that the children’s case and care files in the centre are reviewed 
to ensure they adhere to best record keeping practices. 
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6.  Care of children 
 
Standard 
Staff relate to children in an open, positive and respectful manner. Care practices 
take account of the children’s individual needs and respect their social, cultural, 
religious and ethnic identity. Children have similar opportunities to develop 
talents and pursue interests. Staff interventions show an awareness of the impact 
on children of separation and loss and, where applicable, of neglect and abuse. 

 
Practice met  the 

required 
standard 

Practice partly met 
the required 

standard 

Practice did not 
meet the required 

standard 

Individual care in group living  √  

Provision of food and cooking 
facilities √   

Managing behaviour  √  

Restraint  √  

Absence without authority √   

 
Recommendation: 
15. The HSE should examine the factors that contributed to the service in crisis between 
October 2011 and February 2012 and implement a plan to ensure the situation does not 
reoccur.  
 
16. The HSE should ensure that a training schedule for managing challenging behaviour for 
centre staff be devised and staff receive the relevant training as a matter of priority. 
 
 
 
7.  Safeguarding and Child Protection 
 
Standard 
Attention is paid to keeping children in the centre safe, through conscious steps 
designed to ensure a regime and ethos that promotes a culture of openness and 
accountability. 
 

 Practice met  the 
required standard 

Practice partly met the 
required standard 

Practice did not 
meet the required 

standard 
Safeguarding and 
child protection  √  

 
Recommendations: 
17. The HSE should ensure that a review of the young person’s files is undertaken to ensure 
that all instances of a child protection nature are appropriately reported to the social worker. 
 
18. The HSE should ensure that staff complete appropriate training in the HSE policy on child 
protection and that all staff fully implement the policy. 
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19. The HSE should ensure that one particular appointment for a young person with a 
specialist service which related to a child protection concern is expedited as a matter of 
urgency. 
 
 
8.   Education 
 
Standard 
All children have a right to education. Supervising social workers and centre 
management ensure each young person in the centre has access to appropriate 
educational facilities. 

 
 

Practice met  the 
required standard 

Practice partly met the 
required standard 

Practice did not 
meet the required 

standard 

Education √  
  

 
9.   Health 
 
Standard 
The health needs of the young person are assessed and met. They are given 
information and support to make age appropriate choices in relation to their 
health. 

 Practice met  the 
required standard 

Practice partly met the 
required standard 

Practice did not 
meet the required 

standard 

Health √   
 

 
10. Premises and Safety 
 
Standard 
The premises are suitable for the residential care of the children and their use is 
in keeping with their stated purpose. The centre has adequate arrangements to 
guard against the risk of fire and other hazards in accordance with Articles 12 & 
13 of the Child Care (Placement of Children in Residential Care) Regulations, 
1995. 
 

 Practice met  the 
required standard 

Practice partly met the 
required standard 

Practice did not 
meet the required 

standard 

Accommodation   √ 

Safety   √ 

Fire safety   √ 

 
Recommendations: 
 
20. The HSE should ensure the children’s residential centre is relocated to more suitable 
premises within three months of the fieldwork inspection.  
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21. The HSE should ensure there is a regular review of the building pending the relocation to 
a more suitable building so as to ensure it is compliant with fire and safety requirements. 
 
22. The HSE should ensure a risk hazard audit is undertaken as a matter of urgency and 
reviewed on a regular basis. 
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4. Summary of Recommendations 
 
 

1. The HSE should review the purpose and function of the centre and within this process 
take account of the competence of the centre to best meet the needs of specific 
combination of children and young people. 
 

2. The HSE should ensure that all staff within the centre receives supervision on a regular 
basis and in line with the centre policy. 
 

3. The HSE should ensure that care staff receive adequate training in Children First 2011 
which incorporates a multi-disciplinary component. 

 
4. The HSE should ensure an external facilitator is available to the staff team to support 

the process of review as part of the development of the team.  
 

5. The HSE should ensure that further training in managing challenging behaviour is 
provided to the staff team so as to further build confidence and resilience in responding 
to difficult and escalating situations. 
 

6. The HSE should ensure that all the recommendations made by the HSE Monitoring 
Officer be implemented in full by the HSE in a timely manner. 
 

7. The HSE should ensure that all outstanding complaints are addressed appropriately and 
the child protection concern which was recorded as a complaint as noted in the report 
is processed in line with child protection policy as a matter of urgency.  
 

8. The HSE should ensure that the admissions policy and practices take account of the 
care needs of young people and capacity of the centre and staff team to meet these 
needs. 
 

9. The HSE should ensure the centre has copies of the statutory care plan and statutory 
care plan review meetings outlining the decisions of these meetings. 
 

10. The HSE should ensure that social workers have regular contact with young people in 
the centre. 
 

11. The HSE should ensure that the concern raised by the social work department about 
the return of a young person to her home is reviewed and the report issued to the 
Authority. 
 

12. The HSE should ensure that a comprehensive aftercare assessment is undertaken for 
one young person and an aftercare plan is devised to support the young person in the 
transition to independent or semi-independent living.  
 

13. The HSE should ensure that the HSE Aftercare policy is fully implemented. 
 

14. The HSE should ensure that the children’s case and care files in the centre are 
reviewed to ensure they adhere to best record keeping practices. 
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15. The HSE should examine the factors that contributed to the service in crisis between 
October 2011 and February 2012 and implement a plan to ensure the situation does 
not reoccur.  

 
16. The HSE should ensure that a training schedule for managing challenging behaviour for 

centre staff be devised and staff receive the relevant training as a matter of priority. 
 

17. The HSE should ensure that a review of the young person’s files is undertaken to 
ensure that all instances of a child protection nature are appropriately reported to the 
social workers. 
 

18. The HSE should ensure that staff complete appropriate training in the HSE policy on 
child protection and that all staff fully implement the policy. 
 

19. The HSE should ensure that one particular appointment for a young person with a 
specialist service which related to a child protection concern is expedited as a matter of 
urgency. 
 

20. The HSE should ensure the children’s residential centre is relocated to more suitable 
premises within three months of the fieldwork inspection.  
 

21. The HSE should ensure there is a regular review of the building pending the relocation 
to a more suitable building so as to ensure it is compliant with fire and safety 
requirements. 
 

22. The HSE should ensure a risk hazard audit is undertaken as a matter of urgency and 
reviewed on a regular basis. 

 
 
 
 


