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INTRODUCTION 

This report has been prepared in response to the Department of Health and Children request 

to ascertain the necessity and requirement for Special Care and High Support residential child 

care provision in Ireland. 

The terms of reference set by the Department were as follows:-

In the light of the High Court decisions that health boards are under a Constitutional 

obligation to provide care for children who need to be detained for their own welfare 

and the provisions of the Children Bill amending the Child Care Act. 1991 
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to estimate the number of high support places for such children up to the age 

of 18 required in this country 

to estimate the number of secure places for such children up to the age of 18 

required in this country 

to recommend the optimum number of places in any unit and centre for such 

children taking into account their needs, the level of staffing required and the 

desirability of maintaining the links of each child with his or her family and 

community. 

The consultants should be aware of the brief prepared by the Eastern Health Board 

for secure units and of the design adopted for the first unit to be built in Palmerstown, 

Dublin. 

The study should be completed within one month of commissioning. 

The new requirements set out in Section 217 of the Children Bill, 1996 will give the health 

boards the power to detain a young person in a secure setting (a Special Care Unit) subject to 

satisfying the Court that such action is necessary. The emphasis of such intervention is to 

provide a safe secure cai>tig environment within which treatment can be offered. It is 

important to note that what makes this piece of potential child care legislation remarkable is 

that a child can be placed in a secure setting on care grounds only. The policy, practice and 

cost implications of this cannot be underestimated. 
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-•^ î »iK« ,_WS-|-Si 

• n n ^ i i ' v •/> ' . y , . ^ 

^ -.* .ftfc-*̂  l,hfo 

' " ' • - '•' ^ - ^ a i ^ ~ 

•*r-

Ao 

iS-j ;f= 

»'->;* «l> 

m.%f- - ^• 

rt.;;;»:i,i,ft 

''.3!'..,i.lj--

A High Support Unit can also offer a restrictive care environment. This was established in 

1995 following a ruling by the High Court that the Eastern Health Board could hold a child 

who was 'declared to be out of control and should be detained in their own interests under a 

regime established according to psychiatric and medical advice'. The legislation to support 

this action was Section 58(4) of the Children Act, 1908. 

The question of how much and what type of specialist residential child care provision is 

required begs a range of other more fundamental questions. Not least is whether secure 

residential care is the only possible placement for the young person considered at risk or 

beyond control? What are the limitations of such provision? Are the skilled staff available to 

fill these residential posts? Can the existing child care service infrastructure effectively 

support such specialist provision? Is the infrastructure able to provide viable alternatives to 

residential care in some of these cases, and if not what needs to be done to make it possible? 

How can one determine which young people should be placed in a Special Care Unit? What 

filters, judicial or otherwise, will ensure that only the least number of children are placed in 

secure care and they remain not a day longer than is necessary? 

This report is based on four basic premises: 

. ( ' ; • • • 

That the development of any specialist provision must be a positive response 

to the identified needs and problems of the young person. It must be more 

than a pragmatic response to a crisis. 

Restricting a child's liberty in any circumstance, but especially when they have 

not been charged with committing an offence, must be an action of very last 

resort and limited to the shortest appropriate time. This basic principle is set 

out in Article 37 of the United Nations Convention on the Rights of the Child. 

There is a direct relationship between the range and quality of alternative 

provision and the number of specialist places perceived to be required. 

Weaknesses and shortfalls in existing child care services will inevitably distort 

the demand for places and therefore the question of how many units must be 

seen in the context of an overall child care strategy. Article 40 of the United 

Nations Convention of the Rights of the Child underlines the importance of 

having effective alternative and positive intervention strategies: 
, ' " • • . i < ? n » i ! • : . • • . > • . . 

'A variety of dispositions, such as care, guidance and supervision orders: 

counselling; probation; foster care; education and vocational training 

programmes and other alternatives to institutional care shall be available to 

ensure that children are dealt with in a manner appropriate to their 

well-being and proportionate both to their circumstances and the offence.' 
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4 Any specialist provision must be effectively integrated with other relevant 
services to ensure that it can operate flexibly in response to the changing needs 
and circumstances of the young person. This will help to ensure the emphasis 
is on working towards the least restrictive caring environment. 

Whilst there have been major changes in child care policy and practice in Ireland in the last 
decade or so, it is widely recognised that it started from an inadequate base and within a 
policy vacuum^\ some observers would suggest that it remains in a policy vacuum^ What is 
readily evident from a brief introduction to child care services in Ireland is that partly because 
of the lack of a national strategy, agreed standards and comprehensive national practice 
guidance there are significant variations in service provision between health boards. Time 
and a significant increase in resources will be required to create a comprehensive and 
integrated infrastructure of services which are child centred rather than service led and set 
within a policy framework which is planned rather than being reactive in response to another 
crisis. 

The case for a national child care strategy has been made many times over the past 18 years. 
The development of that plan clearly rests with the Department of Health and Children in 
conjunction, but not exclusively with, the Department of Education and Science and the 
Department of Justice, Equality and Law Reform. These Departments need to create the 
framework and the agenda within which health boards, the residential schools, the voluntary 
sector and the social work training institutions can work more rationally and consistently at 
the demanding and critical issues that they face. This observation is not of course new, 
reference the Task Force Report on Child Care Services (1980). A little more recently 
O'SuUivan, one of a number of commentators on Irish social work and social policy, noted 
that 'the solution to the needs of these children is argued in terms-of adding another layer of 
poorly thought out proposals, such as secure accommodation, to a child care system that is in 
urgent need of reform and rejuvenation.^ 

The starting point of this report is that the question of how much specialist residential 

provision is required must be put into the context of an assessment of existing child care 

services and the quality, range and extent of alternative services. 

The Guidance issued by the Department of Health in England following the Children Act, 
1989 is worth noting both in terms of its aspirations and the fact that the Department sees its 
responsibility to give a lead and promote the spirit and thinking behind child care legislation. 

'Restricting the liberty of children is a serious step which must be taken only where 
there is no genuine alternative which would be appropriate. It must be the 'last resort 
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in the sense that all else must first have been comprehensively considered and 

rejected. 

I 
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Never because no other placement was available at the time; 

Never because of the inadequacies of staffing; 

Never because the child is a nuisance and runs away from accommodation and 

is not likely to suffer significant harm in doing so and 

4 Never as a form of pimishment.* 

In the time prescribed to undertake this exercise (five working weeks) it was possible to do no 

more than identify the key issues and questions that arise from the potential development of 

such specialist provision and suggest how best they might be pursued. 

The development of any specialist and by definition skilled residential services carmot be 

achieved easily or quickly and at the end of the day they will need to be seen to be cost 

effective and offering best value in response 

young person. 

to the needs and problems presented by the 

The report was concerned to address four related issues-, 

1 an examination of the policy and practice issues that will need to be taken 

proper account of if the proposed new special residential care units are to be 

used effectively and appropriately. 

2 a review of alternative models of care, the number and location of specialist 

residential child care resources required throughout Ireland and the cost 

implications both capital and revenue of such provision. 

The paper is in 8 parts; 

(a) the approach to the exercise; 

(b) towards defining the roles of special care and high support units; 

(c) a quantitative comparison of special support (secure care) provision in Ireland 

with Scotland and England; 

hL 
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(d) specialist residential child care provision in the context of current policy and 
practice; 

(e) the needs and problems of the children and young people; 

(f) specialised provision within the context of a strategic child care plan; 
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(g) development options and cost implications; 

(h) conclusions. 
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THE APPROACH TO THE EXERCISE 

:t*V'- In order to gain some understanding of the history, the policies, the practice and the current 
issues, meetings were held with staff in the four largest health boards. Eastern, Southern, Mid 
Western and the Western. The other four Boards were contacted by letter and some by 
follow-up telephone conversations. Visits (albeit quite brief) were made to some health board 
projects and with some with whom they were working in partnership. These had been 
identified as playing a significant role and offering a service that exemplified good practice. 
In addition to those child care services for which the health board had a direct responsibility, 
visits were also made to the Department of Education and Science provision at Finglas and 
Oberstown. Individual discussions were also held with academics, a consultant child 
psychiatrist and practitioners. A list of all the people consulted is shown in Annex 1. 

Annex 2 lists the reports that were made available during the course of the exercise 
describing relevant work with problematic children and young people that has been piloted, 
developed or proposed by health boards or voluntary organisations. These important 
examples of practice cover residential care in open settings, preventative community based 
strategies, specialised foster care and intensive short term therapeutic work. 

• • :V is ; i ' . i * , -^ 
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TOWARDS DEFINING THE ROLE OF SPECIAL CARE AND HIGH SUPPORT 

UNITS. 

Whilst the importance of having clearly agreed definitions may be considered self evident, 
there is no national formally accepted description of Special Care and High Support Units. 
The draft report prepared by Maureen Lynott for the Eastern Health Board on Special Care 
Units', which was subsequently incorporated into the Board's submission, 'Planning Brief for 
Close Supervision Units' would seem to be the only attempt to define the role of the proposed 
units. The Children Bill, 1996 [Clause 35B(3)], gives the health board the authority 'to take 
such steps as are reasonably necessary to prevent the child from -

(a) causing injury to himself or herself or to other persons in the unit, or 

^''^•r< vistjisnjmte w 'i iUO: 

(b) absconding from the unit.' 

The key phrase in this Clause is 'reasonably necessary' and that of course is a matter of. 

judgement. 

This section of the paper is concerned to define the roles and the relationship between Special 
Care and High Support Units. What they would seem to have in common is high staff/child 
ratios, with six to eight young people in each unit with education on the premises or on the 
same site. They also share the same objectives about care and treatment and offer a short to 
medium placement. The principal difference would appear to be in the degree of secunty 
provided; Special Care Units are expected to offer a more secure setting than a High Support 
Unit. The important point is that High Support can and does offer a measure of physical 
security and has the capacity to restrict the movement of young people within the building. 
The extent to which they choose to do that will vary. 'There is a striking similarity among the 
situations and care histories of the young people in these settings, but a striking dissimilarity, 
by degrees, in the programmes, general approaches and specific content.'* This is true for the 
units managed by both the health boards and the Department of Education and Science. The 
need for practice guidance, agreed standards and some measure of quality assurance in the 
running of these units however they are defined is regarded as essential and long overdue. 
How physically secure a special care unit needs to be or should be for children and young 
people who are there on non-offending grounds and where the emphasis is on treatment and 
not punishment, is a crucial question in terms of care and capital cost. The design guidance 
for example offered by the Department of Health in England in 1994', was concerned 
primarily with a child care population who were being admitted for persistent or serious 
offending and the length of stay could be months or years. It is assumed that the working 
group convened by the Eastern Health Board currently considering the design of their 
proposed units is using this model since the capital cost is estimated to be 292,000 per bed. 
This is consistent with building costs in Scotland and England for secure units. 
Recommendation 17 of Lynott's draft report stated, 'that it is my view that the units require a 
significant level of physical security but this should be as unobtrusive as possible, and the 
context or image should not make security paramount. This should be offset by attractive 
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bright facilities, space, programmes and activities and relationships that reinforce the 
youngsters' dignity and development'". This perspective might suggest a less costly building 
design since the security aspects are by definition the more expensive aspects. 

The primary objectives and role of the special care unit has been defined by the Eastern 
Health Board" as follows: 

(a) provide a controlled and safe environment in which the care and treatment of 
young people is undertaken; 

(b) improve the welfare and development of young people in a therapeutic 
enviroimient based on relationships, containment and positive reinforcement; 

(c) provide a milieu and programme with consistency, predictability, dignity, 
meaningful controls and an extemal structure which will assist young people 
in developing internal controls of behaviour, self-esteem, personal abilities and 
strengths and capacity for constructive choice and responsibility; 

(d) maintain family and/or community contacts and provide suitable discharge 
preparation and after-care for the young person. 

Whilst these objectives are consistent with the spirit of the legislation, the question is can 
secure care provide such a care/therapeutic environment and bring about measurable change 
in a young person's behaviour. Studies from England and Scotland,'^' '̂  would suggest that it 
cannot do that with any degree of consistency, not least because of the severe emotional 
damage that many of these young people have endured and the skills and expertise required 
to meet their needs and problems is scarce. 

Troubled young people might be contained effectively, in a purpose built set of buildings 
where security is a primary consideration. Whilst that may keep them out of the 'public eye' 
and provide some time out to consider what action to take next, much more is required if their 
problems are to be begin to be effectively addressed. A secure setting can provide an 
opportunity for some young people to take stock and for limits to be imposed on a situation 
which has become out of control and frightening for them. For the children for whom the 
Special Care"Unit is being considered as a last resort, this in all but a tiny minority of cases 
should be for a very short time, i.e. no more than 26 weeks. Within that period a 
comprehensive assessment should be undertaken and a care plan devised fully involving the 
child. Having provided a measure of stability it will be time to move on to a less restrictive 
and more normal placement environment where the care and treatment of the child can be 
more appropriately addressed. For many of these children that will require an integrated 
flexible care package, involving a range of services to support the child and their carers. 



II \ 

lo-jBomtiie*-j? J,,.. 

h. »m ::: 

e t;i 

11 

The role of the High Support Unit (HSU) is considered pivotal to this discussion. It has three 
potential dimensions. 

1 To act as a gate-keeper for the Special Care Unit (SCU) to ensure that only 
those at most serious risk are placed there. 

2 To provide planned follow-on care in a safe and secure, but by definition more 
open environment. t j • 
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3 To act as the core provision within a core and cluster model of child care 
provision within the health board. This is shown in diagrammatic form in 
Figure 1 overleaf. 

In this model the HSUs would be in a ratio of 4:1 with an SCU, or 24 to 6 beds, with one of 
the units assuming an overall co-ordinating responsibility, in the care management of the 
relatively small group of children considered most at risk within a health board.* They 
would all offer full-time care and education for up to 12 months and provide planned respite 
support to children placed in open settings in the community, i.e. residential children's homes 
and foster carers. 

* This is not to assume that every health board requires or needs an SCU, on the 
contrary the High Support Units are seen to be the significant specialist residential 
provision in conjunction with enhanced existing residential child care, foster care and 
other possible care and support arrangements. 

•>^ti^ 
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FIGURE 1 

THE FLEXIBLE USE OF CHILD CARE SERVICES 
WITHIN A CORE AND CLUSTER MODEL 

to Sfb. SPECIAL CARE UNIT 

p . , . , i,.:j 
OTHER 
ALTERNATIVE 
MODELS 

OTHER HIGH 
SUPPORT UNITS 

i^^--^oU:n ,^ 
HIGH SUPPORT 
UNIT - (ACTING 

AS FILTER & CO-ORDINATOR) 
EMPHASIS ON ASSESSMENT 

PLANS PROGRAMMES 

DAY PROVISION CHILD 
RESIDENTIAL UNITS 

SPECIAL FOSTER 
CARE 
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It is critical to this model or indeed any other model, that children and young people are 

moved on into open alternative settings as soon as it is appropriate. 

Without these ahemative placements then the specialist provision, in whatever form will 

become quickly silted up and the on-going cycle of being forced to make inappropriate 

placements will continue. 

The difference between Special Care and High Support is essentially about the level of 

security. It is suggested that High Support can meet the needs of most young people given 

appropriate staffing levels, clear objectives and the ability to offer a consistent level of care in 

keeping with those objectives. Special Care is the placement of last resort and can only be 

justified if it can be shown that the level of security required is the paramount consideration. 

Within child care terms it is difficult to imagine many such placements being necessary or 

justified. 
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A QUANTITATIVE COMPARISON OF SPECIAL CARE (SECURE CARE) 
PROVISION IN IRELAND WITH SCOTLAND AND ENGLAND 

There are two sets of basic data worth noting. Firstly the total estimated populations of the 
relevant age group in the three countries and secondly the number of secure places as a 
proportion of the population. 

Population aged 10-17 years, (i.e. over 10 and under 18) 1996 estimates 

Males Females Total 

England 

Scotland 

Ireland 

2,498,500 

264,225 

276,314 

2,364,600 

252,209 

262,321 

4,863,100, 

516,434 

538,635 

Places in Secure Accommodation - As a rate per 1000 children aged 10-17 years 

England 1996 274 0.056 

Scotland 1996 88 0.170 

Ireland 1996 35 0.065 

There are two observations to make: firstly, the populations of Ireland and Scotland are 
almost identical but Scotland has more than twice as many secure places as Ireland. 
Secondly, Ireland's current number of secure beds is a little more than England's as a rate per 
1000 children. If however the proposed 24 beds for the Eastern Health Board are built, 
together with the requests from other health boards amounting in total to 23, this would bring 
the overall number to 82, giving Ireland on a pro-rata basis 0.152 per 1000 children. The 
additional 47 would of course be placed in secure care on non-offence grounds. Whilst it is 
difficult to ascertain a precise figure for England and Scotland of children in secure care on 
non-offence grounds, the inference to be drawn from the data is that this group represents a 
very small minority in secure care, probably no more than 10%. The assumption is that most 
of those would be girls considered to be in moral danger or prone to self harm. The potential 
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SPECIALISED RESIDENTIAL CHILD CARE PROVISION IN THE CONTEXT OF 
CURRENT POLICY AND PRACTICE. 

The point is made throughout this report that the effectiveness of special care provision will 
be determined by the quality and availability of alternative care services. The weaker they 
are, the more they are likely to be misused and children inappropriately placed and/or unable 
to move on to more appropriate settings. 

The recurring themes to emerge from this review, which of course have been recognised at 
least since the Task Force Report in 1980, is the dearth of appropriate child care resources. 
This includes sparse preventative services and few alternatives to residential care for the 
young people who are causing concern. The following points are noted as key issues that will 
need to be addressed whatever level of specialised residential provision is finally put in place. 

1 The case for early identification and intervention is self-evident, but particular 
attention must be given to the 13 to 14 year olds who have long care histories, 
experienced repeated breakdowns and are alienated from their families. 

Some of the existing residential and non-residential child care services are 
vulnerable and under-resourced. Health boards are not confident in their 
ability to meet their current responsibilities let alone those demanded by the 
new legislation about to be enacted. 

Working with young people over 16 years of age who are non-offenders in a 
secure setting will pose significant new demands on health boards. The 
development of skills and care regimes will need to be given special attention. 
This group represents currently 20% of all young people in care, but by and 
large they are in open settings. 

Lack of co-ordination and integration of services means that the best use is not 
being made of existing resources, although there was a feeling that 
co-ordination on the ground was better than that at middle and senior 
management levels. 

The lack of quality assurance and agreed standards of practice reinforced by 
national guidance undermines existing residential child care practice and 
makes it very difficult to plan new services in such a vacuum. 

There is a marked lack of follow-on placements. There needs to be a wider 

range of through care placements if any specialised provision is not to be 

quickly silted up and children becoming stuck in an inappropriate expensive 

resources. 
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There is a need for health boards to evaluate more critically the relevance and 
quality of existing provision, their own and other agencies. 

There are significant training and manpower requirements associated with the 
development of any level of specialist residential child care provision. Allied 
to this there is widespread concern expressed by health boards about the 
content and appropriateness of current social work training to meet the 
demands of the job, both fieldwork and residential child care. 

The number of residential staff required to meet even a relatively modest 
development in provision is not going to be easily met within five to six 
years.* Short post qualifying courses for staff in post and comprehensive 
induction progranmies for new staff are essential prerequisites, 

The proposed revised level of provision for the Eastern Health Board 
alone would amount to 68 care staff including managers. Given the 
recommended residential provision in the other health boards the overall 
increase in the staff establishment will be in the region of 140. The staff 
child ratios for special and high support are to all intents and purposes 
the same. 

10 Staff morale is low and residential staff are working in high risk situations 
where some unit managers believe that their staffs well-being is being put in 
jeopardy on a regular basis. 

11 Limited service contracts with voluntary organisations providing residential 
child care and foster carers means that sometimes children are too quickly 
rejected when they should be held. This undermines any attempt to put in 
place any effective gate keeping mechanisms. Stopping the flow of young 
people moving around the care system in crisis is of paramount importance 
both for the young person and any notion of a strategic plan. 

^1 r- t :!-; I l l 

12 The limited ability of schools to provide an education programme for some 
young people puts unhelpful pressure on residential units as well as severely 

- limiting the child's learning opportunities whilst in care. 

13 There is a shortage of specialist support services throughout the country, i.e. 
child psychiatrists and educational psychologists. Their contribution as 
gatekeepers helping to ensure that only those children and young people most 
at risk are referred to specialist residential care is critically important. 
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The overall lack of national comprehensive data base about young people in 
the care and justice systems makes planning service provision very difficult if 
not nigh impossible. 

A lack of research into child care current practice means that it is difficult to 

learn and make judgements about its efficacy. Existing Special Care and High 

Support provision should be the subject of research. This is an urgent matter 

given it will take time for the findings to impact. 

Whilst numerically the child care concerns are predominately in urban areas 

the issues of meeting the needs of young people in rural areas needs to be 

given proper attention. 

There appears to be a host of practice issues to be addressed - staff 

supervision, staff management, (which is a different issue), knowing about and 

making better use of existing resources, making a proper assessment of a 

troubled and troublesome young person. 
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The conclusion to be drawn from this review of current policies and practices is that 

dysfunctional and inadequate families are being cared for by dysfunctional and inadequate 

services. The stark consequence is that some children being brought into care are being 

inadequately cared for and in some instances further damaged by the experiences. Many of 

the children subject to judicial review and/or causing concern to health boards and residential 

schools have been known to the care services for a long time and their problems have been 

invariably exacerbated by a series of inappropriate placements. There is a real danger that 

they face ftirther 'punishment' because of the failures of these services. 

Within this rather inadequate overall situation however a number of initiatives and proposals 

were identified by the health boards as examples of positive and valuable practice (see Annex 

2). The potential importance of these initiatives cannot be over-estimated. Whilst in general 

their impact maybe small and localised they serve to demonstrate a number of important 

points. 

(a) That it is possible to work in an open residential unit or in a non-residential 

setting with young people whose problems and difficulties have either in the 

past brought them into care or who are considered at risk of coming into care. 

To all intents and purposes their profiles are very similar to many of those 

young people who have been the subject of a judicial review or are considered 

candidates for a more secure setting. The English review of secure care 

suggested that out of 193 children surveyed, it was considered that 60 could 

have been placed in open accommodation.'^ The Scottish report did not give a 
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figure but noted 'that there was very little difference between children in 

secure accommodation and some children in other forms of care.' The report 

goes on to note that the steady decline of some alternative provision has meant 

that secure care far from being used as last resort, is being used to make up for 

this loss.'^ 

(b) That vulnerable families and their children can be supported in the community 

through counselling, intensive and consistent support, group work and play 

opportunities. The other common feature of much of this work was that it is 

working in partnership with other agencies. The point was repeatedly made, 

that whilst it was possible sometimes to work across organisational boundaries 

at ground level for the benefit of the child and family, it was much more 

difficult at a departmental and higher policy making levels. 

(c) That partnerships with the statutory and voluntary agencies can create a range 

of community based support networks for vulnerable families in both rural and 

urban areas. 
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THE NEEDS AND PROBLEMS OF THE CHILDREN AND YOUNG PEOPLE 

Background notes on nineteen young people were who were considered in need of some form 

of special residential provision by health boards were submitted by four of them. A number 

of common characteristics were apparent, they included; 

(a) breakdown in family relationships, inconsistent caring, if not neglect; 

(b) non attendance at school and frequently suspension from school; 

(c) when placed in care, experience of multi-placements and breakdowns, violent 
outbursts towards carers; 

(d) a history of absconding; 

(e) known to a variety of agencies but had not positively engaged with any of 

them; 

(f) out of control and putting themselves at risk. 

The Scottish review of children in secure care highHghted unsurprisingly similar 

characteristics, but drew particular attention to their statutory care histories. Of the 74 young 

people in secure care in 1994, all but three of the young people had been in local authority 

care. The average length of time they had spent in care was over three years, ranging from a 

month to more than 15 years and the individual number of placements varied from I to 17.'* 

It is evident from the case studies that what these children have lacked is proper and 

consistent care and control as a consequence of living in emotionally deprived as well as 

probably physically deprived environments within their own family. Being out of control 

would seem to be the recurring characteristic of this group of children. These problems have 

often been exacerbated when they have come into care because their behaviour has led to 

fiirther rejection. However in two cases it was noted that where the care staff had stayed with 

the challenging behaviour and not rejected the child, a significant change in behaviour was 

recorded over a period of time. There can be no doubting the difficuhies and stress this 

created for the residential unit which was open, but this is an argument for higher staff/child 

ratios to positively work with such challenging behaviour. 

Four other cases illustrated a major caring problem already referred to earlier in the report, 

the 16+ age range. The evidence from Scotland and England suggests that they are of̂ en 

placed or put themselves into the criminal justice system. Two of the cases followed this 

pattern. Whilst there is no readily made care model to refer to (this will require a separate 

study), the internal physical security of the building does not appear to be the most critical 
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factor. The challenge for any residential unit is how to establish a caring culture and a viable 
working relationship with a young adult who has been rejected most of their life and who 
now rejects the caring system and often has no clear positive future. A closed living 
environment does not seem the most appropriate setting in which to work with such young 
adults, rather it compounds the problems. Being locked up because you reject the inadequacy 
of the care you have received seems a perverse form of logic and cannot be considered just or 
by any standards good child care practice. 

More generally, the level of security necessary to work with these young people is in 
question. Interestingly the majority of the case studies were arguing for high support rather 
than special care provision. The Eastern Health Board's experience of the value of high 
support is important. They see the commitment of staff to work with difficult behaviour, 
consistency of approach, in-house education and the availability of other supports as crucial. 

Whilst it was not possible to make a clear judgement on the basis of the case notes provided 
as to whether they met all the criteria for admission to a special care unit, (see Annex 3 for 
the list of admission criteria as defined by the Eastern Health Board), there was nothing to 
suggest that a physically secure building was central to any help the young person might have 
needed. 
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SPECIALISED PROVISION WITHIN THE CONTEXT OF A STRATEGIC CHILD 
CARE PLAN. 

It is readily apparent that the primary focus must be on developing comprehensive and 
integrated child care services within which to place any form of specialised residential care 
provision. This agenda must be driven by Central Government, primarily, but not solely, the 
Departments of Health and Children, Education and Science and Justice, Equality and Law 
Reform through the development of a strategic plan. 

The concept of a three year child care planning statement should become a requirement made 
by the Department of Health and Children, which will provide the framework within which 
health boards can plan their service programme. Such a development will require the health 
boards Annual Review of Adequacy to be revised to become a comprehensive planning 
statement. 

The proposed development of residential child care will require carefiil planning, balancing 
the demands of the Eastern, Mid Western and Southern Health Boards for Special Care 
provision and they and other Boards for High Support Units. This approach will make new 
demands on everyone involved in the process. 

The importance of a Government inter-departmental body to take this forward in a properly 
co-ordinated manner, has with much else in this report, been recognised for a long time. The 
coming together of the three Departments mainly involved is long over due, if consistency of 
policies and practice is to be achieved in the best interests of children. 

The strategic plan will need to address three broad areas concurrently; 

1 Preventative Services ; 

2 Enhancing Existing Provision 

, ^ , . 4 ,̂  Through Care 

It is not intended nor would it be appropriate to give an exhaustive list of the services areas 

required to be developed under these three headings, but to indicate key important 

developments. By definition most of these will not have an immediate impact on the number 

of children being placed in care, but some changes in practice could have a more immediate 

effect. 
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Preventative Services < 

The recent report by the Commission on the Family, 'Strengthening the Family for Life' 
(1998) addresses a number of fundamental issues which when fully implemented will assist 
some of the more vulnerable families in the community. 

The point has already been noted about the critical role schools have in supporting and 
working with vulnerable families and children and failure in this area can and often does have 
a direct effect on the care system. The potential role of the school in the welfare of the child 
is considered by Gilligan, 1998 '^ The importance of conjoint work between teachers and 
social workers needs to be positively promoted by both the Department of Education and 
Science and the Department of Health and Children if that important potential is to be 
realised. 

Enhancing Existing Provision 

There are a number of specific measures that need to be taken, some of which will require 
new revenue expenditure. 

There is a requirement to review the terms and conditions of employment of residential care 
workers. It is evident that pressure on existing children's units makes it very difficult for 
them to provide consistent care at an appropriate level which in turn can lead to breakdown of 
the placement. Minimizing children moving about once in the care system is obviously 
crucial. Linked to this is the need for health boards to have tighter service contracts with the 
voluntary sector and foster carers that set clear expectations about children only leaving the 
placement as a last resort. 

The stability of existing residential provision is also important in terms of providing ongoing 

care for some children leaving a specialist care setting. 

It is noted that a number of health boards have been reviewing the level of support and 
training given to existing foster carers. This is to be welcomed and needs to go alongside a 
re-examination of the allowance structure. This is seen as a first step before developing a 
'professional' foster care service, which again some health boards and certainly one voluntary 
Organisation are actively considering. This development has the potential to become a viable 
alternative to specialist residential care for some children and young people. It is 
recommended that priority is given to enhancing the existing foster care service and 
developing a more special foster care programme. 

/J 
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There is a clear lack of formal national guidance and standards about child care practice. The 

development of such material should be seen as a joint exercise between the Department of 

Health and Children, health boards, the voluntary sector and the social work training 

agencies. This lack of national policy and practice guidance is a serious shortcoming that 

will hinder the development of consistently improving practice. Both the Department of 

Health in England and the Social Work Services Group in Scotland have produced over 

recent years comprehensive guidance in support of new legislation and important policy and 

practice issues, all of which have served to promote good practice and set clear expectations. 

There would appear to be a universal lack of data or maybe access to data about children and 
young people in the care and justice systems. This makes plarming and priority setting very 
difficult. The development of a comprehensive data base is seen as basic pre-requisite for 
competent planning and priority setting at both Departmental and health board levels. Linked 
to this point is the importance of commissioning research into the efficacy of existing High 
Support residential care in order that that experience can inform future developments. Some 
priority should be given to this. 

Training and the availability of skilled manpower is a fiindamental issue that will neither be 
quickly or easily resolved. Even a modest development of specialist residential provision 
will require around 140 new staff. It is recommended that the Department of Health and 
Children, health boards and the training institutions examine how and when this target is 
going to be met. 

Through Care 

This area requires to be given specific attention. The point has already been made that 
without the availability of a range of alternative placements, residential or foster care, 
specialist residential care will not be able to move children on when it is necessary. This is 
already experienced as a difficulty for the existing High Support Units. It is axiomatic that 
such provision should be in place at the point children are being referred to any specialist 
provision. Hostel accommodation must be included in any discussion of through care. It is 
an important resource that has perhaps not been given proper recognition and needs to be 
seen as an integral part of child care services. 

Some Short-term Objectives 

The difficulty with strategic planning is that the outcomes are by definition medium to long 
term and therefore it is important to identify some targets that may be achieved relatively 
quickly and have a influential outcome. Four such areas have been identified. 

1 Two training programmes, one focusing on staff supervision in residential care 

and the other on management skills for managers in both residential and 

fieldwork settings. The purpose of these programmes would be to directly 

improve the quality of care. 
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Preparing national practice guidance for residential care staff and professional 
foster carers about a range of issues including care and control, techniques in 
de-escalating a crisis, assessment, plans, programmes and reviews, working 
with parents. 

Developing service contracts with voluntary organisations and foster carers to 
ensure that no child is discharged from their care without their being an agreed 
plan in place. 

Funding a limited number of developmental initiatives, that have either been 
piloted on a small scale and justify further development or new practice 
proposals that seek to work with difficult young people in a flexible and 
integrated manner. Priority should be given to joint to working proposals 
between the Health, Education and Criminal Justice sectors. 
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DEVELOPMENT OPTIONS AND SOME COST IMPLICATIONS 

It is suggested that the cost implications associated with the development of Special Care and 
High Support should be considered as an integral part of the proposed three year planning 
statement. The arguments set out in this paper recommend that creating a proper 
comprehensive integrated child care service must be given equal priority, if any specialist 
residential provision is to be effective. The cost of such developments will obviously be 
significant, but under-funding of the child care infrastructure would defeat the primary task 
and not be cost effective. What is required is a comprehensive review of estimated costs over 
the next three years under five headings :-

1 enhanced existing provision; 

2 new legislative requirements; 

3 short-term objectives and 

4 special residential care provision; 

. . 5 alternatives to residential care. 

This report is concerned to look at the estimated cost of the fourth and fifth areas, special 
residential care provision and alternatives to residential care giving three options for the 
development of such provision. Option 1 is limited to developing specialist residential care 
provision only. Option 2 offers a more comprehensive model with more limited Special Care 
provision but more alternative community based provision. Option 3 puts all the emphasis on 
development of High Support in conjunction with similar community based alternatives. 
Given the staffing levels for Special Care and High Support Units are to all intents purposes 
very similar, 17 staff including a Manager and Deputy, there will be little difference in 
revenue costs, i.e. approximately £500,000 per annum based on a 6 bedded unit. Capital 
costs however will be very different with a special care bed costing £292,000 and high 
support estimated at between £120,000 to £140,000 per bed. The purchase and refurbishment 
of an existing building, could bring this figure down to £100,000. The three options set out 
below are however based on the two types of residential provision being new build. 

Option 1 

This is in part an extrapolation of the Eastern Health Board Planning Brief for 3 Special Care 
Units and 3 High Support Units and also taking account of the expressed requirements of 
other health boards. This amounts to in total 7 Special Care Units, including the Eastern 
Health Board i e 3 for the Mid-West and 1 for the Southern Health Boards. The capital 

Ji 
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cost of this basic model based on 6 children in each unit is 42 x £292,000 = £12.26 million 
and the revenue costs per annum would be 7 x £500,000 = £3.5 million.* 

The High Support provision based on the Eastern Health Boards proposed ratio with Special 
Care of 5:3 would mean approximately 12 units. The capital cost would be 12 x £140,000 = 
£1.68 million with the revenue costs being £6 million. The estimated total cost would 
therefore be £13.94 million capital and £9.5 million revenue. 

This model would provide no alternative provision and no enhancement of existing child care 

services. , ' ; -*;..' 

Option 2 

The key elements of this option are to reduce the Special Care provision to 4. Giving 2 six 
bedded units to the Eastern Heath Board and 1 each to Mid-West and the Southern. The High 
Support Units would be based on a ratio of 6:2 with Special Care, thus providing Eastern 
with 4 units. Mid West 3 and Southern 3. The other five health boards would have 1 each, 
giving in total 15 High Support Units. The total capital cost for Special Care would be £7.8 
million and £2 million revenue. The High Support would be approximately £2.1 million 
capital and revenue £7.5 million, giving a total of £9.9 million capital and £9.5 million 
revenue. 

The High Support Unit in this model would assume a key role in assessment, care planning 
and acting as a filter for referrals to special care. It would also include the development of 
•professional- foster carers and the enhancement of key child care services, i.e. staffing levels 
in residential care including hostels and existing foster carers allowances and other 
alternatives to residential child care. This model was outlined on pages 13 and 14. The 
overall target set for 'professional' foster carers is 69 in the first three years, 15 for Eastern. 12 
for Mid-West and Southern and 6 each for the other five Boards. The cost of this service is 
estimated to be £1.68 million. This figure is calculated on the Sisters of Charity proposal to 
the Eastern Health Board for providing a service for six foster carers. 

The assumption is that this initiadve will be an integral part of a wider child care strategy in 

which preventative services and the enhancement of existing will be being planned and 

developed. 

* The revenue estimates exclude .eacMng staff, sess^ooa. sUfTand non-pay costs In . . . three options. The 

cost .ode. for residential care Is taRen fron. figures produced by .be Eastern Hea.tb Board. 
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Option 3 

The assumption underpinning this model is that emphasis should be at least in the first three 
years of developing High Support and alternatives to residential care, leaving the question of 
developing Special Care Units until some of these other services are in place. The advantage 
of this approach is that it will provide more time to objectively assess whether, with whom 
and in what form special care should be provided. 

The actual number of High Support Units, 'professional' foster carers and the development of 
other preventative services would be the same as in option 2, with the same caveat that it is an 
integral part of a wider child care strategy. The capital cost is therefore estimated at £2.1 
million and revenue at £9.18 million. 
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CONCLUSIONS 

It is evident that there is a need for some form of specialist residential child care provision. 
The development of Special Care provision on the scale proposed by the Eastern Health 
Board and the implications for similar developments in the Mid-West and the Southern 
Boards is questionable on grounds of best value and in the interest of young people. Some 
further thought also needs to be given to defining what is meant by a secure setting. 

The development of High Support Units designed to offer a measure of security and be the 
core of any specialist residential services is the option recommended in this report.. 

However it is widely recognised that whatever the level of provision the child care 
infi-astructure in its present state cannot support effectively and appropriately any such 
developments. That is the central issue that needs to be addressed and the case for the 
development of a strategic approach would now .eem beyond argument. It is within that 
context that the number of special care and high support beds needs to be objectively 
considered. 

There is no quick fix: the creation of any specialist residential care will take time, as will the 
development of alternative care models and indeed the enhancement of existing child care 
services. It will also require a significant amount of new money to be budgeted for over the 
next six years, in three year planning cycles. To do all this effectively and equitably it will 
require a national plan and the development of an integrated approach to both policy and 
practice. Child care policy and practice can no longer afford to be governed by the last 
judicial review or child care crisis. Positive consistent planned action is required. At the 
same time it needs to be recognised that social work child care services however well 
organised or funded cannot deal with all the social ills of society. Children from families 
who experience long term poverty, unemployment, poor housing and inadequate educational 
opportunities will continue to come into care. Responsibility for the amelioration of these 
difficulties lies elsewhere. However once the child comes into care, the State also has the 
responsibility to provide them with the right kind of help when they need it (Gilligan'*). 
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List of People Consulted 

The vast majority of people consulted were through meetings and the remainder by 
correspondence and/or telephone. 

Department of Health and Children 

Frances Spillane 
Eamon Corcoran 

Department of Education and Science 

John Kelly 

Eastern Health Board 

Brid Clarke, Programme Manager, Children and Families 

Donal McCormack, Manager, Newton House 
Laoise O'Donnell, Deputy Manager, Newton House 
Bob Templeton, Manager, Creag Aran 
Joanie Cousins, Deputy Manager, Creag Aran 
Elaine Smith, Manager, Killinarden House 
Allen Moran, Deputy Manager, Killinarden House 
Michelle Clear, Head Social Worker, Community Care Area 8 
Dr P McCarthy, Consultant Child Psychiatrist 

Mid-Western Health Board 

Ger Crowley, Director of Child Care and Family Support Services 
Ita O'Brien, Child Care Manager 
Jack Deevey, Child Care Manager 
Kevin O'Farrell, Child Care Manager 
Pauline Levens, Senior Social Worker 
Margaret Lee, Senior Social Worker 
Gildas Gordon, Senior Social Worker 
Bernard Gloucester, Project Leader, Adolescent Boys Services 
Mary Healey, General Manager 

Midland Health Board 

Derry O'Dwyer, Programme Manager, Community Care 
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South Eastern Health Board 

Peter Kieran, Regional Co-ordinator, Child Care Services 

Southern Health Board 

Tom O'Dwyer, Programme Manager, Community Care 
David Drohan, General Manager 
Pat Rigney, General Manager 
Tony Kemp, Child Care Manager 
Oliver Mair, Child Care Manager 
Barry Murray, Child Care Manager 
Christine Tanner, Child Care Manager 
Maria O'Sullivan, Manager, Gleann Alainn 
Aiden Lynch, Manager, Prospect Lodge 

Western Health Board 

Pat Doran, Regional Co-ordinator, Adolescent and Family Services 
Jim Mansfield, Regional Co-ordinator, Child Care Services 
Marian Colohan, Manager, Residential Children's Unit 
Michael Fox, Team Leader, Residential Child Care 
Paddy Gannon, Acting Child Care Manager 
Alex MaClean, Acting Child Care Manager 
Maria Anne Smith, Consultant Child Psychiatrist 

Residential Schools 

Michael E O'Connor, Director, Oberstown Boys Centre 
Liam Hickey, Deputy Director, Oberstown Boys Centre 
Patricia Flynn, Director, Oberstown Girls Centre 
Frank Mongey, Deputy Director, Oberstown Girls Centre 
Seamus Halley, Residential Care Worker 
Michael Donnellan, Director, Finglas Children's Centre 

Social Work Educators 

Gay Graham, Lecturer, Dublin Institute of Technology 
Robbie Gilligan, Senior Lecturer in Social Work and Academic Co-ordinator, The 
Children's Centre, University of Dublin, Trinity College 

Voluntary Sector 
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Sr Goretti Butler, Senior Manager, Child and Family Service, Dublin 
Liam 6 Dalaigh, Manager, Claidhe Mor Family Centre 
Colum Conway, Manager, Connaught Street Family Centre 
Catherine Boonstra, Manager, Royal Oak Children's Centre . 
Geraldine Nugent, Project Leader, Aosog Family Centre, Dublin 
Sr Jennifer McAleer, Manager, Rosemount Centre, Limerick 
Sr Phyllis Monihan, Director, Moimt St Vincent's Child Care Centre, Limerick 
Fergal Grey, Deputy Manager, Mount St Vincent's Child Care Centre, Limerick 
Pat O'Connor, Support Worker, Neighbourhood Youth Worker, Cork. 
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Annex 2 

List of Reports on Projects 

These are examples of work being undertaken or proposed throughout the country in urban 
and rural areas by both Health Boards and the voluntary sector. They serve to illustrate one 
of the central themes of this report - that is the need to develop preventative services and 
alternatives to residential care alongside enhancing existing residential child care provision in 
an integrated mamier. 

The Aosog Family Centre, Voluntary Organisation, North West Inner City Dublin. 

Proposal for the Development of the Ballybane Family Support Project, Western Health 
Board. 

The Bandon Alternative Living Project, Southern Health Board. 

Foster Care: A Report on the Recruitment, Training and Support of Foster Carers in the 
Western Health Board Region. 

"Professional" Fostering Proposal, Daughters of Charity, Child and Family Services, Dublin. 

Mayfield Neighbourhood Youth Project, Voluntary Organisation, Cork. 

The Drama Group Child and Family Centre, Mullingar, Midland Health Board. 

Mount St Vincent's Child Care Centre, Limerick. 

Good Shepherd Sisters, Rosemount Centre, Limerick. 
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Criteria for Admission to Close Supervision Units 
as proposed by the Eastern Health Board 

3.1.3 'An application to court for admission should be based on the following 
criteria: 

, I 

i i 

(a) child/young person is aged 11 to 17 

(b) has a history of care arrangements which have broken down; 

(c) has a history of absconding and is likely to abscond from any 
other form of accommodation, placing himself/herself at risk; 

(d) has a history of aggressive, destructive or self-injuring 
behaviour; 

(e) manifests severely impaired socialisation and impulse control; 

(f) if kept in any other form of accommodation is likely to cause 
self-injury or injury to other persons; 

(g) is out-of-control of family or without available family; 

(h) there are no less secure facilities appropriate to the child's 
needs. 

All of these criteria must be met for placement in a close supervision unit.' 

i t k. 


