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About the Health Information and Quality Authority 

 
The Health Information and Quality Authority (HIQA) is the independent Authority 
established to drive continuous improvement in Ireland’s health and personal social 
care services, monitor the safety and quality of these services and promote person-
centred care for the benefit of the public. 
 
The Authority’s mandate to date extends across the quality and safety of the public, 
private (within its social care function) and voluntary sectors. Reporting to the 
Minister for Health and the Minister for Children and Youth Affairs, 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 those 
health and social care services in Ireland that by law are required to be regulated 
by the Authority. 

 
 Social Services Inspectorate – Registering and inspecting residential centres 

for dependent people and inspecting children detention schools, foster care 
services and child protection services. 

 
 Monitoring Healthcare Quality and Safety – Monitoring the quality and 

safety of health and personal social care services and investigating as necessary 
serious concerns about the health and welfare of people who use these services. 

 
 Health Technology Assessment – Ensuring the best outcome for people who 

use our health services and best use of resources by evaluating the clinical and 
cost effectiveness of drugs, equipment, diagnostic techniques and health 
promotion activities. 

 
 Health Information – Advising on the efficient and secure collection and 

sharing of health information, evaluating information resources 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 Coovagh House Special 
Care Unit (CHSCU) in the Health Service Executive West (HSE West), under Section 
69(2) of the Child Care Act, 1991. This inspection was carried out on 26 September 
2012 and 27 September 2012 by Tom Flanagan (lead inspector), Sharron Austin and 
Maureen Burns Rees (co-inspectors). 
 
Special care units are inspected annually against the Child Care (Special Care) 
Regulations 2004 and the National Standards for Special Care (2001). Coovagh 
House was closed between 28 July 2011 and 29 June 2012. The last full inspection 
took place on 5 October 2010 to 7 October 2010 and can be accessed on the 
Authority’s website, www.hiqa.ie, as Inspection Report ID number 590.  
 
Children are detained in a special care unit under a High Court detention order on 
the basis that they pose a serious risk to themselves or others. Under High Court 
order, the young people’s liberty is restricted in order to secure their safety and 
welfare needs. There are three such units in Ireland, where children can be placed 
by a National Special Care Admission and Discharge Committee which considers 
referrals from all local health areas in the HSE.  
 
In Coovagh House, the overall aim is to stabilise high risk behaviour and return the 
young people to an open environment within as short a time as possible. CHSCU 
comprises a residential unit with living accommodation for up to five children, an 
administration block, a school and recreational facilities (including a gym, exercise 
yard and green area). CHSCU accepted referrals from all HSE local health areas.  
 
At the time of the last full inspection in October 2010 there were two young people 
in residence and inspectors found that CHSCU had regained some stability following 
a significant period of crisis with some improvement evident after the appointment of 
an acting unit manager in late August 2010. Arising from that full inspection, the 
Authority made 29 recommendations, including recommendations on training, a 
health and safety audit and a maintenance programme, each of which required 
immediate attention. 
 
An announced follow-up inspection took place on 25 March 2011. Inspectors found 
that 16 of the 29 recommendations had been met and 11 were met in part. 
However, two recommendations, one in relation to the management of the unit and 
the other in relation to a health and safety audit, were not met. The Authority 
recommended that the HSE take immediate action to address these issues. The HSE 
told the inspector of plans to close the unit in June 2011 for refurbishment of the 
premises. 
 
CHSCU was closed for almost one year from 28 July 2011 until it re-opened on 29 
June 2012. The residential unit had been re-designed and completely refurbished 
during that time and the majority of staff had been re-located to other SCUs and 
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residential centres for the period of the closure. While there was capacity in the unit 
to accommodate five young people, inspectors found that the unit could offer 
placements to two young people only. At the time of this inspection on 26 September 
2012 and 27 September 2012, there were two young people, both aged 17 years, in 
residence. A new permanent manager had been recruited. He took up his post in 
June 2012 and had overseen the introduction of a number of changes to policies and 
practices. Inspectors found that CHSCU was well managed and found elements of 
good practice in all areas of the operation of the unit. The young people were well 
cared for, they received good care and support from the staff of the unit and other 
professionals, and their placement goals were being met.  

1.1 Methodology 
 
In this inspection, inspectors’ judgments were based on evidence from several 
sources. This evidence was gathered through direct observation of the interactions 
between staff and children, interviews with two young people, one parent, the Unit 
Manager, the Acting Deputy Manager, six unit staff, the HSE’s Acting National 
Manager for the National High Support and Special Care Services (NHSSCS), written 
feedback from 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 two social workers, one guardian ad litem and the 
National Monitoring Officer for NHSSCS. 
 
Inspectors had access to the following documents:  
 
 the unit’s:  
 statement of purpose and function 
 policies and procedures  
 register 
 the young people’s care files and daily logs 
 census information on the young people 
 details of unauthorised absences 
 census information on staff 
 administrative records 
 staff rosters 
 staff supervision records 
 fire safety and compliance documents. 

 

1.2 Management Structure 
 
A permanent unit manager took up position in June 2012.  
 
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 one temporary 
deputy manager. 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 
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previously reported to a HSE Dublin North East (DNE) Integrated Services Manager.  
During 2012 the reporting arrangement was changed with the National Manager now 
reporting directly to the National Director, Child and Family Support Agency. The 
management structure is shown below in Figure 1. 

 
Figure 1. Coovagh House Special Care Unit – line management structure on  

      26 September 2012 
 
  
 
 
 
 
 
 
 
 
 
         
 
 
 
                                                          
 
                                        
 
 
 
 
 

1.3 Data on Young People 
 
Inspectors examined the unit’s register (see Table 1). 
  
Table 1. Young people placed in Coovagh House in order of length of 
placement – 26 September 2012 
 

Young  
Person 

Gender Age HSE placing 
Area 

Length of 
placement 

Number of previous 
placements 

#1 Male 17 Dublin Mid-
Leinster 3 months 1 short-term residential 

1 high support unit 

#2 
Female 

17 Dublin Mid-
Leinster 3 months 

2 foster care 
2 long-term residential 
1 short-term residential 

National Director, Children and 
Families Social Services

Unit Manager
Coovagh House SCU

National Manager 
NHSSCS

Acting Deputy Unit Manager

Gleann Alainn SCU  Ballydowd SCU 

8 Social Care Leaders
21 Social Care Workers 

Clerical Officer 
2 Chefs 

2 Housekeepers 



Coovagh House Special Care Unit in the Health Service Executive West. Inspection Report ID number: 579 
Health Information and Quality Authority  

 

  7

1.4 Acknowledgments 
 
Inspectors wish to acknowledge the young people, parent, managers, CHSCU staff 
members and all other professionals who assisted in this inspection. 
 
 
2. Findings 

2.1 Summary of findings 
 
Inspectors found that the standards on monitoring and education were met. Other 
practices that met the required standard included: management; staff checks; 
referral and placement of young people; contact with families; legal and court work; 
supervision and visiting of young people; emotional and specialist support; the 
register, administrative and care files; protection; staff relationships; health; 
consultation; privacy, dignity and individuality; leisure activities; complaints; and 
absence without authority. Practices that partly met the required standard included: 
purpose and function; staffing; supervision and support; training and development; 
statutory care plans and reviews; preparation for moving on / continued care / after 
care; access to information; restraint, single separation and promoting good order; 
premises, safety and security. 
 

2.2 Practices that met the required standard 
 
Management  
 
On the previous full inspection of Coovagh House in 2010, inspectors found that 
there were serious difficulties in relation to leadership, ineffective communication 
between operational and national management, unclear lines of accountability, poor 
management of serious incidents and a high incidence of staff sick leave. There was 
a high turnover of managers in the years leading up to the closure of the unit in 
2011. 
 
A new permanent Manager was appointed to Coovagh House in June 2012, who was 
suitably qualified and had a variety of experience in a number of different residential 
care settings for children and young people. Inspectors found that the unit was well 
managed during this inspection. The Manager demonstrated competence and had a 
clear understanding of the purpose and function of CHSCU.  
 
There was evidence that the Manager had introduced many changes to the operation 
of the unit with a view to ensuring that the roles and responsibilities of staff were 
clear, that staff were better supported and that the main focus of CHSCU was the 
provision of quality care to the young people who resided there. The Manager 
assumed the role of case manager for the young people, monitored the care files and 
logs and was very familiar with all aspects of their care.  
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Inspectors interviewed a number of staff who felt confident in the Manager, felt that 
the Manager was addressing contentious issues with staff in a transparent way and 
operated an ‘open door’ policy so that staff could bring any ideas or any issues they 
were concerned about to his attention. Some staff believed that the recent history of 
the unit had affected staff morale and felt that a number of issues remained 
unresolved by the HSE. They were unsure how the new Manager would cope when 
the unit was operating at its full capacity with the increased demands on staff. 
Inspectors interviewed a number of other professionals who experienced the new 
Manager as open, efficient, communicative and very collaborative in his dealings with 
them. 
 
As part of the management structure in the unit, there were two permanent deputy 
managers. However, one was on a career break and the other was on long-term sick 
leave. In their absence, there was an acting deputy manager, who was qualified and 
experienced. The responsibilities of this role included administrative duties, 
supervision and membership of a national ‘best practice’ group. The manager or 
acting deputy manager was on duty Mondays to Fridays. At the weekends, one of 
the social care leaders (SCLs), who was also a member of the rostered care staff 
group, assumed responsibility for management issues in addition to their care duties. 
An out-of-hours on-call system was in place and the manager, acting deputy 
manager and three social care leaders were available to respond in the case of an 
emergency.  
 
The acting national manager told inspectors that a number of supports were in place 
to support the unit manager. These included monthly supervision, the support of an 
experienced manager who acted as mentor, monthly meetings of managers from 
within the NHSSCS and a ‘best practice’ group at national level which focussed on 
developing standardised policies, practice and documentation across each of the 
SCUs. The Manager told inspectors that he was satisfied with the level of support he 
was receiving. 
 
Staff Checks 
 
Records submitted to the Authority prior to the inspection showed that all staff had 
received Garda Síochána vetting. A sample of 25 staff files viewed by inspectors 
contained Garda Síochána vetting. The Acting National Manager told inspectors that 
she intended to put in place a system whereby Garda Síochána vetting would be 
renewed for all staff on a regular basis. 
 
Monitoring  
 
Inspectors interviewed the NHSSCS Monitoring Officer, who expressed the view that 
the unit had been functioning well since it re-opened in June 2012. He had visited 
the unit on two occasions in that time and was facilitated by the managers and staff 
to carry out his role. He was due to visit the unit again in the weeks following the 
inspection in relation to an audit of the practices of the unit. He demonstrated his 
familiarity with all aspects of the functioning of the unit and he was knowledgeable 
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about the two young people who were resident in the unit and the plans in place for 
their future placement. 
 
He told inspectors that unit staff notified him of all significant events that occurred in 
the unit and that he received further detailed information when he required it. This 
supported the findings of inspectors that significant events were recorded in the care 
files and that the notification of all significant persons, including the NHSSCS 
Monitoring Officer, was also recorded. 
 
He told inspectors that, apart from his monitoring role, he also met the managers of 
the NHSSCS on a regular basis and that he provided guidance and support on issues 
such as the implementation of best practice, the formulation of policies and the 
development of standarised assessments and documentation across the various 
units. 
 
Referral and Placement of Young People 
 
All referrals to CHSCU came through the High Court, which considered applications 
for detention orders after referrals had been received and processed by the National 
Special Care Admission and Discharge Committee. The Manager told the inspectors 
that young people did not have the opportunity of visiting prior to their admission. 
The young people told the inspectors that they had an understanding of the reasons 
for their placements. There was evidence of inter-agency agreements in relation to 
planning and ongoing support for the young people between CHSCU and the placing 
authorities. 
 
Contact with Families 
 
Inspectors found that the staff in the unit promoted and supported the young 
people’s contact with parents, families and significant others where this contact was 
permitted by the court. One parent told inspectors that he/she was always warmly 
welcomed by staff and offered hospitality and that family visits were facilitated as 
often as required, sometimes two to three times per week. This parent confirmed 
that visits could take place in private if required. The care files and logs showed that 
the young people had frequent visits or telephone calls with significant others. For 
the protection of the young people, lists of approved contacts were agreed between 
the social workers, staff and the young people.  
 
Legal and Court Work 
 
A copy of the relevant High Court detention order was contained in each young 
person’s file. Each young person had an appointed guardian ad litem who visited 
frequently and attended the review meetings. The two guardians ad litem told the 
inspectors that staff were welcoming, communicated well with external professionals 
and that they were facilitated by staff to meet the young people and read the young 
people’s care files and logs.  
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Supervision and Visiting of Young People 
 
Each young person had an allocated social worker and the records showed that the 
social workers visited within two weeks of the beginning of the placement and 
approximately every two weeks thereafter. Inspectors interviewed the social workers 
of the young people by telephone. Both expressed the opinion that they were 
facilitated by the unit staff to meet the young people and to read the care files and 
logs. They told inspectors that they received regular communications from the 
management and staff regarding any incidents that occurred or any developments 
regarding the implementation of the care plans. They also told inspectors that the 
unit staff did some very good individual work with the young people for whom the 
placements in CHSCU had proved very beneficial. 
 
Emotional and Specialist Support 
 
Inspectors found that staff were aware of the emotional and psychological needs of 
the young people. At an early stage in each placement, the psychologist spent time 
talking to the young person and, if appropriate, their parents, and reading the 
various reports and assessments on the young person that had been submitted to 
the unit. Insights gained from this process formed the basis of a psychological report 
and guided the particular strategy to be employed by staff to meet the young 
person’s emotional and psychological needs during placement. There was evidence 
that the care plans and placement plans included specific programmes to address 
identified needs and behaviours. The care files contained records of this work having 
taken place in keywork sessions. There was evidence that specialist support was 
sourced externally when required. Inspectors found that the young people were 
aware of the different roles of the staff and professionals that they were dealing 
with. 
 
Register, Administrative and Care Files 
 
A register of the young people who were placed in the unit was maintained 
electronically and on hard copy. Inspectors viewed the register and found that all the 
information and details required by the regulations were recorded. 
 
Inspectors viewed a range of administrative logs and records and found that the 
recording systems in the unit were of good quality and were subject to regular 
monitoring.  
 
Inspectors found that each young person had a permanent, private and secure 
record of their history and their progress during placement. The care files were well 
organised and well structured. They contained all documentation and information 
required by the regulations and standards. 
 
Protection 
 
Inspectors found that the unit had specific policies in place for keeping young people 
safe from self harm and from possible abuse from other people. These policies were 
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implemented in the unit and included the practices of risk assessing the young 
people prior to engaging in activities both inside and outside the unit. Strict 
procedures were employed in relation to the availability of sharp knives and other 
potentially dangerous equipment and the young people were constantly supervised 
when they were in communal areas. The environment of the unit was managed to 
ensure that it remained a safe place for the young people. 
 
Child protection procedures were in place to ensure that appropriate actions were 
taken in relation to any concerns about the protection and welfare of the young 
people. Three such concerns were documented in the care files of one young person. 
The records of these concerns clearly outlined the details of the concerns and the 
action that was taken. The names of the people to whom the concern was reported, 
including the social worker, monitoring officer, parent and unit manager were 
recorded. A copy of each standard report form was maintained and there was a 
record of the acknowledgement of the concern by the relevant social worker, the 
investigation that took place, the outcome, and the discussion that took place 
between the social worker, the young person and a member of the unit staff. Staff 
who were interviewed by inspectors were knowledgeable about child protection 
procedures. Inspectors observed during a staff meeting that the Manager informed 
the staff of the outcome of the investigations. The Manager was the designated child 
protection officer on the unit and demonstrated to inspectors that he managed all 
such concerns. Young people told inspectors that they felt safe in the unit and that 
they would be able to make any concerns they had known to adults or agencies 
outside the unit. 
 
Staff relationships 
 
Inspectors observed that relationships between the staff and young people were 
appropriate and that there was a lot of conversation and friendly banter between 
them. One young person told inspectors that he/she did not trust staff but went on 
to indicate that he/she respected them and that he/she did not have a problem with 
them. The other young person told inspectors that ‘the staff care’ and that he/she 
felt safe and well cared for and liked all staff.  
 
Health 
 
Each of the young people had medical assessments on admission to the unit. There 
was evidence that staff had taken steps to gather information about the young 
people’s health histories. The health needs of the young people were outlined in their 
care plans. Each of the young people had a medical card. They had access to dental, 
optical and other health services as required. All contacts by, or on behalf of, young 
people with health service professionals were recorded in the care files. Inspectors 
found that medication for the young people was stored securely and the medication 
records were in order. There was evidence in the care files that keyworkers had 
undertaken programmes on health promotion in the areas of sexual health and drug 
and alcohol use with the young people. Social workers told inspectors that this work 
was part of the placement plan. Young people had access to a dedicated unit 
psychologist and arrangements were in place for one of the young people to have 
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regular contact with an external psychologist for the duration of his/her placement 
and following discharge from CHSCU. The parent of one young person told 
inspectors that the health of his/her child had improved immeasurably due to the 
care of staff during the previous few months. 
 
Consultation 
 
Inspectors found that young people and their families were fully consulted about 
decisions which affect their lives. The young people attended their care plan 
meetings and weekly reviews of their placements. They were invited to express their 
views in relation to decisions being made about their care. The parent of one young 
person told inspectors that he/she was invited to all care plan meetings and kept 
informed on the progress of his/her child by frequent telephone updates from 
members of staff and by receiving copies of the minutes of the care plan meetings. 
Inspectors viewed the records of young people’s meetings which took place weekly 
on each of the previous five weeks. Each meeting was attended by the young people 
and two to three staff members. The agendas covered a wide range of topics and 
feedback was given to the young people on decisions regarding issues that they had 
raised. 
 
Privacy, Dignity and Individuality 
 
CHSCU is a secure unit and the young people residing there have to cope with a 24-
hour security presence, locked doors and constant supervision. They do not have the 
degree of relative freedom that most of their peers have to come and go from their 
home. 
 
One of the young people told inspectors that he/she found it difficult that staff were 
always present. The other young person said that he/she had forgotten about the 
locked doors and found the place to be ‘brilliant’. Inspectors found that efforts had 
been made in the re-design of the unit to afford a degree of privacy to each young 
person, who had their own room and access to their own shower and toilet. In the 
event of a disturbance on the unit it was now possible to ensure that each young 
person had easy access to their own room until calm was restored.  
 
The young people were given an amount of pocket money each week and one young 
person told inspectors that he/she was able to purchase personal care items and 
clothing of his/her own choosing while accompanied by staff on shopping trips.. Both 
young people told inspectors that they were facilitiated to pursue their own interests 
(e.g. reading, writing, watching television/DVDs, playing video games) in private. 
Young people confirmed that they could make and receive telephone calls with an 
appropriate degree of privacy and inspectors viewed the facilities for this and found 
them to be adequate. 
 
Meals 
 
Inspectors joined the young people and staff for some meals and found that the food 
was well presented, tasty and nutritious and there was sufficient quantity and choice 
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for a variety of tastes. Young people were consulted about the menus and could 
participate in cooking or baking if they wished. The meals were social occasions 
where young people, staff and visitors mingled and chatted over their meals. 
 
Leisure Activities 
 
Inspectors found that there was a planned programme of activities for each young 
person, which took account of their individual needs and interests. One young person 
was preparing to take his/her driving theory test. He/she told inspectors that he/she 
had also recorded several songs in a local sound studio. His/her weekly calender 
showed that a number of outings for leisure activites were also planned. Another 
young person had been to a local theatre on a number of occasions because of 
his/her interest in acting. External professionals told inspectors that staff made huge 
efforts to engage the young people in purposeful activities of interest to them. 
 
Complaints 
 
CHSCU operated the HSE complaints policy for children/young people in residential 
care. Inspectors viewed the complaints log which had no entries since the re-opening 
of the unit. The manager told inspectors that he welcomed any complaints. A parent 
of one of the young people told inspectors that she was given information on how to 
make a complaint and that the manager asked her on several occasions if there were 
any issues he/she was unhappy about. The young people were given an information 
booklet on admission which made clear that they had a right to complain and that 
any complaint would be taken seriously. The young people were also visited regularly 
by external professsionals, including an advocate and guardians ad litem who would 
raise any issues of concern if that was required. 
 
Absences without Authority 
 
Inspectors found that adequate measures were in place to prevent young people 
from leaving CHSCU itself without permission. The young people told inspectors that 
they were aware of these measures and the reasons for them. One episode of 
unauthorised absence had taken place since the unit was re-opened. This did not 
occur in CHSCU but at another residential centre where the young person was 
visiting the location of a prospective future placement. Inspectors were satisfied that, 
in this instance, staff of CHSCU had taken reasonable measures to ensure the safety 
of the young person while on this visit and that the risk of the young person 
absconding could not be completely ruled out. The appropriate people, including 
family, professionals from other agencies and the Garda Síochána were informed. A 
written account of all action taken was maintained. Following the return of the young 
person, the incident was reviewed by the management and staff of CHSCU in 
conjunction with the young person and other professionals with a view to ensuring 
that a similar incident would not take place.  
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Education 
 
Young people in the unit had the opportunity to attend the school which was located 
on the campus and operated under the Department of Education. One young person 
attended the school daily. The other young person chose not to attend school but 
teachers from the school visited the unit to try to engage him/her and they provided 
resources to ensure that the young person had educational opportunities outside of 
the formal school setting. 
 
Inspectors found that education was seen as an integral part of the care of the 
young people by all of the professionals involved in their care. The care plans and 
placement plans of the young people set out their educational needs. The weekly 
staff meeting on the unit considered the educational progress of the young people 
and, since the re-opening of the unit, the school principal attended the staff meeting 
on a regular basis with a view to further developing the working relationships 
between teachers and care staff for the benefit of the young people. Inspectors 
observed this working relationship in action. When a young person was upset at 
school, the principal accompanied the young person out of the school, and discussed 
what had happened with one of the care staff. The young person was given some 
time on the residential unit before returning to school a little later. The school 
principal provided educational reports on the young people every fortnight and was 
also invited to attend placement review meetings.  
 
The school also provided educational placements to children and young people who 
were in receipt of other HSE services in the region and this afforded the young 
people in CHSCU the opportunity to meet some of their peer group on a daily basis. 
The school staff also provided opportunities for social outings and the young people 
could take part in activities such as film appreciation on Friday evenings. The 
curriculum in the school varied to suit the needs of the young people and ranged 
from state examination subjects to the practical application of skills in a boat-
restoration project.  
 
Inspectors interviewed the school principal, who spoke highly of the care staff and 
valued the close working relationship and good communication with the Manager and 
the staff team. He told inspectors that there were six members of staff in the school 
and that they all received training in Children First: National Guidance for the 
Protection and Welfare of Children in 2011. He said that the school has tried to be 
flexible in responding to the needs of the young people and that some classes have 
been provided in the evening time. He also told inspectors that school activities were 
available for 11 months of the year to ensure that young people who are placed in 
CHSCU during the summer months have access to educational opportunities at that 
time. 
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2.3 Practices that partly met the required standard 
 
Purpose and function 
 
The unit had a written statement of purpose and function which clearly defined its 
role within the national child care service provided by the HSE. Inspectors found that 
the target population and the programme of care outlined in the statement were 
reflected in the day-to-day functioning of the unit. 
 
However, the statement of purpose and function referred to the provision of 
placements for up to five young people. While there was capacity in the unit to 
accommodate five young people, inspectors found that the unit was currently in a 
position to offer placements to two young people only. Managers told inspectors that 
this was due to a number of issues:  
 
 the unit was newly re-opened and the HSE planned to increase the numbers of 

young people on a phased basis and 
 deficits in the complement of staff (see section on Staffing) which had not yet 

been adequately addressed. 
 
A number of staff members told inspectors that some staff issues which arose prior 
to the closure of the unit had still not been resolved by the HSE. 
 
Inspectors recommend that the HSE should ensure that the issues which have 
resulted in the reduction in the capacity of the unit are addressed in order that the 
unit is enabled to function at its full capacity as soon as possible. 
 
Staffing 
 
Inspectors viewed the roster which was prepared for four months in advance. There 
were four care staff from morning until evening (08:30hrs to 21:00hrs). Another staff 
member came on duty at 15:00hrs until 23:00hrs and three care staff were on 
‘waking’ night shift from 20:30hrs to 09:00hrs. 
 
There were nine social care leaders (SCLs), one of whom was acting as deputy 
manager and two of whom were on medium/long-term leave. There were 17 social 
care workers (SCWs) and four relief SCWs. Eight of the SCWs were agency staff. 
Other staff in the unit included a senior psychologist, who worked in the unit two 
days per week and provided a service to other residential centres in the region, a 
full-time clerical officer, two part-time chefs and two part-time housekeepers.  
 
Inspectors found that, on the days of inspection, there was a sufficient number of 
staff to meet the needs of the young people. However, the Manager told inspectors 
that there was an insufficient number of staff at deputy manager, SCL and SCW 
grades to make it possible for the unit to offer placements for up to five young 
people and that this was the subject of ongoing negotiation. Staff who were 
interviewed by inspectors were clear about their roles and the lines of accountability 
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in the unit. They were also very familiar with the young people and the content and 
purpose of their care plans and placement plans. 
 
The staff group included people with a variety of relevant qualifications including 
social care, counselling, drama therapy, nursing and adventure and leisure. Staff 
details submitted to the Authority prior to the inspection showed that the 
qualifications of one staff member were omitted. Inspectors viewed a sample of 17 
SCW files and found that a copy of the qualifications of one SCW was not present.  
 
Inspectors recommend that the HSE should ensure that: 
 

 there is a sufficient number of staff at various grades and that they are 
appropriately deployed so as to make it possible for the unit to operate at its 
full potential 

 all staff members are suitably qualified for their purpose in the unit and that 
copies of all qualifications are maintained in the staff files. 

 
Supervision and Support 
 
The policy in CHSCU was that staff receives supervision every six to eight weeks. 
Inspectors spoke to individual staff members and viewed the overall supervision log 
for 2012 and a sample of six supervision files. Staff told inspectors that they had 
received supervision within the past eight weeks. Five of the six files sampled 
showed that supervision had taken place recently and the supervision notes showed 
that the agendas included discussion of their work with the young people, their roles 
in the unit, training and other appropriate material for supervision. The supervision 
log showed that the majority of staff had received supervision since the unit re-
opened. However, a number of staff had not received supervision since the unit re-
opened due to the absence of their supervisor for an extended period. Inspectors 
recommend that the HSE should ensure that when a supervisor is on leave, 
alternative arrangements are put in place in order that all staff receives supervision 
in accordance with the timeframes laid out in the supervision policy. 
 
Systems were in place to ensure that staff received appropriate information and had 
the opportunity to discuss all aspects of the operation of the unit. Handover 
meetings between staff took place at the beginning of each shift. Inspectors 
observed one handover meeting and found that the information shared was relevant 
and wide-ranging. A staff communications book was maintained in the staff office to 
record issues to be addressed each day and appointments that had been made for 
the young people. Each Monday and Friday morning a planning meeting took place 
to arrange the young people’s schedule for the week and weekend, respectively. A 
staff meeting took place each Thursday and staff were rostered to attend, thereby 
maximising the number of staff present. Inspectors observed the team meeting in 
which 12 staff participated. An agenda was prepared in advance, minutes of the 
previous meeting were discussed, the meeting was well chaired and there was active 
participation by the entire staff group. 
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Training and Development 
 
The Manager told inspectors that a training programme had been undertaken during 
the past year and the training records confirmed this. Twenty-seven members of 
staff received training in Children First: National Guidance for the Protection and 
Welfare of Children in 2011/2012 and the Manager told inspectors that five more 
staff were due to undertake this training in October 2012. Twenty-four staff 
participated in Therapeutic Crisis Intervention (TCI) training between December 2011 
and June 2012. The Manager told inspectors that certain aspects of TCI training 
could not be provided by local HSE trainers and that this training was sourced 
privately. He said that, at present, there were no staff members who had completed 
the Train the Trainers course in TCI but that he hoped to ensure that some staff 
would undertake this training. The majority of staff received training in DICES (a risk 
assessment tool) in December 2011. Five staff received training in first aid during the 
12 month-period prior to the inspection and many other staff received this training in 
previous years.  
 
The manager told the inspectors that, despite a reduction in funding for training, two 
staff were undertaking Master’s programmes and that there was a commitment to 
ensure that all staff were suitably qualified.  
 
Formal training was supplemented by information/training sessions at staff meetings. 
A regular slot of one hour at each staff meeting was allowed for external 
professionals to be invited to address the team on issues such as advocacy and other 
services for children and young people. Inspectors viewed an outline of an induction 
programme for new staff and found that it was comprehensive. However, some staff 
members raised the fact that the newly recruited/promoted temporary social care 
leaders had not received a formal induction or training in the provision of supervision 
to junior staff. This was confirmed by the Manager. Inspectors recommend that: 
 

 the HSE should ensure that the new social care leaders receive a formal 
induction in their role and training in the provision of supervision. 

 
 
Statutory Care Plans and Reviews 
 
Inspectors viewed the current care plans of the young people and found that they 
were of good quality. They contained summaries of assessments, clear objectives 
and they were drawn up with the involvement of the young people and the 
significant adults and professionals involved in their care. The young people had 
designated keyworkers who had responsibility for updating their placement plans and 
providing ongoing support. The care plans were subject to statutory reviews. 
However, the initial statutory reviews of the young people were both held after four 
weeks of placement and not after two weeks of placement as recommended in 
Standard 4. Inspectors recommend that the HSE should ensure that statutory 
reviews take place within two weeks of placement as outlined in the Standards.  
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Preparation for Moving On / Continued Care / After Care 
 
The care files contained evidence that the identification of future placements for the 
young people had taken place at the beginning of the placements and that 
preparation for moving on, including visits to the prospective placements, was an 
important strand in the work that staff undertook with the young people. This was 
confirmed in the interviews with the young people, staff and other professionals. 
Each young person had a written plan in place for the management of the transition 
to their new placement. The prospective placement for one of the young people had 
to be changed and inspectors saw evidence that staff demonstrated urgency in 
securing another suitable placement in a timely fashion. Inspectors also observed 
that the needs of the young people were paramount in the planning for future 
placements. In the case of one young person, an external professional was engaged 
to provide further support to the young person during the placement and it was 
planned that she would continue to work with the young person following discharge, 
thereby providing a degree of continuity of care for the young person. 
 
Inspectors found that both young people had been referred for an after-care service. 
However, the referrals did not take place until the young people had reached the age 
of 17 years and staff and social workers told inspectors that there was a waiting list 
for after care. This could leave young people in a situation where they did not have 
an after-care plan until they were about to leave care. Inspectors recommend that 
the HSE should ensure that young people in care are referred for an after-care 
service when they reach the age of 16 years in line with the HSE’s National Policy on 
Leaving and Aftercare Services. 
 
Access to Information 
 
The young people confirmed to inspectors that they were aware of their rights in 
relation to access to information. One young person had read sections of his/her care 
file and daily logs. The other young person told inspectors that he/she chose not to 
do so. Both young people were visited frequently by their respective guardians ad 
litem. One of the young people told inspectors that an advocate from Empowering 
People in Care group (EPIC) also visited and provided them with information. Each of 
the care files included confidential sections, which contained some sensitive 
information about the young people and their histories. However, there was no policy 
in the unit of introducing the young people to this material. As both of the young 
people were over 17 years old and would be free to request access to this 
information when they left care, introducing them to this information in an 
environment where it could be discussed and explained may be of benefit to them 
for the future.  
 
Inspectors recommend that the HSE should ensure that the young people are 
introduced in a sensitive and appropriate manner to the confidential material that is 
held about them. 
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Restraint, Single Separation and Promoting Good Order 
 
Prior to the inspection the HSE submitted records to the Authority, which showed 
that there had been no restraints or single separations since the re-opening of the 
unit in June 2012. 
 
A system of positive reinforcement of good behaviour was in use in the unit. 
Inspectors interviewed a number of staff members who demonstrated that they had 
a good understanding of how to reinforce good behaviour and discourage bad 
behaviour. The use of sanctions was discussed at the clinical team meetings each 
week and this ensured a consistent approach by staff. Separate records of sanctions 
were recorded for each young person. Inspectors viewed the records and found that, 
in general, the sanctions were reasonable and appropriate.  
 
However, one of the sanctions that was used was the removal of “communal time” 
with other young people for a period of hours or for the whole day as a form of 
punishment. Inspectors discussed this with management and staff and found that 
the distinction between the “removal of communal time” and “single separation” was 
not clear as the prevention of a young person from spending time with their peers 
for a prolonged period of time would seem to constitute “single separation”. 
Inspectors viewed the minutes of staff meetings and senior staff meetings and saw 
that this issue had been discussed. Members of management told inspectors that the 
issue of single separation was currently on the agenda of the national managers’ 
meetings with a view to developing a common understanding and approach on the 
issue. 
 
Inspectors recommend that the HSE should ensure that clear guidance is provided to 
management and staff on what constitutes single separation and how the National 
Standards for Special Care and Department of Health and Children’s National 
Guidelines on the use of Single Separation in Special Care Units, 2003 should be 
implemented. 
 
Premises, Safety and Security 
 
The residential section of the premises had been re-designed and a programme of 
refurbishment and re-decoration had taken place prior to the re-opening of the unit 
in June 2012. There are five bedrooms for young people, three of which have en-
suite toilet, shower and wash-hand basin facilities. Separate shower, toilet and wash-
hand basin facilities are within a short walk of the remaining bedrooms. Each of the 
bedrooms can be isolated if required and the re-design allows for each bedroom to 
have its own entrance from or exit to the outside of the residential section. 
 
The young people’s bedrooms were clean and tastefully decorated. They had 
adequate and safe storage areas for clothes and personal possessions and 
connection points for televisions and electrical items were provided. A large sitting 
room and an activity room were well furnished. A spacious dining area and the 
provision of a large wooden table facilitated young people, staff and visitors to dine 
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together. The young people had supervised access to a laundry room where they 
could do their own laundry. The unit was clean and was well-lit. An outdoor 
courtyard area separated the residential section from the school and a gym was also 
provided on the campus. 
 
 Inspectors found that the unit appeared to be in good structural and decorative 

order. All maintenance requests were faxed to the maintenance department. A 
log of these requests was kept in the staff office. The unit manager told 
inspectors that the response from the maintenance department was good. 
However, inspectors observed that some of the requests were signed by the 
maintenance person who completed the work but many of the requests were not 
signed to indicate that the work had been completed.  

 
Inspectors observed that a number of maintenance issues needed to be addressed: 
 
 the light and shower in the staff room were not functioning 
 the wash-hand basin taps in the staff/visitors’ bathroom in the administration 

section were not functioning properly 
 the staff toilet in the residential section had no mechanism to indicate that the 

toilet was in use. 
 

Inspectors recommend that the HSE should ensure that outstanding maintenance 
issues are addressed and that, when maintenance tasks are completed, the 
maintenance log is signed to indicate that the work has been completed. 
 
Inspectors found that a systematic approach was taken to assessing risk in the unit 
and inspectors observed good safety practices in relation to maintaining the safety of 
the young people, staff, visitors, the premises and equipment. A safety committee 
was in place and met monthly. Prior to the inspection the unit’s manager submitted a 
safety statement to the Authority. This document, dated July 2012, was 
comprehensive and set out the responsibilities of management and staff in relation 
to safety in the unit. It also included general risk assessments, control measures and 
a detailed emergency plan. A sheet was in place for staff to sign to say that they had 
read and understood the safety statement. However, this was signed by only seven 
staff members. A second risk assessment was also submitted to the Authority. This 
was centre-specific and outlined individual risks, risk ratings, control measures and 
the titles of persons responsible for actions. However, this document was not signed 
or dated.  
 
Inspectors recommend that the HSE should ensure that all risk assessments are 
signed and dated and that all staff sign to indicate that they are familiar with the 
safety statement for the unit. 
 
Inspectors viewed the unit cars. Insurance, tax and NCT details were in order. 
However, neither vehicle contained a first aid kit, high-visibility jacket or warning 
triangle. Inspectors recommend that the HSE should ensure that first aid and safety 
equipment are provided for the unit cars. 
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Inspectors spoke to staff about fire safety issues and viewed the fire register. Staff 
who were interviewed were knowledgeable about fire safety and confirmed that they 
had received training and participated in fire drills. Training records showed that 12 
staff received fire training in 2012 and eight staff in 2011. However, a number of 
staff had not received this training. The fire register contained records of daily checks 
on the fire exits and weekly checks on fire doors, first aid equipment and fire fighting 
equipment. Inspectors observed that fire exits were unobstructed and there was 
adequate fire fighting equipment in place. An inspector spoke to a member of the 
security staff who showed the inspector the records of fire drills which were held 
monthly and outlined the procedures that were in place in the event of the fire alarm 
being activated. A detailed evacuation plan, dated 24 April 2012 was also in place. A 
small fire had occurred in the administration section in September 2012. This was 
attended by the local authority fire service and inspectors viewed the minutes of a 
follow-up meeting which was attended by representatives of the HSE and an external 
fire safety consultant. However, due to the fact that documentation in relation to 
servicing the fire fighting equipment, including fire extinguishers and the fire alarm, 
were not maintained on site, it was not possible for the inspectors to verify when this 
equipment was serviced. The records of fire drills did not include the names of staff 
and the young people who took part. Furthermore, the unit did not have a letter 
from a competent person confirming compliance with the requirements of fire safety 
and building control legislation. 
 
Inspectors recommend that the HSE should ensure that: 
 
 the names of staff and young people who participate in fire drills are recorded 
 copies of the service records of the fire alarm and fire fighting equipment are 

maintained on site 
 written confirmation of compliance with the requirements of fire safety and 

building control legislation is secured and submitted to the Authority 
 all staff receive training in fire safety on an annual basis. 

 
The premises provided a secure environment for the young people who were 
resident there. A security firm was contracted to provide a 24 hour presence on site 
and a member of security staff was located in the office at the reception. Staff and 
visitors were required to sign in and out. Logs for the distribution of keys and pin-
point alarms for staff were also maintained. New safety measures, such as the 
provision of double-opening doors in each of the bedrooms, were put in place during 
the recent refurbishment. Security staff monitored the extremity of the premises on 
closed circuit television (CCTV). CCTV cameras were also in place in the communal 
areas of the residential section and the monitor for these cameras was located in the 
staff office. Inspectors observed that the monitor was switched off and the Manager 
told inspectors that these cameras were only used for the purpose of reviewing a 
serious incident. Following the inspection, the manager submitted a draft policy on 
the use of CCTV to the Authority. The draft policy was centre-specific and quite 
detailed. However, the length of time for which the data on the internal cameras was 
maintained was not included nor was there reference to how the data is stored and 
who has access to this data.  
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Inspectors recommend that the HSE should ensure that the policy on the use of 
CCTV is in line with the requirements of the data protection legislation.   

3. Summary of Recommendations 
 
In order to meet the Standards: 

1. The HSE should ensure that any issues which have resulted in the reduction in 
the capacity of the unit are addressed in order that the unit is enabled to 
function at its full capacity as soon as possible. 

2. The HSE should ensure that: 
 there is a sufficient number of staff at various grades and that they are 

appropriately deployed so as to make it possible for the unit to operate at 
its full potential 

 all staff members are suitably qualified for their purpose in the unit and 
that copies of all qualifications are maintained in the staff files. 

3. The HSE should ensure that when a supervisor is on leave, alternative 
arrangements are put in place in order that all staff receive supervision in 
accordance with the timeframes laid out in the supervision policy. 
 

4. The HSE should ensure that the new social care leaders receive a formal 
induction in their role and training in the provision of supervision. 

5. The HSE should ensure that statutory reviews take place within two weeks of 
placement as outlined in the Standards. 

6. The HSE should ensure that young people in care are referred for an after-
care service when they reach the age of 16 years in line with the HSE’s 
National Policy on Leaving and Aftercare Services. 

7. The HSE should ensure that the young people are introduced in a sensitive 
and appropriate manner to the confidential material that is held about them. 

8. The HSE should ensure that clear guidance is provided to management and 
staff on what constitutes single separation and how the National Standards for 
Special Care and Department of Health and Children’s National Guidelines on 
the use of Single Separation in Special Care Units 2003 should be 
implemented. 

9. The HSE should ensure that outstanding maintenance issues are addressed 
and that, when maintenance tasks are completed, the maintenance log is 
signed to indicate that the work has been completed. 
 

10. The HSE should ensure that all risk assessments are signed and dated and 
that all staff sign to indicate that they are familiar with the safety statement 
for the unit. 



Coovagh House Special Care Unit in the Health Service Executive West. Inspection Report ID number: 579 
Health Information and Quality Authority  

 

  23

 
11. The HSE should ensure that first aid and safety equipment are provided for 

the unit cars. 

12. The HSE should ensure that: 
 the names of staff and young people who participate in fire drills are 

recorded 
 copies of the service records of the fire alarm and fire fighting equipment 

are maintained on site 
 written confirmation of compliance with the requirements of fire safety and 

building control legislation is secured and submitted to the Authority 
 all staff receive training in fire safety on an annual basis. 

 
13. The HSE should ensure that the policy on the use of CCTV is in line with the 

requirements of the data protection legislation. 
 

 

4. Next steps 
 
The Authority will report its findings in relation to Coovagh House Special Care Unit 
to the Minister for Children and Youth Affairs. 
 
Further inspections of the unit will occur as part of the Authority’s schedule of 
activity. 
 
Report compiled by:  
 
Tom Flanagan 
Inspector  
Health Information and Quality Authority  
 
 
October 2012  
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Table 2.  Health Information and Quality Authority Action Plan for Inspection No. 246 Coovagh House  
                Special Care Unit 
    

No. HIQA recommendation 
September 2012  

HSE action to be taken Person 
responsible 

Implementation 
date 

1 

Inspectors recommend that the 
HSE should ensure that any 
issues which have resulted in the 
reduction in the capacity of the 
unit are addressed in order that 
the unit is enabled to function at 
its full capacity as soon as 
possible. 
 

Issue to be raised with the National Manager 
of High Support and Special Care services for 
direction. 

Centre Manager 3 January 2013 

 
2 

Inspectors recommend that the 
HSE should ensure that: 
 

 there is a sufficient number 
of staff at various grades 
and that they are 
appropriately deployed so 
as to make it possible for 
the unit to operate at its 
full potential 

 all staff members are 
suitably qualified for their 
purpose in the unit and 
that copies of all 
qualifications are 
maintained in staff files. 

 

 
 
 
Issue to be raised with the National Manager 
of High Support and Special Care services for 
direction.  
 
 
 
 
Outstanding qualification for staff are secured 
and placed on the staff files.   

 
 
 
Centre Manager 
 
 
 
 
 
 
Deputy Manager   

 
 
 
3 January 2013 
 
 
 
 
 
 
1 February 2013 
 



Coovagh House Special Care Unit in the Health Service Executive West. Inspection Report ID number: 579 
Health Information and Quality Authority  

 

  25 

No. HIQA recommendation 
September 2012 

HSE action to be taken Person 
responsible 

Implementation 
date 

3.   

Inspectors recommend that the 
HSE should ensure that when a 
supervisor is on leave, alternative 
arrangements are put in place in 
order that all staff receive 
supervision in accordance with 
the timeframes laid out in the 
supervision policy. 
 
 

Where possible CHSCU will identify a 
replacement supervisor when the supervisior 
is on extended periods of leave. 

Centre Manager 
 

Ongoing throughout 
2013 

4. 

Inspectors recommend that the 
HSE should ensure that the new 
social care leaders receive a 
formal induction in their role and 
training in the provision of 
supervision. 
 
 
 

Induction programme for Social Care Leaders 
will be designed and implemented.  

Deputy Manager  1 February 2013 
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No. HIQA recommendation 
September 2012  

HSE action to be taken Person 
responsible 

Implementation 
date 

5. 

Inspectors recommend that the 
HSE should ensure that statutory 
reviews take place within two 
weeks of placement as outlined in 
the standards. 
 

All admissions will be subject of a statutory 
review no more than two weeks after 
admission.  

Centre Manager 
 

1 January 2013 

 
6. 

Inspectors recommend that the 
HSE should ensure that young 
people in care are referred for an 
after-care service when they 
reach the age of 16 years in line 
with the HSE’s National Policy on 
Leaving and Aftercare Services. 
 

This issue will be raised at the admissions 
meeting for each new admission to CHSCU. 

Centre Manager 
 

1 January 2013 

7.  

Inspectors recommend that the 
HSE should ensure that the 
young people are introduced in a 
sensitive and appropriate manner 
to the confidential material that is 
held about them. 
 
 

Centre Manager will consult with relevant SW 
departments, National Manager for High 
Support and Special Care Services and the 
HSE monitor to ensure the appropriateness 
of this action. 
 
If this action is deemed appropriate then a 
policy on this will be developed within 
CHSCU.  

Centre Manager 
 

1 February 2013 
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No. HIQA recommendation 
September 2012  

HSE action to be taken Person 
responsible 

Implementation 
date 

8. 

Inspectors recommend that the 
HSE should ensure that clear 
guidance is provided to 
management and staff on what 
constitutes single separation and 
how the National Standards for 
Special Care and Department of 
Health and Children’s National 
Guidelines on the use of Single 
Separation in Special Care Units 
2003 should be implemented. 
 

Issue to be raised with the National Manager 
for High Support and Special Care Services 
and the HSE monitor. 
 
As an interim measure, staff training will be 
provided until a new policy is designed and 
implemented. 

Centre Manager 
 

2013 
 
 
 
1 February 2013 

9. 

Inspectors recommend that the 
HSE should ensure that 
outstanding maintenance issues 
are addressed and that, when 
maintenance tasks are 
completed, the maintenance log 
is signed to indicate that the 
work has been completed. 
 
 

Meeting with the maintenance department to 
follow up on any outstanding requests and to 
ensure that all tradespersons sign the 
maintenance logs on completion of work.  

Centre Manager 
 

1 February 2013 
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No. HIQA recommendation 
September 2012  

HSE action to be taken Person 
responsible 

Implementation 
date 

10. 

Inspectors recommend that the 
HSE should ensure that all risk 
assessments are signed and 
dated and that all staff sign to 
indicate that they are familiar 
with the safety statement for the 
unit. 
 

Ensure all staff have signed the safety statement   Centre Manager 
 

1 February 2013 

11. 

Inspectors recommend that the 
HSE should ensure that first aid 
and safety equipment are 
provided for the unit cars. 
 
 

Purchase and locate safety equipment for the unit 
transport. 

Centre Manager 
 

1 January 2013 
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No. HIQA recommendation 
September 2012  

HSE action to be taken Person 
responsible 

Implementation 
date 

12. 

Inspectors recommend that 
the HSE should ensure that: 
 

 the names of staff and 
young people who 
participate in fire drills 
are recorded 

 copies of the service 
records of the fire 
alarm and fire fighting 
equipment are 
maintained on site 

 written confirmation of 
compliance with the 
requirements of fire 
safety and building 
control legislation is 
secured and submitted 
to the Authority 

 all staff receive 
training in fire safety 
on an annual basis. 

 
 
 

New system implemented which ensures that all staff 
and young people participating in fire drills are 
recorded in the fire register. 

 
Service records of all fire safety equipment which are 
currently stored within maintainance department will 
be now stored on-site within CHSCU  

 
 

Evidence will be provided to the Authority of full 
compliance with fire safety and building control 
legislation. 

 
 
 
 

All members of the staff team will receive fire safety 
training on an annual basis as per HSE policy.    

 
 
 
Centre Manager 
 
 
 
Centre Manager 
 
 
 
 
Centre Manager 
 
 
 
 
 
 
Deputy Manager  
 

 
 
 
7 January 2013 
 
 
 
7 January 2013 
 
 
 
 
1 February 2013 
 
 
 
 
 
 
1 February 2013 
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No. HIQA recommendation 
September 2012  

HSE action to be taken Person 
responsible 

Implementation 
date 

13. 

Inspectors recommend that 
the HSE should ensure that 
the policy on the use of 
CCTV is in line with the 
requirements of the data 
protection legislation. 
 

Draft CCTV policy to be reviewed by NMHSSC 
and implemented. Any policy must be fully in 
line with all data protection legislation.   

Centre Manager 
 

1 March 2013 
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