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1.  Analysis of findings 
 
The Social Services Inspectorate (SSI) carried out an announced inspection of a 
children’s residential centre in the Health Services Executive (HSE) South under 
Section 69(2) of the Child Care Act 1991.  The centre was located in domestic type 
premises in a residential part of an urban area.  It was one of three residential facilities 
in the Local Health Office (LHO) area, one of which was a high support unit that 
provided a regional service. At the time of inspection there were three young people 
living in the centre, one girl and two boys, aged between 14 and 17. 
 
The centre was the first one to be inspected by SSI in 1999 (Inspection 1, South 
Eastern Health Board).  There had been significant changes since that inspection.  
These included several changes of centre manager, the closure of a nearby children’s 
residential centre and the transfer of some of the staff of the closed centre to the one 
under inspection.  This transfer had led to some of the difficulties faced by the centre 
at the time of inspection. 
 
Practices that met the required standard 
 
The centre was well managed. 
 
The young people in the centre received a good standard of primary care.  There was 
a relaxed atmosphere, the staff related to the young people in an open, respectful and 
purposeful manner.  Their approach to behaviour management was commendably 
calm and reasonable and there was minimal reliance on sanctions.  The care staff 
encouraged contact between the young people and their families and friends and they 
supported the young people’s participation in sporting and other community activities. 
The social workers of the young people were positive about the care they received, as 
were the parent, foster carer, teacher and doctor with whom inspectors were in 
contact.  Two young people were interviewed.  One was positive about the care he 
received.  The other, while unhappy to be placed in the centre, did not have 
complaints about the service provided in it.   
 
The staff team consulted with the young people about their care.  They attended to 
their educational needs.  Safeguarding practice was good.  
 
There was evidence that care staff worked in close cooperation with other 
professionals to secure the best possible outcome for the young people.  In particular, 
there was a good working relationship between centre and social work staff. 
 
The premises were bright, well decorated, furnished to a high standard and very well 
maintained.   
 
The monitoring officer visited the centre regularly, was available to the manager for 
advice and consultation, and submitted written reports to the HSE on the standard of 
care provided to the young people.  The centre manager and staff, social workers, 
external managers and the monitoring officer are commended for these very 
significant positive aspects to the service provided. 
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Practices that met the required standard in some respect only 
 
There were some aspects of the service provided by the centre that were generally 
good but could be improved relatively easily.  Practice in relation to children’s rights 
issues was very good in relation to consultation and the staff were also good at 
sharing information with the young people and dealing with their complaints.  
However, some parts of the young people’s care files were put into a confidential 
section and not shared with them and the criteria for deciding what could be shared 
and what was withheld were unclear.  The staff resolved the young people’s 
complaints as they related to issues internal to the centre but when a young person 
made a complaint that could not be resolved by care staff, it was not referred to 
anyone outside of the centre for further consideration. 
 
Care practices were, as stated, generally very good.  Two of the young people came 
from minority ethnic groups.  The care staff were sensitive to their cultural and ethnic 
background and their practice reflected this but mainly in response to the young 
people’s initiatives.  Inspectors considered that a more proactive response to issues of 
cultural diversity was required and recommend training for staff in this area. 
 
Supervision and training of staff was good.  A staff facilitation group had commenced 
when the staff team was trying to incorporate colleagues from the centre that closed 
but, at the time of inspection several years later, its purpose was unclear.  Some staff 
members found it useful and supportive but attendance was optional and a relatively 
small number participated in it.  Some of those interviewed stated that it was a forum 
for discussing team issues and considering how best to deal with particular difficulties 
the young people experienced.  However, inspectors consider that these are issues for 
the team as a whole to consider, within a context where roles are defined and there are 
clear lines of accountability. 
 
There was a good understanding of the need for professional boundaries to ensure the 
safe care of the young people in the centre.  However, other practices relevant to the 
safety of the young people needed to be strengthened.  Prior to the inspection, there 
had been a period during which there was a high level of unauthorised absences 
associated with some high risk behaviour by young people. Care and social work staff 
were conscious of the hazards involved for the young people and several interventions 
were attempted to break this pattern of behaviour.  By the time of inspection, the 
problem had abated but this may have had as much to do with changed circumstances 
as with successful interventions.  Inspectors recommend that more work is done to 
help young people understand their own high risk behaviour and develop strategies to 
protect themselves, especially in the area of their own sexual health.  In addition, 
though there was a child protection notification relating to the high risk behaviour of 
one young person, this was not followed by a child protection conference and 
inspectors believe that one would have been appropriate.  Finally, inspectors were 
very concerned that two uniformed Gardai attempted to interview a young person, in 
her bedroom and against her wishes, in relation to a concern that she might have been 
the victim of abuse.  Inspectors urge that the social work department agree protocols 
with An Garda Siochana for the appropriate investigation of allegations of child 
abuse. 
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The young people received a generally good service from their social workers.  There 
were good care plans for two of the young people.  The plan for the third one was out 
of date and needed to be amended to reflect changes in circumstances since it was 
first formulated, including the fact that the young person was preparing to leave care.  
There were regular care plan review meetings and the young people and their parents 
and foster carers were encouraged and facilitated to attend them. 
 
Specialist services were available to those young people who required them but some 
of the young people had difficulty engaging with outside professionals.  There was 
evidence that the young people were willing to discuss with care staff their difficulties 
and past traumas.  The HSE should consider how best to support the care staff in this 
aspect of their work, through training or access to consultation. 
 
The young people in the centre were helped to develop life skills.  One of them, for 
example, was given a weekly allowance so that he could buy and prepare his own 
food.  There was a dedicated after-care service and care staff in the centre provided 
after-care support.  All of this is highly commendable.  However, practice in this area 
would be enhanced by clarity from the HSE about what supports it is committed to 
providing for care leavers.  Young people preparing to leave care need to know what 
supports will be available to them and for how long in order to help them plan their 
futures. 
 
The records of administration of medication of the different young people were not 
separated.  Inspectors recommend that they are, in order to avoid confusion and 
reduce the chances of error. 
 
No safety audit had been carried out on the premises for some considerable time.  
Inspectors recommend that this be done and that any recommendations arising from it 
are carried out. 
 
Practices that did not meet the required standard   
 
In a small, but significant, number of areas, practice did not meet the required 
standard. 
 
One young person was unhappy to be living in the centre and it was clear that his 
placement there was not appropriate.  The centre lacked a clearly defined purpose and 
function and provided a range of services, not all of which were compatible.  Young 
people were admitted in emergencies and for short term care and the staff team had 
proved itself capable of adapting to and managing unforeseen circumstances, such as 
the emergency admission of three young siblings just before Christmas 2004.  They 
had also adapted their practice to care for the newly born child of one of the young 
people.  In so doing, they had demonstrated considerable flexibility and willingness to 
take on new challenges.  However, the instability and constant change that 
accompanies unplanned and short term placements made the centre unsuitable for the 
provision of long term care.  This situation had obtained for some considerable time 
by the time of this inspection and was highlighted repeatedly by the monitoring 
officer.  Inspectors recommend that the HSE attend to this as a matter of priority.  The 
HSE should decide on the centre’s purpose and function and ensure that admissions to 
the centre are compatible with the centre’s stated purpose. 
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The staff of the unit looked after the young people well.  They were well managed 
and worked together for the sake of the young people.  However, the whole was less 
than the sum of the parts.  The good work of individual members of the staff team was 
undermined by the fact that there were too many staff and they were not deployed in 
accordance with good child care principles. 
 
There were 21 care staff, due to the incorporation into the team of colleagues from 
another centre that closed.  Young people cannot be expected to make and sustain 
trusting relationships with a large number of adult carers.  The very intimacy that 
makes a centre a home for young people is undermined if a large number of people 
regularly come through it.  There are situations where large staff teams are required.  
High support and special care units need large staff teams because the care of the 
young people in them places particular demands on the staff who look after them.  
Some high support units have fewer care staff than this centre.  Yet the young people 
placed in the centre did not require high support care.  They required an experience of 
being cared for that approximated to that of their peers in the community.  Being 
cared for 21 care staff is not in any way comparable to the experience of young people 
living in a family situation.  The young people would have received a better service 
with fewer staff. 
 
The staff rota was arranged to meet certain expectations that team members had in 
relation to numbers of shifts worked and premium payments earned.  This meant, for 
example, that there were sometimes more staff than young people in the centre, 
though there was no necessity for this.  The working arrangements for staff members 
in a children’s residential centre ought to be organised around the young people’s 
needs, not those of the staff team. 
 
Summary 
 
This centre was providing a service with many positive features.  It was well managed 
and care staff created a relaxed and welcoming atmosphere. Some relatively 
straightforward changes to policies, procedures and practices are required to enhance 
these positive aspects of the service.  Some issues, however, require more 
fundamental consideration.  In order to provide a service of the required standard 
there needs to be a clearly defined purpose and function that is reflected in admissions 
to the centre.  Fewer care staff should be deployed in a manner that best meets the 
needs of the young people for stability, predictability and continuity of care.  
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2.  Introduction 
 
The Social Services Inspectorate (SSI) carried out an announced inspection of a 
children’s residential centre in the Health Services Executive (HSE), South under 
Section 69(2) of the Child Care Act 1991.  The inspection was carried out over a three 
day period from 21st to 23rd February 2006 by Ann Ryan (Support Inspector) and 
Andrew Fagan (Lead Inspector). 
 
2.1 Methodology 
 
The inspectors had access to the following documents prior to and/ or during the 
inspection: 
 

• the centre’s written statement of purpose and function 
• the centre’s policies and procedures document,  
• a health and safety statement 
• confirmation of insurance 
• confirmation from the fire safety officer that the premises comply with fire 

safety requirements 
• census forms for staff, 
• census forms for the young people, 
• details of unauthorised absences (81) and physical restraints (0) for 

previous 12 months, 
• the centre’s register, 
• reports of the monitoring officer 
• the young people’s care files 
• completed questionnaires from a parent, social workers (3), teacher (1), 

foster carers (2) and a letter from a GP. 
 
In the course of the inspection, inspectors interviewed: 
 

1. The centre manager, 

2. The general manager (external line manager) and the acting child care 

manager, 

3. The monitoring officer, 

4. Five members of the care staff team, 

5. Three social workers, 

6. Two young people. 

 
2.2 Acknowledgements 
 
Inspectors wish to acknowledge the co-operation of the young people, the manager 
and staff of the centre, the social workers, monitoring officer, HSE managers and 
others involved in this inspection.   
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2.3   Management structure 
 
The centre manager reported to the general manager of the Local Health Office area. 
 
2.4   Data on young people 
 

Young Person Age Length of 
placement 
in centre 

Care status No. of previous 
placements 

#1 (male) 17 2 years 3 
months 

Voluntary Two foster care 

# 2 (female) 15 11 months Care Order One foster care, 
two residential 

care 
# 3 (male) 14 7 weeks Care Order One foster care 



Final Report 145 9

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 

 
√

Recommendation: 
 
1. The HSE should clarify the purpose and function of the centre and ensure 

that admissions to the centre are consistent with the stated purpose and 
function. 

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 (including 
staff checks) 

 √

Supervision and 
support 

√

Training and 
development 

 √

Administrative files √
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Recommendations: 
 
2. The HSE should reduce the staffing levels in the centre to a level consistent 

with the young people’s capacity to establish and maintain relationships 
with adult carers. 

 
3. The HSE should ensure that staff are deployed in a manner that meets the 

needs of the young people for consistency, stability and continuity of care. 
 
4.  The HSE should consider whether the staff facilitation group still has a 

useful role to play in the centre and, if so, ensure that its role is clearly 
defined in relation to that of the centre manager.  

 
3.3  Monitoring 
 
Standard 
The Health Services Executive, for the purposes of satisfying itself that the Child 
Care Regulations 5-16 are being complied with, shall ensure that adequate 
arrangements are in place to enable an authorised person, on behalf of the health 
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 

 

√
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Recommendations: 
 
5.  The HSE should ensure that when young people’s complaints are not 

resolved to their satisfaction within the centre the young people are given 
the option of taking them to the external complaints officer.  

 
6.  The HSE should clarify what information is to be filed in the confidential 

section of the young people’s care files and when and under what 
circumstances this information can be disclosed to them 

 
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  

 

√

Aftercare 
 

√
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Recommendations: 

7. The HSE should ensure the centre does not accommodate young people 
with incompatible needs and that, in particular, young people who need 
long term care are not cared for alongside those in need of emergency and 
short term care. 

 
8. The HSE should ensure that the care plan for the oldest resident in the 

centre is updated and that it includes a leaving care plan. 
 
9. The HSE should state the support to be provided to all care leavers and 

ensure that all young people approaching care leaving age are aware that 
these supports will be available to them and know how to access them.  

 
10. The HSE should consider how best to support the care staff team in 

addressing the therapeutic needs of the young people through the provision 
of in-service training or access to consultation. 

 

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 

 

√
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Recommendations: 
 
11. The HSE should provide training for staff in promoting practice that 

reflects and supports the young people’s cultural and ethnic identity. 
 

12. The HSE should ensure that where young people place themselves at risk 
through persistent unauthorised absences that this matter is considered at a 
child protection conference.  

 

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  
 

√
Child protection  

 √

Recommendation: 
 
13. The HSE should agree protocols with An Garda Siochana concerning appropriate 

practice in relation to the investigation of child abuse allegations. 
 
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 
 

√
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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 
 

√

Recommendations: 
 
14. The HSE should ensure that there is a health education programme in place for 

the young people in the centre and that this programme addresses sexual health 
issues. 

 
15. The HSE should ensure that there is a separate record for each young person in 

relation to the administration of medication. 
 
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 
 

√

Recommendation: 
 
16. The HSE should ensure that a safety audit is carried out in the centre and 

that any recommendations of such an audit are implemented in timely 
fashion. 
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4.  Summary of recommendations 
 

1. The HSE should clarify the purpose and function of the centre and ensure 
that admissions to the centre are consistent with the stated purpose and 
function. 

 
2. The HSE should reduce the staffing levels in the centre to a level consistent 

with the young people’s capacity to establish and maintain relationships 
with adult carers. 

 
3. The HSE should ensure that staff are deployed in a manner that meets the 

needs of the young people for consistency, stability and continuity of care. 
 
4.  The HSE should consider whether the staff facilitation group still has a 

useful role to play in the centre and, if so, ensure that its role is clearly 
defined in relation to that of the centre manager.  

 
5.  The HSE should ensure that when young people’s complaints are not 

resolved to their satisfaction within the centre the young people are given 
the option of taking them to the external complaints officer.  

 
6.  The HSE should clarify what information is to be filed in the confidential 

section of the young people’s care files and when and under what 
circumstances this information can be disclosed to them 

 
7. The HSE should ensure the centre does not accommodate young people 

with incompatible needs and that, in particular, young people who need 
long term care are not cared for alongside those in need of emergency and 
short term care. 

 
8. The HSE should ensure that the care plan for the oldest resident in the 

centre is updated and that it includes a leaving care plan. 
 
9. The HSE should state the support to be provided to all care leavers and 

ensure that all young people approaching care leaving age are aware that 
these supports will be available to them and know how to access them.  

 
10. The HSE should consider how best to support the care staff team in 

addressing the therapeutic needs of the young people through the provision 
of in-service training or access to consultation. 

 
11. The HSE should provide training for staff in promoting practice that 

reflects and supports the young people’s cultural and ethnic identity. 
 
12. The HSE should ensure that where young people place themselves at risk 

through persistent unauthorised absences that this matter is considered at a 
child protection conference.  
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13. The HSE should agree protocols with An Garda Siochana concerning 
appropriate practice in relation to the investigation of child abuse 
allegations. 

 
14. The HSE should ensure that there is a health education programme in 

place for the young people in the centre and that this programme addresses 
sexual health issues. 

 
15. The HSE should ensure that there is a separate record for each young 

person in relation to the administration of medication. 
 
16. The HSE should ensure that a safety audit is carried out in the centre and 

that any recommendations of such an audit are implemented in timely 
fashion. 

 


