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About the Health Information and Quality Authority 
 
The Health Information and Quality Authority is the independent Authority 
established to drive continuous improvement in Ireland’s health and social care 
services.  
 
The Authority’s mandate extends across the quality and safety of the public, private 
(within its social care function) and voluntary sectors. Reporting directly to the 
Minister for Health, the Health Information and Quality Authority has statutory 
responsibility for: 
 
Setting Standards for Health and Social Services — Developing person-centred 
standards, based on evidence and best international practice, for health and social 
care services in Ireland (except mental health services) 
 
Social Services Inspectorate — Registration and inspection of residential 
homes for children, older people and people with disabilities. Inspecting children 
detention schools and foster care services  
 
Monitoring Healthcare Quality — Monitoring standards of quality and safety in 
our health services and investigating as necessary serious concerns about the health 
and welfare of service users 
 
Health Technology Assessment — Ensuring the best outcome for the service 
user by evaluating the clinical and economic effectiveness of drugs, equipment, 
diagnostic techniques and health promotion activities 
 
Health Information — Advising on the collection and sharing of information across 
the services, evaluating information and publishing information about the delivery 
and performance of Ireland’s health and social care services 
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1. Introduction  
 
The Health Information and Quality Authority’s (the Authority) Social Services 
Inspectorate (SSI) carried out an announced inspection of Gleann Alainn Special Care 
Unit (SCU) in the Health Service Executive South (HSE South), under Section 69(2) 
of the Child Care Act, 1991. This inspection was carried out by Sharron Austin (lead 
inspector) and Bronagh Gibson (co-inspector). 
 
Special care units are inspected annually against the Child Care (Special Care) 
Regulations 2004 and the National Standards for Special Care (2001). The last full 
inspection took place in October 2011 and can be accessed on the Authority’s 
website, www.hiqa.ie, as Inspection Report ID number 506.  
 
At the time of the last full inspection in October 2011 inspectors found that the unit 
was in a state of crisis and that this was due primarily to the poor standard of 
management which impacted negatively on the delivery of a good standard of care 
to the children, the day-to-day practices of the staff and the capacity of the unit to 
fulfill its purpose and function as a special care unit. Consequently, the Authority 
made a decision to carry out another full inspection of Gleann Alainn between 11 and 
12 January 2012. This is a report on the implementation of the recommendations 
made in the previous report and other key findings. 
 
At the time of this inspection there were five children detained in Gleann Alainn. Two 
children had been discharged since the last inspection. The unit was located on the 
grounds of a hospital and was surrounded by a green area. There was a secure open 
area at the rear of the unit that was accessible to the children detained there. 
 
During this inspection, inspectors were satisfied that there had been some progress 
in respect of each of the recommendations made in the last inspection report, and 
this was evidenced through interviews with young people, staff and other 
professionals, as well as a review of unit records and systems. It was also found that 
there was an increase in accountability and responsibility by managers and staff. 
While inspectors found that several actions had been taken by senior external 
managers to address the Authority’s previous recommendations, the cyclical nature 
of crisis within the special care service nationally was highlighted. Inspectors noted 
the pattern of crisis where individual special care units have not functioned 
effectively or safely in the past, and the negative impact this has had on the service 
as a whole. The systematic erosion of all systems at every level within Gleann Alainn 
was of serious concern during the last inspection. Senior managers must ensure that 
whatever measures they take to address the difficulties within Gleann Alainn are 
sustainable and that the service nationally is made resilient to challenges it may face 
in the future. 
 
The statement of purpose and function of Gleann Alainn had been amended and the 
unit at the time of the inspection provided secure residential care for up to five girls 
aged between 11 and 17 years on admission. This was a reduction of two places.  
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The children are detained under a High Court detention order on the basis that they 
pose a serious risk to themselves or others. The High Court orders provide for the 
liberty of a child to be restricted in order to secure their safety and welfare needs.  
 
This inspection report presents the findings against the specific recommendations 
made following the inspection in October 2011. It makes further recommendations 
targeted specifically at the day-to-day operation of the unit and its management, 
both internal and external under the following Standards: 
 
� Care of Young People 
� Notification of Significant Events 
� Safety and Security. 

1.1 Methodology 

 

In this inspection, inspector’s judgments were based on evidence of findings verified 
from several sources. They were gathered through direct observation of the 
interactions between staff and children, interviews with four children, the Unit 
Manager, two Acting Deputy Managers, four unit staff, the HSE’s National Manager 
National High Support and Special Care Services (NHSSCS), one guardian ad litem, 
an examination of relevant records and documentation detailed below, and an 
inspection of the accommodation. Telephone interviews were carried out with the 
HSE Monitoring Officer, the newly appointed Unit Psychologist, two guardians ad 
litem, a Social Work Team Leader and two social workers. 
 
Inspectors had access to the following documents:  
 

� the unit’s:  
- statement of purpose and function 
- policies and procedures  
- register 

� the children’s care files 
� census information on children 
� details of: 

- unauthorised absences 
- single separation 
- physical restraint 

� census information on staff 
� administrative records 
� staff rosters 
� staff supervision records 
� fire safety and compliance documents 
� the HSE’s Monitoring Officer’s reports and recommendations. 
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1.2 Management Structure 

 
A new Unit Manager (previously a manager of another special care unit) took up 
position the week after the previous inspection fieldwork in October 2011.  
 
At the time of this inspection, the structure provided for the day-to-day operation of 
the unit to be managed by a Unit Manager who was supported by two Acting Deputy 
Managers. The Unit Manager reported to the National Manager National High 
Support and Special Care Services (NHSSCS), who had line management 
responsibility for the three SCUs in the country. The National Manager NHSSCS 
reported to a HSE Dublin North East (DNE) Integrated Services Manager. The current 
management structure functioned under the aegis of the DNE Regional Director of 
Operations. The management structure is shown below in Figure 1. 

 
Figure 1. National Special Care and High Support Services – line 
management/governance structure 
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1.3 Data on children 

 
Inspectors examined the unit’s register (see Table 1) and it showed that two children 
had been discharged from the unit since the last inspection. 
  
Table 1. Children placed in Gleann Alainn in order of length of placement – 
11 January 2012 
 

Child Age 
HSE placing 

Area 
Length of 
placement 

Number of previous 
placements 

#1 
16 
years 

HSE West 13.5 months 
2 residential care, 6 foster  
care 

#2 
16 
years 

HSE Dublin Mid-
Leinster 

7 months 
3 residential care 
1 foster care 
1 special care 

#3 
16 
years 

HSE South 4 months 2 residential care 

#4 
15 
years 

HSE Dublin North 
Central 

4 months 
3 residential care 
4 foster care 
1 special care 

#5  
17 
years 

HSE South 1 month 3 weeks 

4 foster care 
1 supported lodgings 
2 residential care 
1 special care 

 

1.4 Acknowledgments 

 
Inspectors wish to acknowledge the children, parents, managers, SCU staff members 
and all other professionals that assisted in this inspection. 
 
 

2. Findings 

2.1 Summary of findings 

 
Due to the serious nature of the findings in the last inspection of this unit in October 
2011, the Authority decided to carry out a second full inspection of this unit in 
January 2012. A progress report on the implementation of a Management Action 
Plan for Gleann Alainn SCU was developed by the HSE immediately following the 
previous inspection, and was submitted to the Authority prior to this inspection. 
Following an incident in October 2011 when a child took a set of keys from a staff 
member while out on a mobility trip, the Authority was informed by the National 
Manager National High Support and Special Care Services that an investigative 
review of incidents at Gleann Alainn SCU was commissioned by the Area Manager 
who has delegated responsibility for the National High Support and Special Care 
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Services. This review was carried prior to this inspection by a team comprised of two 
HSE personnel and one person external to the HSE. The findings of this investigation 
were not concluded at the time of this inspection but were imminent. The Authority 
should be informed of the outcome of the investigation once concluded. 
 
Overall, inspectors were satisfied that there had been some progress in respect of 
each of the previous recommendations and this was evidenced through interviews 
with young people, staff and other professionals as well as a review of unit records 
and systems. While several external professionals told inspectors that they too could 
acknowledge some progress within the centre, their confidence in the service to be 
sustainable and improve was poor. There was also an increase in accountability and 
responsibility by managers and staff. However, considering the significant concerns 
in relation to safety, security and management highlighted in the last report, the 
ability to sustain this progress is paramount, as the unit has a significant amount of 
work ahead to ensure that it provides a safe service which is underpinned by a 
strong, resilient management and staff team.  
 
While inspectors found that several actions had been taken by senior managers to 
address the recommendations, it was highlighted that historically a pattern of crisis 
where individual special care units have not functioned effectively or safely, had 
impacted on the national special care service as a whole in the past number of years, 
resulting in the systematic erosion of all systems at every level within Gleann Alainn 
and this was of serious concern during the last inspection. Senior managers must 
ensure that they promote sustainability and resilience amongst the managers and 
staff of special care units. 
 
Care of young people 
 
The children who were interviewed by inspectors said there were still occasions 
where they felt unsafe and this related to incidents of alleged bullying, targeting and 
assaults by other residents. This remained unacceptable. Inspectors reviewed a 
number of Standard Report Forms where some incidents of bullying were reported as 
a child protection concern.    
 
Through unit records, interviews with staff and external professionals, inspectors 
found that: 
 
� The staff team’s confidence in their classification of child protection concerns had 

improved; however, one agency staff member had not received training in 
Children First: National Guidance for the Protection and Welfare of Children.  
Subsequently to the inspection, inspectors were informed by the HSE’s National 
Manager NHSSCS that updated training in Children First was completed by the 
individual on 26 January 2012. 

� The recording and reporting of significant events had also improved; however, 
Recommendation 8 in the last report was not fully met. This recommendation 
required a review of children’s care files and records so as to ensure that all child 
protection concerns and significant events had been identified, recorded and 
dealt with appropriately. This recommendation still stands. 
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� The Unit Manager had implemented regular meetings with the children where 
issues and concerns could be raised and provided the opportunity to consult with 
the children on daily routines and practices. This was evidenced through records 
and interviews with the children. A visit from an external advocacy group for 
children in care (EPIC) had been arranged for 30 January 2012. 

� The children had access to a dedicated unit psychologist. 
� The children had a clearer understanding about their right to access information 

and the recent re-structuring of care files had made them more accessible to 
children. 

� The reduction in capacity from seven to five had provided more available physical 
space within the unit for the children which promoted privacy. 

� Shift planning and coordinating had improved so as to ensure more accountability 
and responsibility amongst the staff team. 

� Locking the children in their different bedroom sections had been reviewed and 
changed from 7.30pm to 9pm. The children interviewed were happy with the 
change and the Unit Manager told inspectors that it would be reviewed on a more 
regular basis. 

 
 
Notification of Significant events: Unauthorised Absences, Single 
Separation, Physical Restraint and Complaints 
 
Information provided by the SCU showed that there were seven unauthorised 
absences from the SCU since the last inspection in October 2011 while children were 
out on mobilities from the unit. The records provided were in relation to three 
children, and the absences ranged in duration from one hour to four days. Inspectors 
evidenced an improvement in carrying out risk assessments as a result of these 
incidents and that staff reported these incidents to all the appropriate people. 
 
Inspectors requested details of all incidents where children were separated from the 
other children (single separation) since the last inspection. The information provided 
by the SCU showed that single separation had been used on 13 occasions in relation 
to five children since that time. The duration of some of these was of concern to 
inspectors as one child was singly separated for a period of eight days and on 
another occasion for 23 days. This child had been involved in an incident a week 
prior to previous inspection when a set of unit keys was taken from a staff member 
and she and another resident absconded from the unit in the early hours of the 
morning. Both children were returned to the unit after three weeks. The Unit 
Manager told inspectors that this child was at “huge risk” upon her return from 
absconding.  Inspectors could not find any written record of this lengthy single 
separation. Inspectors were told by the Unit Manager that no records were 
completed at the time of the single separation. This was a serious concern for 
inspectors as it was unclear as to why the period of single separation was so long, 
what decision making processes were involved, and the outcomes for the individual 
child. There was also no record of how this single separation was authorised and/or 
if it was reviewed in accordance with departmental guidelines on single separation. 
This child had since been discharged from the unit.   
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In response to the draft report, the National Manager (NHSSCS) informed the 
Authority that the intervention outlined in the report as single separation was 
incorrect. He confirmed that the interventions were recorded in the unit as significant 
events and entered into the significant event log. Notwithstanding this view, the pre-
inspection information initially provided to the Authority by the HSE recorded this 
approach as single separation. The recommendation remains unchanged. Inspectors 
recommend that a retrospective record of this intervention is completed immediately, 
clearly outlining the reasons for it, who authorised it, the decisions made, how and 
when it was reviewed, and the outcomes for the child of the this single separation 
period.   
 
The details of all physical restraints in the centre since the last inspection were also 
requested from the unit by inspectors. The information provided by the SCU showed 
that there had been three physical restraints in relation to three children and two 
further incidents where staff intervened with children in order to prevent a situation 
escalating. 
 
Inspectors requested details of all complaints made to the SCU since the last 
inspection. Inspectors were provided with details of four complaints made by two 
children. On examination of care files and records, inspectors found four other 
complaints that had been made prior to the inspection.  
  
At the time of the last inspection, one external professional had told the Authority 
that they had raised numerous concerns with the SCU about issues such as: 
consistency of care provided to a child, and the poor level of reporting by Gleann 
Alainn staff of events and daily activities of this child and her night-time routine. 
These were not recorded on the child’s care file and although inspectors requested a 
written update on the status of these concerns from the previous acting unit 
manager and the National Manager, it was not provided. This was brought to the 
attention of the unit’s managers during this inspection and inspectors recommend 
that the status of these concerns are assessed as a matter of priority by the National 
Manager National High Support and Special Care Services following the inspection to 
ensure they have been dealt with appropriately. 
 
Inspectors found through an examination of unit records and interviews with staff 
and external professionals that: 
 
� the unit staff had referred several incidents of bullying as child protection 

concerns, however, this was still not consistent practice 
� the children interviewed told inspectors they could see “a lot of changes for the 

better” particularly following the appointment of a new manager 
� the recording and application of sanctions or consequences for children who 

displayed unacceptable behaviour, as required by the National Standards, had 
improved. 
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Safety and Security  
 
Following an incident in October 2011 when a child took a set of keys from a staff 
member while out on a mobility trip, the Authority was informed by the National 
Manager National High Support and Special Care Services that the incident was 
subject to a full HSE investigation that was carried out by a team comprised of two 
HSE personnel and one person external to the HSE. The findings of this investigation 
were not concluded at the time of the inspection. The Authority should be informed 
of the outcome of the investigation once concluded. 
 
As a result of this incident, immediate security actions were taken. A programme of 
remedial work had been completed and a policy on the management of keys was 
introduced. Unit staff no longer took keys off the premises and a new recording 
system allowed the staff and managers to track key usage at all times. The unit had 
also developed a checklist of all sharp items that had to be accounted for at the end 
of every shift, and had also introduced a system to ensure this happened. During this 
inspection, inspectors found a better awareness amongst the staff team of the need 
to keep the unit secure and safe, and protocols and procedures related to this area 
were found to be implemented. Risk assessments were found to be routinely carried 
out by the SCU in relation to individual children’s mobilities (outings from the unit) 
but not for all other areas where risk was present. Examples of these included when 
a child obtained a set of car keys while out on a mobility trip and where a child felt 
unsafe due to alleged bullying. 
 
While progress had been made in the area of risk management and identification, 
inspectors continued to be concerned about the lack of written evidence of how 
specific risks were assessed and managed by the SCU. 
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2.2 Findings against the specific recommendations 

 
Recommendation 1 
 

HIQA Recommendation 
October 2011 

HSE progress update 
January 2012 

Status of 
recommendation at the 

time of inspection 

Recommendation 1 
 
The unit is managed in 
accordance with 
Regulations and National 
Standards and that it 
meets its purpose and 
function by providing 
secure, safe care. 
 

 
An interim manager was 
appointed on October 
2011. The new 
management team 
ensures that Gleann 
Alainn is complying with 
Regulations and National 
Standards hereby 
ensuring that the unit is 
providing safe, secure 
care. 
 

 
Recommendation  

partly met 

 
At the time of inspection the SCU was managed by a newly appointed Unit Manager 
who was supported by two Acting Deputy Managers, and reported to the National 
Manager National High Support and Special Care Services (NHSSCS). Inspectors 
were told by the National Manager that Gleann Alainn and the standard of 
management of the SCU had been subject to close attention by the Area Manager 
HSE DNE following the last inspection. The National Manager and his team held a 
number of meetings and other forums to formulate and approve a Management 
Action Plan for Gleann Alainn and to monitor the progress of its implementation. The 
National team worked closely with the HSE National Monitoring Officer throughout 
this time. The intervening period between the last inspection in October 2011 and 
this inspection (January 2012) has been short and while inspectors acknowledge that 
there is evidence of the beginnings of progress in many areas, there remains a 
significant amount of work to be progressed further and more importantly sustained 
into the future. The onus is not only on the current unit management team to ensure 
effective and safe care whilst addressing the outstanding recommendations but more 
importantly on the external senior managers to provide effective support so as to 
ensure sustainability and resilience of the service. 
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Recommendation 2 
 

HIQA Recommendation 
October 2011 

HSE progress update 
January 2012 

Status of 
recommendation at the 

time of inspection 

 
Recommendation 2 
The management of the 
unit is reviewed 
continuously in order to 
satisfy itself that it: 
 
 
2.1 – is fit for purpose 
 
 
 
 
 
 
2.2 – has quality 
leadership 
 
 
 
 
2.3 – has a managerial 
structure in which staff are 
accountable and supported 
 
 
 
 
2.4 – is reviewing, 
developing and 
implementing appropriate 
unit policies, procedures 
and protocols 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
The Unit Manager is 
meeting the National 
Manager on a regular 
basis to review the 
running of the unit.  The 
unit is fit for purpose. 
 
An interim manager from 
another special care unit 
is now the appointed unit 
manager. 
 
 
A new supervision system 
has been put in place and 
the shift coordinators role 
has been redeveloped.  
This is an ongoing 
process of learning. 
 
A number of key policies 
have been amended and 
all staff have been 
consulted and made 
aware of same. A number 
of draft national policies 
have been introduced 
whilst awaiting them to 
come on stream on a 
permanent basis. 
 
 
 
 
 

 
 
 
 
 

 
 
 

Recommendation  
partly met 

 
 
 
 
 

Recommendation  
partly met 

 
 
 
 

Recommendation  
partly met 

 
 
 
 
 

Recommendation  
partly met 
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HIQA Recommendation 
October 2011 

HSE progress update 
January 2012 

Status of 
recommendation at the 

time of inspection 

 
2.5 – is reviewing, 
developing and 
implementing robust, safe 
and accountable recording 
and reporting systems, 
particularly those related to 
child protection 
 
 
 
 
2.6 – is constantly 
reviewing the number of 
children the unit has the 
capacity to care for without 
compromising its viability 
 
 
 
 
 
2.7 – is providing safe, 
secure care to all children 
placed in the unit 
 

 
In consultation with the 
HSE National Monitoring 
Officer, all paperwork has 
been re-visited and 
streamlined. Quality 
assurance systems have 
been introduced. The unit 
manager is the 
designated child 
protection officer. 
 
Two children have 
recently been discharged 
to onward placements 
and the National Manager 
has agreed to keep the 
capacity of children the 
unit can care for safely at 
five. There are currently 
five children resident. 
 
With the change in 
policies and a more 
robust, structured 
management team in 
place, Gleann Alainn is 
safer and more secure for 
children. 
 

 
Recommendation  

partly met 
 
 
 
 
 
 
 
 
 

Recommendation met 
 
 
 
 
 
 
 
 

 
Recommendation  

partly met 
 

 
 
Overall, inspectors found that progress in relation to recommendation 2.1 – 2.7 was 
good as evidenced by the actions taken to date and through interviews with 
management, staff and other professionals.  However, it was clear during the 
inspection that these actions were at an early stage and required a strategic and 
focused approach from internal and external managers so as to ensure their full 
implementation, sustained practice, and evidence of review on a continuing basis.  
Inspectors found that there was a revision and amendment to several systems and 
practices that ensured the unit was safer and secure. However, several staff 
interviewed stated that the unit’s security continued to be compromised by the poor 
quality of one of the external doors. No system of ensuring unit keys were secured to 
individual staff members was in place, and the children continued to report incidents 
of alleged bullying. Inspectors also found that keys continued to get stuck in the 
locks on internal and external doors. 
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Recommendation 3 
 

HIQA Recommendation 
October 2011 

HSE progress update 
January 2012 

Status of 
recommendation at the 

time of inspection 

Recommendation 3 
The unit has robust, 
dependable and effective 
external management, 
monitoring and quality 
assurance systems. 

A number of external 
resources have been put 
in place by the national 
team to support the 
management team in 
Gleann Alainn. This allied 
with the HSE National 
Monitor regularly visiting 
the centre ensures that 
quality assurance is 
maintained. 

Recommendation  
partly met 

 
Inspectors were informed by the National Manager that a number of external 
management interventions were immediately put in place following the last 
inspection such as a Management Action Plan for the SCU. A senior manager from 
within the NHSSCS team was appointed to oversee and to quality assure the 
implementation of the plan. The National HSE Monitoring Officer for NHSSCS carried 
out several visits to the SCU from October 2011 to January 2012 to primarily assess 
progress against the management action plan and to advise and assist the managers 
and staff. A Monitor’s Assessment report was completed and inspectors were given a 
copy of this prior to the inspection. The findings of this report mirror in many 
respects the findings of the Authority’s inspection of the SCU and progress made 
against the recommendations of the Monitor’s report. While inspectors acknowledge 
that the immediate interventions and quality assurance checks were carried out by 
external management to ensure this recommendation was met, the key concern 
remained that strategic and effective monitoring and quality assurance systems 
going forward would be prioritised. 
 
Recommendation 4 
 

HIQA Recommendation 
October 2011 

HSE progress update 
January 2012 

Status of 
recommendation at the 

time of inspection 

Recommendation 4 
The unit is adequately 
staffed to provide safe, 
effective care. 
 

The current W.T.E for 
Gleann Alainn is 24.  
There are six full-time 
HSE staff on long-term 
sick leave and are 
replaced by long-term 
agency staff on a full-
time basis. 

Recommendation 
partly met 
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The SCU was staffed by 24 HSE staff including the managers. Of the staff team 
complement, six were on long-term sick leave. The SCU had eight agency staff 
working on a full-time basis and three more available for relief work that provided 
cover for staff leave or illness. Four new agency staff had commenced since the last 
inspection. The National Manager and Unit Manager told inspectors that a decision 
had been made to reduce the capacity of the unit to five and that they were satisfied 
that the unit was adequately staffed to provide safe, effective care for that number 
of children. Inspectors were also told that work had been completed on the 
documentation for the recruitment of unit managers and deputy managers. Pending 
the formal recruitment process, internal expressions of interest were sought and the 
current Unit Manager’s transfer had been approved. Inspectors found that there was 
a core group of agency staff working on a regular basis in the SCU, and this provided 
a more stable environment for the young people. The young people interviewed 
spoke positively of them. However, it was still evident through interviews with staff 
that some agency staff had not received appropriate induction training in accordance 
with SCU policy and in one case, training in Children First: National Guidance for the 
Protection and Welfare of Children had not been carried out.  
 
Subsequently to the inspection, inspectors were informed by the National Manager 
NHSSCS that updated training in Children First was completed by the individual on 26 
January 2012. 
 
Recommendation 5 
 

HIQA Recommendation 
October 2011 

HSE progress update 
January 2012 

Status of 
recommendation at the 

time of inspection 

Recommendation 5 
All staff are appropriately 
vetted, trained and 
supervised. 
 

All HSE staff files are up 
to date with the 
exception of one 
outstanding reference. All 
agency staff files are up 
to date with the 
exception of one staff 
that has two outstanding 
reference checks. All 
current staff have 
received supervision for 
the month of December 
2011. 
 

Recommendation  
partly met 

 
Unit records showed that staff files had been reviewed, and that missing information 
was obtained or had been formally requested. Garda Síochána checks, references 
and appropriate qualifications were on file for the four new agency staff. Inspectors 
reviewed 24 staff supervision files and evidenced that all current staff had received 
formal supervision in December 2011 and only two staff to date had supervision in 
January 2012. A supervision log had been set up by managers which recorded 
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supervision sessions centrally. Inspectors noted that some staff were being 
supervised by same grade personnel. This should be reviewed in line with HSE and 
SCU policy. The Unit Manager was supervised/supported by the National Manager.  
Inspectors understood that no formal records of these meetings were being held.  
This was highlighted by the HSE Monitoring Officer in his most recent report and a 
recommendation was made to ensure regular, formal supervision where records are 
maintained is available to the Unit Manager. Inspectors support this 
recommendation. 
 
Recommendation 6 
 

HIQA Recommendation 
October 2011 

HSE progress update 
January 2012 

Status of 
recommendation at the 

time of inspection 

Recommendation 6 
The unit is decorated and 
maintained to a good 
standard. 
 

A deep clean of the unit 
took place in October 
2011 and a contract is 
currently being put in 
place with the cleaning 
firm to regularly clean the 
unit. The unit 
housekeepers now have a 
list of duties. A painter is 
currently being sourced.  
An artist is currently 
doing some work with the 
children in an attempt to 
make the unit more child 
friendly. 

Recommendation  
partly met 

 
Inspectors identified an improvement in the physical condition of the unit. Living 
areas and offices had been cleaned, tidied and re-organised. A programme of 
remedial works had been carried out which included the replacement of all external 
and internal door locks and strengthening of doorjambs. Inspectors were allocated a 
set of new keys for the duration of the inspection. The difficulty in locking and 
opening the unit’s internal doors did not prove as difficult on this occasion but did 
require some effort. Inspectors reviewed a Sharps and Cutlery Log in which these 
items were listed and were checked on by staff on a daily basis. The children had 
been without a television for several months at the time of the last inspection. This 
had been rectified immediately following the inspection, however, they were still 
without television channels in their bedrooms. Inspectors were told by the Unit 
Manager that this was being pursued with external providers. The child whose 
bedroom had been located on the school corridor during the last inspection had been 
moved to a more appropriate section. An artist had painted murals with the children 
in the main corridor and a newly designated living space. Inspectors were given a 
copy of the revised job description for the unit housekeeper and evidenced checks 
carried out.   
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Recommendation 7 
 

HIQA Recommendation 
October 2011 

HSE progress update 
January 2012 

Status of 
recommendation at the 

time of inspection 

Recommendation 7 
The ongoing assessment, 
identification and 
addressing of areas of risk 
and hazards are routine 
practices within the unit. 
 

A chartered fire and 
safety consulting 
engineering company 
have been commissioned 
to carry out a health and 
safety audit. This audit 
took place in December 
2011. One of the acting 
deputy managers has 
taken over the role of 
Health and Safety Officer. 

Recommendation met 

 
A visual inspection of the unit during this inspection found a number of minor 
hazards which were reported to the unit managers prior to the end of the inspection. 
A Fire and Safety Audit had been carried out by an external fire and safety 
consultant prior to the inspection. A copy of the findings of the audit was forwarded 
to the Authority upon issue after the inspection. At the time of publication the 
Authority received an Action Plan in response to the recommendations contained in 
the audit from the HSE. 
 
Recommendation 8 
 

HIQA Recommendation 
October 2011 

HSE progress update 
January 2012 

Status of 
recommendation at the 

time of inspection 

Recommendation 8 
A review of care files for 
each child living in the unit 
at the time of inspection is 
carried out in partnership 
with the children’s assigned 
social worker to ensure that 
all child protection concerns 
and significant events have 
been identified, recorded 
and dealt with 
appropriately. This review 
should also ensure that all 
records pertaining to these 
children are accurate and 
up to date. 

With the ongoing support 
from the HSE National 
Monitoring Officer and 
others the filing and 
recording system has 
been improved. 

Recommendation  
not met 
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While progress had been made in the review of care files to improve structure and 
accessibility, inspectors found that the main focus of this recommendation to ensure 
that all child protection concerns and significant events had been identified, recorded 
and dealt with appropriately in partnership with the children’s assigned social worker 
had not been carried out. Inspectors were told by the National Manager and the Unit 
Manager that a director from another special care unit assisted in an audit of care 
and placement plans with a focus on progressing discharge and onward placement 
plans in consultation with social workers. Inspectors did evidence an improvement in 
the recording of significant events and viewed a number of standard report forms in 
relation to child protection concerns on care files. However, inspectors were not 
satisfied that a focused review of the care files as recommended in the last 
inspection was carried out. This recommendation still stands.  
 
 

3. Summary of Recommendations 
 
To meet the Standards, the HSE should ensure that: 

 
1. Further actions to address the recommendations which were met in part or not 

met in the last report (ID 506) to be prioritized and carried out with immediate 
effect. 

2. External managers provide effective support so as to ensure sustainability and 
resilience of the service. 

3. Internal and external managers prioritise strategic and effective quality assurance 
and monitoring systems. 

4. The unit is provided with a dedicated, qualified and consistent staff team to 
provide safe effective care. 

5. The security protocols and procedures are continuously reviewed by internal and 
external managers in order to satisfy itself that the unit provides safe, secure care 
to all children placed in the unit. 

6. It implements the proposed standardised policies and procedures and associated 
training as a matter of urgency. 

7. There is clear written evidence of how specific risks are assessed and managed 
by the SCU. 

8. A retrospective record of the intervention used for the period of 23 days for one 
child is completed with immediate effect clearly outlining the reasons for its use, 
who authorised it, the decisions made, how and when it was reviewed and the 
outcomes for the child. 

9. The National Manager assesses the status of concerns raised by an external 
professional regarding one child at the time of the last inspection to ensure they 
have been dealt with appropriately. 

10. Records are maintained of supervision meetings held between the Unit Manager 
and the National Manager and are available to the Unit Manager.  
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4. Conclusions 
 
This inspection found that progress had been made to address the recommendations 
of the last inspection which are highlighted by key improvements evidenced during 
the inspection as follows: 
 
� the appointment of a permanent unit manager 
� the appointment of a dedicated unit psychologist 
� introduction of weekly meetings with children and involvement of an external 

advocacy group 
� improved security protocols and procedures 
� improved recording and reporting procedures 
� implementation of staff supervision policy 
� implementation of recorded key-working sessions 
� clearer management roles and responsibilities 
� re-decoration and organization within the unit 
 
This unit requires a sustained and strategic approach from internal and external 
managers so as to ensure the full implementation of actions taken to date, continued 
safe and effective care, and evidence of quality assurance systems on a continuing 
basis. Senior managers must ensure that they promote sustainability and resilience 
amongst the managers and staff of the special care unit. 
 

 

5. Next steps 
 
The Authority will report its findings in relation to Gleann Alainn SCU to the Minister 
for Children and Youth Affairs. 
 
The HSE’s National Manager National High Support and Special Care Services should 
provide the Authority with: 
 
� a copy of the report carried out by the investigation group following an incident in 

the unit in October 2011 
� monthly progress reports up until the next follow-up inspection outlining actions 

taken and persons responsible to address the recommendations from the last 
inspection (ID 506) and the recommendations of this inspection. 

 
Having considered the findings of this inspection it is the intention of the Authority to 
carry out a follow-up inspection of Gleann Alainn within three months of this report 
being published.  
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