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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 North East Area (HSENEA) under the provision of 
Section 69(2) of the Child Care Act 1991. 
 
The centre was located in a purpose built detached building in a suburban area of a 
large town. At the time of the inspection there were three teenage girls and one 
teenage boy living in the centre.  
 
This service was originally inspected in 2000 and the report can be accessed on the 
SSI website as inspection report number 2. The service had changed significantly 
since the last inspection. It had moved to a new purpose built building and now cared 
for both boys and girls. The written purpose and function stated that it provided long 
term care to young people although two of the current young people had been 
originally placed there on a short term basis. The majority of the recommendations 
from the original inspection report had been implemented and overall the standard of 
care in the centre was good. 
 
However, the areas of practice which did not meet the standards had serious 
consequences for the care and safety of some of the young people. The areas which 
required improvement related to standards on care planning, management, 
safeguarding, monitoring, child protection, and children’s rights. 
 
Practices that met the required standard 
 
Inspectors found the young people were well cared for by the staff team. There was a 
good standard of keyworking and individual work with the young people. Their health 
needs were well met. The young people had personalised their rooms and were 
encouraged to bring friends to visit. There were consulted about activities and 
encouraged in their interests through art and music lessons.  
 
The centre had adequate line management resources to oversee the work. The centre 
manager was appropriately qualified and was employed in a permanent capacity. 
There was a well qualified, stable staff team in the centre comprising a deputy 
manager, three permanent child care leader posts, four permanent child care workers 
posts, and four relief staff posts. There was a good system of staff support through a 
programme of staff training, support for qualifying training and regular team building 
days.  
 
The staff team had a good understanding of the approach to managing behaviour in 
the centre. They relied on warm relationships with the young people and these values 
were reflected in the HSENEA policy. Practice in the use and reporting of physical 
restraint was good. Sanctions were not used on a regular basis and the sanctions that 
were used were generally either monetary or grounding. The young people considered 
the approach to managing behaviour to be generally fair.  
 
The centre had a commitment to involving families in the care of the young people 
and contact was encouraged through phone calls, visits to the centre, facilitating 
access visits, and advocating for extended access on behalf of the young people.  
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The desire to return young people to families and relatives underpinned the approach 
in the centre. All of the parents spoke highly of the staff team. One parent expressed 
concern about the lack of full time education or employment for their child. 
 
The line manager visited the centre at least monthly and attended staff meetings on 
occasions. Practice in keyworking was good. 
 
There was a good standard of food and the staff team actively encouraged the young 
people to share meals together. One young person was encouraged and facilitated in 
cooking ethnic meals on occasions. The centre was designed to accommodate a young 
person with a physical disability. 
 
There was a good standard of health and safety with a designated health and safety 
officer and a fire officer. There was good practice in fire safety and the local regional 
fire safety officer informed inspectors in writing that the centre was in compliance 
with current fire safety regulations. 
 
Practices that met the required standard in some respect only 
 
The inspectors found that standards that were partially met only were in relation to 
purpose and function, meeting the emotional needs of the young people, children’s 
rights, care practices, care planning and education. 
 
The process of admission had improved since the last inspection and decisions about 
placements were planned with the local area centre managers and regional residential 
management. There was a good placement policy based on psychological 
assessments. However, the location of residential services available in the HSENEA 
impacted on obtaining appropriate placements near the young people’s home 
communities. There are four counties in the HSE NEA. For historical reasons, three of 
the children’s residential centres were located in one county and the fourth one in an 
adjoining county. Three of the children had to move considerable distances from their 
home communities to access a residential care placement in this centre. This move 
had disrupted the education of one young person. Three of the young people 
expressed their dislike for the local area and expressed a desire to return to their own 
communities. 
 
The lack of a placement near home communities was further exacerbated by a lack of 
a designated purpose and function for the centre. The written purpose of the centre 
was to provide long term care but this was not the practice as two young people were 
originally placed in the centre on a short term basis. The inspectors were told by 
senior management that the local residential services’ purpose and functions had to be 
flexible to meet the presenting needs of young people. This was to maximise the use 
of existing resources and prevent the creation of additional residential centres. As 
three of the centres were in one location, inspectors advise managers to allow for 
separate functions of short and long term care.  
 
At times, residential care has to provide a stable home for young people. This stability 
can be adversely affected by numerous young peoples moving through the centre. 
Any residential centre which provides a long term home environment should not be 
subject to providing short term placements.  
 
The residential services in the HSENEA had recruited a senior psychologist in 
September 2005 as an additional support to their residential services. Part of his work 
involved the provision of psychological assessments and counselling for the young 
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people as required. The staff team considered this input to be valuable in meeting the 
needs of the young people and encouraging a reflective approach in practice. The 
senior psychologist also attended staff meetings in the centre on a regular basis to give 
advice on the care of the young people. However, the inter-disciplinary process for 
identifying and addressing the emotional needs of one young person was inadequate. 
The centre management had referred two young people to the residential psychologist 
but inspectors were concerned why a third young person with evident psychological 
difficulties had not been referred earlier. 
 
The centre has to change some of its practice to reduce the experience of care as 
institutionalised. Two significant practices were highlighted by some of the young 
people as impacting on their relationships with peers. One young person told 
inspectors that they could not bring their friends into their bedrooms. Two young 
people highlighted their reluctance to stay over in friends’ homes because they 
understood the HSENEA required that Garda clearances are obtained for parents of 
their friends before this could occur. One young person told inspectors that their 
embarrassment with this policy resulted in them going on overnights without 
permission. The centre manager confirmed that this was the practice. However, the 
regional residential manager subsequently informed inspectors that this was not the 
policy of the HSENEA. Therefore the policy of the HSENEA was not reflected in 
practice and significantly, the young people were not aware of the policy. There was 
also an alarm system on the bedroom doors that woke some of the young people at 
night. These were unacceptable practices in a community residential centre where 
there was no explicit risk present at this time. 
 
The young people were aware of the Irish Association for Young People in Care and 
staff had facilitated applications for membership on behalf of two of the young 
people. The centre manager and staff team took a strong advocating role on behalf of 
the young people in accessing education, requesting care reviews and seeking 
services. This advocating role was commendable. The young people had a good 
understanding of their right to make a complaint and all who spoke with the 
inspectors could identify staff members they could speak to if they had any concerns. 
The care files of the young people were well maintained and both the staff team and 
the young people had a good understanding of the process for accessing information.  
 
Practice needed to improve in consulting with the young people about their care in the 
centre and in making significant decisions. One young person had not been asked her 
view on moving schools. Although young people’s views were sought individually by 
keyworkers and presented at team meetings there was no evidence of how young 
people’s views were formally sought in relation to policies and direct care practice in 
the centre.  
 
The standard on statutory care plan and reviews was inconsistent. Two young people 
had good quality care plans which were reviewed as required under the regulations. 
Two other care plans had not been regularly reviewed and one care plan was of poor 
quality and did not address the many different needs and concerns related to the 
young person. There was a need for more significant links between the care planning 
process, significant events and the child protection system. The plans for preparing 
young people for leaving care had not begun in the centre. The statutory care plans 
should give structure to preparing young people for leaving care alongside the work of 
the local aftercare services. 
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The HSENEA has a local aftercare service but due to limited resources generally only 
meets the young people when they are seventeen years of age. The staff team 
encouraged young people to develop their own living skills. There should be a better 
standard of co-ordination between professionals in preparing young people for leaving 
care from sixteen years of age.  
 
Two of the young people did not have their right to education fully met. In the first 
instance, the young person was receiving only part time home tutoring for over a year 
because a suitable placement to meet his needs was not available. The second young 
person left their school on moving counties to come and live in the centre. This young 
person was receiving part time tutoring in the centre as a placement could not be 
found in any of the local schools. Inspectors were told by the centre manager and 
social workers that they had made strenuous efforts to access school placements with 
no success. The Educational Welfare Board had been requested to resolve the problem 
and an appeal process was ongoing. It is not acceptable that a young person, with 
obvious ability and enthusiasm, should, as a result of requiring protection and care, 
lose access to education from late December until late March when a place was finally 
secured. 
 
Different professionals interviewed by inspectors held a view that the care status of 
young people may have discriminated against them in their application for a school 
place. Inspectors have no way of knowing if there is truth to this perception, but, 
given the seriousness of the allegation, advise that the HSE NEA, in conjunction with 
the Education Welfare Board and the Department of Education and Science undertake 
a review to establish if the care status of the young people discriminate against them. 
 

Practices that did not meet the required standard   
 
While the staff team had awareness of specific safeguarding practices in the centre, 
specific aspects of the systems to safeguard a young person in residential care were 
poor. Inspectors found standards were not met in the areas of supervision, inter-
disciplinary co-ordination, vetting, response to the notification of significant events by 
line management, and the external monitoring of standards. 
 
The inspectors noted that serious concerns about a young person’s safety during 
regular absences from the centre were not adequately responded to within the child 
protection system. While the policy on absences without authority was good, it was 
not fully implemented and it did not adequately detail the process to follow when a 
young person was repeatedly absent. The staff team adhered to the policy in 
responding to single incidences of absences without authority but there was a lack of a 
co-ordinated response with the line management and social work department due to 
the child protection risks associated with these absences. The line management for the 
centre did not function appropriately in responding to notification of significant 
events.  
 
The inter-disciplinary communication procedures were not robust when child 
protection issues were concerned. Senior managers were unable to confirm to 
inspectors that social workers in another HSE area had been informed of relevant 
information relating to the safety of children in their area. There was poor sharing of 
relevant information with other state departments involved with one young person. 
There was a lack of co-ordination of information and planning for one young person 
which impacted on their welfare and safety.  
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The centre manager told inspectors that she received formal supervision once every 
two months from the deputy regional residential manager. However, supervision did 
not occur on a regular basis in the centre with some staff members receiving it once 
every three months. This does not adhere with the HSENEA own policy in this area 
which states that supervision should occur every six to eight weeks. 
 
Practice in relation to seeking references over the years has been patchy although 
garda clearances were in place for all staff members. Of the three employees recruited 
since 2003, only one had the full vetting requirements. One had only two out of the 
three necessary references and one had only one reference. 
 
The line management for the centre were not aware of significant issues ongoing for 
some of the young people in the centre. The line management should ensure that 
adequate systems are in place for them to oversee the work of the centre and respond 
appropriately.  The monitoring officer has monitoring responsibility for eight 
residential centres, a high support unit and has monitoring duties in relation to foster 
care. She also has responsibility for the inspection and registration of non-statutory 
residential centres in the HSENEA. She also undertook investigations and other duties 
as assigned.  
 
This centre was last monitored in 2004 and the monitor also visited the centre in the 
weeks preceding the inspection. The work of the monitoring officer was highly valued 
by the line management in the overall development of policy and practice.  
All children’s residential centres should be monitored regularly. The monitoring 
officer’s line manager should review with the monitoring officer the overall demands 
on the post to ensure this occurs. 
 
The centre is located in a large detached building with a good standard of safety 
features and disability access. These safety features included alarmed bedroom doors, 
a secured front door which could only be opened with staff assistance, and wide 
hallways and corridors. Inspectors are of the view that while these safety features 
would be helpful in caring for young people with high risk behaviour; for the current 
young people these features created an institutionalised environment. The centre 
manager and staff team told inspector of the strenuous efforts they had made to reduce 
this effect through soft furnishings and children’s artwork on the walls. They are 
commended for their efforts in this regard. However, the young people’s perception of 
the building was negative. The young people told inspectors that they disliked the 
building, especially because it was so different from other houses in the area. They 
also commented on the lack of privacy due to being exposed to the local road by the 
large windows on the upper side of the house.  
 
The HSENEA should make all necessary changes to reduce the institutionalised 
nature of the house when there is no explicit risk present. This would include 
changing the front door, the alarms on the bedrooms doors, and placing curtains along 
the windows overlooking the road. Notwithstanding these cosmetic changes, the 
HSENEA should reconsider the purpose and function of the centre in providing long 
term care to young people. Several of the young people and professionals involved in 
the care of the young people told inspectors of their dislike of the physical design of 
the centre. The HSENEA should review the suitability of these premises to provide a 
long term home for young people considering their desire to be cared for in a similar 
environment to their peers. The views of the professionals and young people should 
be considered as part of this review. 
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1. Introduction 
 
The Social Services Inspectorate (SSI) carried out an announced inspection of a 
children’s residential centre in the HSE North East Area. Nuala Ward (lead inspector) 
and Kieran O’Connor (support inspector) conducted the inspection over a three-day 
period from the 14th to the 16th 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  
• A questionnaire completed by a parent  
• A questionnaire completed by an educational facility 

 

In the course of the inspection, inspectors interviewed: 
 

1. Three out of the four young people 

2. The regional manager for residential services  

3. The line manager ( deputy regional manager for residential services) 

4. Five members of the care staff 

5. The residential centre manager 

6. The monitoring officer 

7. The young people’s social workers  

8. The Director of Governance, Evaluation and Planning 

9. Three parents of the young people  

10. The residential care psychologist 

 

2.1 Acknowledgements 
 
Inspectors wish to acknowledge the co-operation of the young people and staff and all 
the other professionals involved in this inspection.   



Final Report 144 9

2.2 Management structure 
 
The centre was managed by a centre manager. She reported to one of two deputy 
regional residential care managers who share responsibility for the HSE North East 
Area’s five children’s residential centres. The deputy regional residential care 
manager reported to the regional residential manager who in turn was line managed 
by the Director of Governance, Evaluation, Children and Family Services. 
 

2.4  Data on young people 
 
Young Person Age Length of 

Placement 
No. of previous 
placements 

#1 (boy) 16 18 months 3

# 2 (girl) 14 1 month 2

#3 (girl) 16 22 months 3

#4 (girl) 16 23 months 6

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 NEA should agree the purpose and function of the centre and 

ensure that it is adhered to. 
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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: 
 
2.  The HSE NEA should ensure that line management has adequate systems 

 in place to respond appropriately to significant events. 
 
3.  The HSE NEA should ensure the register includes all the information required 

 under the Child Care (Placement of Children in Residential Care) 1995 
 Regulations. 

 
4 The HSE NEA should ensure that practice in supervision adheres to local 
 policy. 
 
3. The HSE NEA should ensure that there is a formal link between the line 

 management of residential care and social work to address any 
 interdisciplinary issues. 

 
4. The HSE NEA should strive for, as far as practicable, a balance of male and female 

 staff members on the team. 
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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 
 

√

Recommendation: 
 
7. The HSE NEA should ensure that the monitoring of residential standards 

occurs on a regular basis. 
 

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 √

Recommendation: 
 
8.  The HSE NEA should ensure that they consult with young people on key 

issues that impact on their lives. 
 

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. 
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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 
 √

Recommendations: 

9. The HSE NEA should ensure that placements in this centre meet the needs of 
the young people and accurately reflect the centre’s purpose and function.  

 
10. The HSE NEA should ensure that statutory care plans are devised in 

accordance with the Child Care (Placement of Children in Residential Care) 
1995 regulations and accurately seek to address the needs of the young 
person. 
 

11. The HSE NEA should ensure that care plan reviews occur as required under 
the regulations 

 
12. The HSE NEA should ensure that social workers have an understanding of 

their responsibilities to young people living in residential care as required 
under the National Standards for Children Residential centres. 

 
13. The HSE NEA should ensure that preparation for leaving care is devised 

through the care plan process 
 
14. The HSE NEA should ensure their aftercare service is adequately resourced 

to meet the needs of the young people in their care 
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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: 
 
15. The HSE NEA should ensure that there is an inter-disciplinary co-

ordinated response in managing young people who repeatedly are absent 
from the centre. 

 
16. The HSE NEA should ensure that any young person involved in regular 

absences without authority with an associated high level of risk is 
responded to within the child protection system. 

 
17. The HSE NEA should ensure that staff team and young people are aware of 

the local policy for when a young person wishes to have an overnight stay 
with friends. 
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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 

 

√

18. The HSE NEA should ensure that social workers and care staff work 
together in a co-ordinated manner in response to child protection concerns. 

 
19. The HSE NEA should ensure all staff members have references on file. 
 

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 
 

√

20.  The HSE NEA should liaise with the National Educational and Welfare 
Board regarding local difficulties in securing appropriate educational 
placements for the young people. 

 
21.  The HSE NEA should satisfy themselves that young people are not subject 

 to any form of discrimination in education due to their care status. 
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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 
 

√

Recommendation:  
 
22.  The HSE NEA should ensure that all medicines are stored in a secure 

 cabinet 
 

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: 
 
23. The HSE NEA should make the necessary changes to the building and 

décor to create a more suitable living environment for young people. 
 
24. The HSE NEA should review the suitability of the current building as a 

long term home for young people. This review process should consider the 
views of the young people and professionals.
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4.  Summary of recommendations 
 
1. The HSE NEA should agree the purpose and function of the centre and 

ensure that it is adhered to. 
 
2.  The HSE NEA should ensure that line management has adequate systems 

in place to respond appropriately to significant events. 
 
3.  The HSE NEA should ensure the register includes all the information 

required under the Child Care (Placement of Children in Residential Care) 
1995 Regulations. 

 
4.  The HSE NEA should ensure that practice in supervision adheres to local 

policy. 
 
5. The HSE NEA should ensure that there is a formal link between the line 

management of residential care and social work to address any 
interdisciplinary issues. 

 
6. The HSE NEA should ensure as far as practicable that there is a balance of 

male and female staff members on the team. 
 
7.  The HSE NEA should ensure that the monitoring of residential standards 

occurs on a regular basis. 
 
8. The HSE NEA should ensure that they consult with young people on key 

issues that impact on their lives. 
 
9. The HSE NEA should ensure that placements in this centre meet the needs 

of the young people and accurately reflect the centre’s purpose and 
function.  

 
10. The HSE NEA should ensure that statutory care plans are devised in 

accordance with the Child Care (Placement of Children in Residential 
Care) 1995 regulations and accurately seek to address the needs of the 
young person. 

 
11. The HSE NEA should ensure that care plan reviews occur as required 

under the regulations 
 
12. The HSE NEA should ensure that social workers have an understanding of 

their responsibilities to young people living in residential care as required 
under the National Standards for Children Residential centres. 

 
13. The HSE NEA should ensure that preparation for leaving care is devised 

through the care plan process 
 
14. The HSE NEA should ensure their aftercare service is adequately 

resourced to meet the needs of the young people in their care 
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15. The HSE NEA should ensure that there is an inter-disciplinary co-
ordinated response in managing young people who repeatedly are absent 
from the centre 

 
16. The HSE NEA should ensure that any young person involved in regular 

absences without authority with an associated high level of risk is 
responded to within the child protection system. 

 
17.  The HSE NEA should ensure that staff team and young people are aware of 

the local policy for when a young person wishes to have an overnight stay 
with friends. 

 
18. The HSE NEA should ensure that social workers and care staff work 

together in a co-ordinated manner in response to child protection concerns. 
 
19.  The HSE NEA should ensure all staff members have references on file. 
 
20.  The HSE NEA should liaise with the National Educational and Welfare 

Board regarding local difficulties in securing appropriate educational 
placements for the young people. 

 
21. The HSE NEA should satisfy themselves that young people are not subject 

to any form of discrimination in education due to their care status. 

22. The HSE NEA should ensure that all medicines are stored in a secure 
cabinet. 

 
23.  The HSENEA should make the necessary changes to the building and décor 

to create a more suitable living environment for young people. 
 
24.  The HSE NEA should review the suitability of the current building as a 

long term home for young people. This review process should consider the 
views of the young people and professionals. 

 


