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1. Analysis of Findings 
 
The Social Services Inspectorate carried out an announced inspection of a children’s 
residential centre in the HSE Midland Area (HSEMA) under the provision of Section 
69(2) of the Child Care Act, 1991.  
 
The centre was located in a two storey detached building close to the town. At the 
time of inspection there were two teenage boys, aged fourteen and fifteen years living 
in the centre.  
 
The centre had previously been inspected by SSI in 2001. At that time there were only 
three full time members of staff and the resultant high reliance on relief staff impacted 
strongly on stability and consistency of care and cohesive team work. This and a 
number of other issues outlined in the previous inspection report had been addressed. 
There was a full time staff team, the majority of whom were permanent and 
appropriately qualified in social care. A monitoring officer was introduced to ensure 
the centre’s compliance with regulations and national standards. Children’s care files 
held required documentation and significant events were recorded separately. Policies 
and procedures were developed. While there was still more work to do, refurbishment 
of the building had taken place. The HSEMA is commended for this.  
 
The recommendations that related to practice within the centre had to a large extent 
been implemented. This resulted in improved practice within the centre. However the 
recommendations that required a response from the wider HSEMA organisation had 
not been addressed. This related to the HSEMA failure to translate the admissions and 
discharge policy into practice, in particular to address the practice of transferring 
young people between centres. This undermined the improvements achieved in 
practice within the centre, and the capacity of the HSEMA to provide a child-centred 
service. The HSEMA’s failure to meet this standard is discussed below. 
 
Practices that met the required standard 
 
Inspectors found that the young people in the centre received a good standard of 
primary care and that their education and health needs were recognised and addressed. 
They were cared for in a manner that respected and took into account their wishes, 
preferences and individuality. They had personalised their bedrooms, and were 
encouraged to make individual choices about their personal appearance, clothing and 
dietary preferences. Involvement in community based activities was strongly 
encouraged. The approach to behaviour management was good. Physical restraint had 
not been used in the previous two years, and there was evidence of reflective practice 
in the use of sanctions. They worked in partnership with social workers and all 
significant events were promptly notified. Access to families and friends was 
encouraged and facilitated. Safeguarding practice was good. The staff team had a 
good understanding of professional boundaries. They were clear about notification 
requirements and all but two staff had received training in child protection. The two 
young people had allocated social workers. They visited the young people regularly 
and spoke to them in private. They read centre records from time to time. Both social 
workers spoke positively about the standard of care the young people received in the 
centre. 
 
The good care practices were related to strong management practice and the stability 
and cohesion of a well qualified and supported staff team. The monitoring officer 
played an important role in monitoring and supporting practice. She visited the centre 
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regularly, was respected by staff and management and there was evidence that her 
role had impacted positively on practice. 
 
Practices that met the required standard in some respect only 
 
Although an underlying respect for children’s rights was evident it needed to be more 
proactively incorporated into practice. Practice in relation to complaints was good. 
However staff needed to consider how young people could be better consulted in 
relation to daily issues affecting their lives. This included the need to consult with 
them about the placement plans drawn up by key workers and issues related to group 
living including general rules and routines. Clarity was also needed about how young 
people could access their care files.  
 
In general the standard on the care of children and young people was met. Staff are 
commended for the manner in which they assisted one young person in managing his 
behaviour over a long period of time. However, practice was not always age 
appropriate for him. There was evidence that the staff team have reflected on and 
made changes to aspects of his care. They have encouraged him to travel 
independently to school, take responsibility for self care, and to make decisions about 
family access. They had also stopped using a behaviour modification programme. 
However, some practices were not age appropriate for him and required review. These 
included a system of monetary reward for tidying his bedroom, which the young 
person himself felt was childish, ensuring that his pocket money is raised to that of his 
peers, and providing more age appropriate supervision for him that does not require 
him to check in to the centre every 45 minutes.  
 
Staff made efforts to raise their awareness in relation to cultural diversity and practice 
was reasonably good. This should be supported so that the care of young people from 
different ethnic groups is informed by awareness and knowledge of their cultural 
identity. 
 
Both of the young people had care plans and review meetings had taken place in 
accordance with regulation. However, the link between the two processes of care 
planning and review was not sufficiently made. While one of the young person’s care 
plan was revised as a result of his transfer to the centre, this change to his care plan 
was not decided within a statutory review meeting. The other young person’s care 
plan had not been updated since 2002, instead there were detailed minutes available 
from review meetings. As a result the care plan gave little indication of what was 
currently happening in the life of the young person. Where the review process fails to 
update the care plan there is a danger that short to medium term placement goals can 
be pursued while the long term position is unclear or vague, which can result in a 
situation of drift for the young person. There was a need to consider how best to 
promote age and developmentally appropriate participation of young people in the 
care planning and review process. The social work department were unsuccessful in 
their efforts to find a befriending family for the young person. Inspectors urged that 
the young person’s wish for a befriending family is prioritised. 
 
One of the young people had access to child guidance over a number of years. He 
attended another specialist service during the year prior to inspection and was due to 
attend a community based male psychologist. While staff had insight into the 
emotional needs of the young person, it was not clear how specialist interventions 
connected with the work of the care staff. Some of the staff had worked with the 
young person over a number of years and he had a strong bond with particular staff 
members. It was the inspector’s view that the staff’s relationship with the young 
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person could be more purposeful if therapeutic intervention by a specialist service was 
provided in a way that informed the practice of the care staff. The purpose of the other 
young person’s admission to the centre was to determine the need for and facilitate a 
risk assessment. At the time of inspection, two months after his admission, a decision 
had not been reached as to whether a risk assessment was necessary or the nature of 
the assessment. A referral to psychology services had been made some months ago. 
However while awaiting a determination as to a risk assessment, the young person’s 
access to this service had not commenced. 
 
Following the previous inspection some refurbishment of the building had taken place 
and there was evidence that efforts had been made to provide a more homely and 
domestic like environment. New flooring had been placed in the young peoples’ 
bedrooms, new beds had replaced ones that had been attached to the floor, the 
entranced lobby had been furnished to provide a more attractive introduction to the 
house and areas had been painted. Inspectors were informed that a programme of 
refurbishment was about to start in downstairs in the centre, including putting in a 
new kitchen. A health and safety audit carried out in December 2005 identified ten 
hazards that should be prioritised. A fire certificate was issued in December 2005, 
subject to five conditions. Attending to these is a matter of priority.  
 
Practices that did not meet the required standard   
 
The standards on purpose and function of the centre and suitable placements and 
admissions were not met. The statement of purpose and function was clear. It 
provided for the medium to long term care of two young people. The procedure for 
referral and admission to the centre was also clear.  However, both were undermined 
by the practice of transferring young people between centres. Inspectors had a number 
of concerns about this. The cycle of transferring young people from a centre in crisis 
to another within the service can result in the suitability of the placements in terms of 
the young people’s needs, becoming secondary to the need to manage the immediate 
challenges presented by their behaviour. The different purposes and functions of 
centres in terms of the age of young people on admission, and the type of placement 
offered were eroded by unplanned transfers of young people between centres.  
Transfer of young people between centres also takes the emphasis off a close 
examination of why the breakdown in placement, or crisis occurred. 
 
The HSEMA should examine the frequency of transfers between centres and develop 
a strong gate keeping policy in relation to this practice.  Policy and protocols must be 
developed to ensure that the reasons a young person can no longer be cared for in a 
centre are closely examined. A review of the admissions procedure is also necessary 
in order to bring decision-making about placements back into the arena of care 
planning and away from crisis management.  
 
Inspectors had specific concerns about the circumstances in which one of the young 
people had been transferred to the centre from another centre in which he had lived 
for five months. Those concerns related to the circumstances in which the decision to 
transfer him was made, the lack of consultation with the unit manager of the centre 
where the boy was placed, the lack of consultation in relation to the manner in which 
he was admitted, the fact that the decision to transfer him was not an outcome of a 
special review meeting, and the explanation the young person was given for his 
transfer. The circumstances leading up to his transfer, the consultation and decision 
making process that was used, and the manner in which he was admitted to the centre 
should be the subject of a review. 
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Inspectors found that the HSEMA’s policy on aftercare did not sufficiently set out all 
aspects of support and entitlement for a young person leaving the care system, 
including a co-ordinated provision of services, in collaboration with other relevant 
agencies, to meet the diverse needs of young people leaving care. 
 
Finally, there were many positive aspects to the service provided to the young people 
in the centre, notably the high standard of primary care, and the stability and cohesion 
of a well qualified and supported staff team. However HSEMA’s failure to address 
the practice of transferring young people between centres, noted in previous 
inspections, was of particular concern. This undermined the improvements achieved 
in practice within the centre, and the capacity of the HSEMA to provide a child-
centred service. 
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2. Introduction 
 
The Social Services Inspectorate (SSI) carried out an announced inspection of a 
children’s residential centre in the HSE Midland Area. Ann Ryan (lead inspector) and 
Nuala Ward (support inspector) conducted the inspection over a three-day period from 
the 1st to the 3rd of February 2006.    
 
2.1 Methodology 
The inspectors had access to the following documents during the inspection: 
 

• The unit’s statement of purpose and function, 
• The unit’s policies and procedures,  
• The young people’s care plans, 
• Questionnaires completed by social workers, 
• Census forms on management and staff, 
• Children’s census forms, 
• The monitoring officer’s reports, 
• The young people’s care files 
• Administrative records  

 
In the course of the inspection, inspectors interviewed: 
 

1. The unit leader 

2. Three members of the care staff 

3. One of the young people 

4. The residential care manager 

5. The monitoring officer 

6. The young people’s social workers and a social work team leader 

7. The general manager 

8. The audit inspector 

 
2.2 Acknowledgements 
Inspectors wish to acknowledge the co-operation of the young people and staff and all 
the other professionals involved in this inspection.   
 
2.3 Management structure 
The centre was managed by a unit leader. She reported to one of two residential care 
managers who share responsibility for the HSE Midland Area’s five children’s 
residential centres. The residential care manager reported to the general manager of 
the Longford / Westmeath community care area. 
 
2.4  Data on young people 
 

Young Person Age Length of 
Placement 

No. of previous 
placements 

#1 (male) 14 years 6 years 5 

# 2 (male) 15 years 2 months 3 
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3 Findings 
 
3.1 Purpose and function 
 
Standard 
The centre has a written statement of purpose and function that accurately 
describes what the centre sets out to do for young people and the manner in 
which care is provided. The statement is available, accessible and understood. 
 

Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 

Purpose and 
function 

 
√

Recommendations: 
 
1. The HSEMA should agree the purpose and function of the centre and ensure that 

it is adhered to. 
 
2.  The HSEMA should ensure that the children’s booklet is updated. 
 
3.2 Management and staffing 
 
Standard 
The centre is effectively managed, and staff are organised to deliver the best 
possible care and protection for young people. There are appropriate external 
management and monitoring arrangements in place. 
 

Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 
Management √
Register  √
Notification of 
significant events 

√
Staffing √
Supervision and 
support 

 √
Training and 
development 

 √
Administrative files √

Recommendations: 
 
3. The HSEMA should ensure that the register is maintained in a secure format. 
 
4. The HSEMA should ensure that all staff receive formal supervision. 
 
5. The HSEMA should ensure that all staff receive induction training 
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3.3 Monitoring 
 
Standard 
The health board, for the purposes of satisfying itself that the Child Care 
Regulations 5-16 are being complied with, shall ensure that adequate 
arrangements are in place to enable an authorised person, on behalf of the health 
board to monitor statutory and non-statutory children’s residential centres. 
 

Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 

Monitoring 
 

√

3.4 Children’s rights 
 
Standard 
The rights of young people are reflected in all centre policies and care practices. 
Young people and their parents are informed of their rights by supervising social 
workers and centre staff. 
 

Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 

Consultation 
 

√

Complaints 
 

√

Access to 
information 

 

√

Recommendations: 
 
6.  The HSEMA should ensure that a structure for meaningful consultation with 

young people is devised. 
 
7.  The HSEMA should ensure that young people can access their care files. 
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3.5 Planning for children and young people 
 
Standard 
There is a statutory written care plan developed in consultation with parents and 
young people that is subject to regular review. The plan states the aims and 
objectives of the placement, promotes the welfare, education, interests and health 
needs of young people and addresses their emotional and psychological needs. It 
stresses and outlines practical contact with families and, where appropriate, 
preparation for leaving care. 
 

Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 

Suitable placements 
and admissions 

 

√

Statutory care 
planning and review 

 

√

Contact with 
families 

 

√

Supervision and 
visiting of young 
people 

 

√

Social work role 
 

√

Emotional and 
specialist support 

 

√

Preparation for 
leaving care  

Not relevant to this 
inspection 

 

Aftercare 
 

√

Recommendations: 

8.  The HSEMA should ensure that care plans are updated following statutory review 
meetings 

 
9.  The HSEMA should ensure that any significant change in a young person’s care 

plan is considered and decided on within the statutory review process. 
 
10. The HSEMA should ensure the developmentally appropriate participation of 

young people in the care planning and review process. 
 
11. The HSEMA should ensure that any therapeutic intervention by a specialist 

service informs the practice of the staff team.  
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12. The HSEMA should ensure that the young people have access to psychology 
services.  

 
13. The HSEMA should develop a strong gate keeping policy when considering the 

transfer of young people between centres. 
 
14. The HSEMA should carry out a review into the circumstances of one young 

person’s transfer to the centre. 
 
15. The HSEMA should develop a written policy on its aftercare provision, outlining 

all aspects of support and entitlement for a young person leaving the care 
system. 

 

3.6 Care of young people 
 
Standard 
Staff relate to young people in an open, positive and respectful manner. Care 
practices take account of the young people’s individual needs and respect their 
social, cultural, religious and ethnic identity. Young people have similar 
opportunities to develop talents and pursue interests. Staff interventions show an 
awareness of the impact on young people of separation and loss and, where 
applicable, of neglect and abuse. 
 

Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 

Individual care in 
group living 

 

√

Provision of food and 
cooking facilities 

 

√

Race, culture, 
religion, gender and 
disability 

 

√

Managing behaviour 
 

√

Restraint 
 

√

Absence without 
authority 

 

√

Recommendations: 
 
16. The HSEMA should ensure that care practices are developmentally appropriate. 
 
17. The HSEMA should ensure that the staff receive training in cultural diversity. 
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3.7 Safeguarding and Child Protection 
 
Standard 
Attention is paid to keeping young people in the centre safe, through conscious 
steps designed to ensure a regime and ethos that promotes a culture of openness 
and accountability. 
 

Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 

Safeguarding and 
child protection 

 

√

3.8 Education 
 
Standard 
All young people have a right to education. Supervising social workers and 
centre management ensure each young person in the centre has access to 
appropriate educational facilities. 
 

Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 

Education 
 

√

3.9 Health 
 

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

 
Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 

Health 
 

√
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3.10 Premises and Safety 
 

Standard 
The premises are suitable for the residential care of the young people and their use 
is in keeping with their stated purpose. The centre has adequate arrangements to 
guard against the risk of fire and other hazards in accordance with Articles 12 & 13 
of the Child Care Regulations, 1995. 

 
Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 

Accommodation 
 

√

Maintenance and 
repairs 

 

√

Safety 
 

√

Fire safety 
 

√

Recommendations: 
 
18. The HSEMA should ensure that the premise is refurbished. 
 
19. The HSEMA should ensure that outstanding health and safety hazards are 

eliminated. 
 
20. The HSEMA should ensure that conditions outlined in relation to fire safety are 

attended to immediately. 
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4. Summary of recommendations 
 
1. The HSEMA should agree the purpose and function of the centre and ensure that 

it is adhered to. 
 
2. The HSEMA should ensure that the children’s booklet is updated. 
 
3. The HSEMA should ensure that the register is maintained in a secure format. 
 
4. The HSEMA should ensure that all staff receive formal supervision. 
 
5. The HSEMA should ensure that all staff receive induction training 
 
6. The HSEMA should ensure that a structure for meaningful consultation with 

young people is devised. 
 
7. The HSEMA should ensure that young people can access their care files. 
 
8. The HSEMA should ensure that care plans are updated following statutory review 

meetings 
 
9. The HSEMA should ensure that any significant change in a young person’s care 

plan is considered and decided on within the statutory review process. 
 
10. The HSEMA should ensure the developmentally appropriate participation of 

young people in the care planning and review process. 
 
11. The HSEMA should ensure that any therapeutic intervention by a specialist 

service informs the practice of the staff team.  
 
12. The HSEMA should ensure that the young people have access to psychology 

services.  
 
13. The HSEMA should develop a strong gate keeping policy in relation to the 

transfer of young people between centres. 
 
14. The HSEMA should carry out a review into the circumstances of one young 

person’s transfer to the centre. 
 
15. The HSEMA should develop a written policy on its aftercare provision, outlining 

all aspects of support and entitlement for a young person leaving the care 
system. 

 
16. The HSEMA should ensure that care practices are developmentally appropriate. 
 
17. The HSEMA should ensure that the staff receive training in cultural diversity. 
 
18. The HSEMA should ensure that the premises is refurbished. 
 
19. The HSEMA should ensure that outstanding health and safety hazards are 

eliminated. 
 
20. The HSEMA should ensure that conditions outlined in relation to fire safety are 

attended to immediately. 
 


