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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 Health Service Executive Mid Western Area (HSEMWA) under 
Section 69 (2) of the Child Care Act 1991. 
 
The centre was located in a mid-terrace three-storey house, situated on a main street close 
to the city. It was a short to medium term service for four boys who were homeless aged 
between 15 and 17 years on referral.  It provided a regional service to the HSEMWA 
which covers the counties of Limerick, Clare and Tipperary.  At the time of the 
inspection there was one young person living at the centre. Two other young people had 
been discharged one day prior to the inspection. 
 
The centre had previously been inspected by SSI in 2000. It had moved to this new, 
purpose built accommodation since then. The majority of issues outlined in the previous 
inspection report had been addressed. 
 
Practices that met the required standard 
 
Inspectors found that the young people in this centre received a good standard of primary 
care and their health needs were met. Generally the centre was managed well. At the time 
of inspection the atmosphere in the centre was relaxed. Inspectors spoke with the 
remaining young person living in the centre and another young person who had just been 
discharged but had returned to talk with inspectors, and observed that the staff related to 
the young people in a sensitive, patient and cheerful manner. The young people were 
positive about the care they received. One young person told inspectors that if the centre 
was not there as a refuge he feared what would have happened to him and was grateful 
for it. Professionals external to the centre spoke highly of the dedication and commitment 
of the staff team and valued the service they provided. 
 
The staff team presented as a cohesive team who were supported by regular formal 
supervision, fortnightly team meetings and had access to in-service training. The centre 
had gone through a difficult time in the recent past but had managed to persevere with 
young people where other teams might have given up. The centre’s major strength was 
the resilience of staff in the face of challenging circumstances. This was a well qualified 
staff team and the HSE MWA had a policy of supporting all staff to obtain the required 
qualifications. The HSE MWA training department met with the staff team to negotiate 
specific training needs and were prompt in providing identified training requirements.  
This was very good practice. 
 
Practice in relation to children’s rights was good. All the young people were informed of 
their rights on admission and they were given a booklet, written in age appropriate 
language.  
 
Consultation was of a high standard. The young people told inspectors that they were 
consulted about all aspects of their lives; they were encouraged and facilitated to 
participate in their placement and care plan reviews. They were consulted about courses 
and work placements. They said they could talk to the manager if they were worried 
about anything. They were given a wide choice in relation to leisure activities. They 
received a clothing allowance and could choose their own clothes. They were also 
involved in drawing up the daily menu. 
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The centre had a clear and pro-active complaints policy that recognised the importance of 
taking complaints seriously. Inspectors reviewed complaints made in the past year and 
found that they were dealt with appropriately. One young person told inspectors that he 
had made a complaint and said that the way the complaint was dealt with really boosted 
his confidence and made him feel significant. The complaint was taken seriously and he 
received an apology in connection with the matter he had raised. He was very happy that 
he was heard.   
 
All the staff team were aware of the young people’s rights to information about 
themselves. This had been the subject of a monitoring recommendation. In response to 
this the manager had developed guidance on each young person’s file where they were 
offered access to their files twice weekly and this is discretely recorded. The two young 
people interviewed by the inspectors were aware of their rights and sometimes read their 
files. Inspectors commend the centre for their commitment to children’s rights. 
 
The centre had a positive relationship with families of the young people and encouraged 
contact.  One parent interviewed told inspectors that she was treated with great respect, 
listened to, consulted with, and kept informed of her child’s progress. 
 
All the young people had social workers. They visited the young people frequently and 
regularly. The social workers were dedicated and tenacious and showed up even if the 
young person was angry and did not want to meet with them. All the young people had 
care plans. Social workers are recommended to read files from time to time. 
 
The centre had been regularly visited by the two monitoring officers. They met with the 
young people and staff and inspected against selected standards and submitted written 
reports to the HSE MWA on the standard of care provided to the young people. The 
monitoring officers also made themselves available to the manager for consultation. Their 
recommendations had by and large been implemented.  
 
The vetting of staff members was good. All of the staff team had received garda 
clearance prior to the commencement of employment at the centre. Six had the required 
three references and four had two references prior to employment. Inspectors recommend 
that in future three references are provided. The monitoring officers had developed a 
database to check vetting of all residential staff in the region, in conjunction with the 
HSE personnel department. They reviewed this on a monthly basis. This is 
commendable. 
 
The centre was homely. The young people and staff had created an attractive mural on 
the wall of the games room. Each young person had his own room which was 
personalised with family pictures and posters. The centre had recently been refurbished to 
a high standard. 
 

Practices that met the required standard in some respect only 
 
Inspectors found that standards were partially met in relation to purpose and function, the 
management of behaviour, some aspects of record keeping, administration, and key 
working. 
 
The centre had a clear purpose and function that stated it was a short to medium term 
service for four boys who were homeless aged between 15 and 17 on referral. It had one 
emergency bed.  In practice this reflected the service provided. However the centre 
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accepted an emergency referral of a 13 year old boy in the past year. Inspectors’ advise 
that given his young age, this was an unsuitable referral.  
 
Some of the young people presented with very challenging behaviour over the months 
prior to inspection. Although the manager and staff team persisted in finding education, 
training, or work placements the young people either dropped out, or refused to attend in 
possible contravention of the Educational Welfare Act 2000. Two of the young people 
needed to seriously develop their literacy skills. Their non attendance at training meant 
that they had no structure to their day and in some cases were not developing the 
knowledge and skills required to live a constructive life. Some of them were consuming 
drugs outside the centre and returning in an unfit state. Some of the young people were 
physically strong. They were aggressive to each other and verbally threatened staff and at 
times staff had lost control of the situation. For example, there was an occasion when a 
young person was watching an extremely unsuitable television programme and was told 
to change stations. He refused and threatened staff. On another occasion he grabbed keys 
in defiance of staff. For a time the centre’s policy was that staff should consider their own 
safety, and this entailed withdrawal from some difficult situations. Sanctions were not 
working. At times the staff were disempowered. 
 
There was a high level of verbal abuse of a sexualised nature directed mainly at female 
staff. This was highly inappropriate, extremely offensive and unacceptable. Apart from 
the distressing impact on the staff members concerned, it was damaging to the young 
people themselves in that it presented a disturbed, distorted and dysfunctional model of 
the relationship between men and women. The manager and staff team tried many ways 
to address this. The guidance worker who was a qualified counsellor did some work with 
the staff and young people to address this and although it became less frequent, it still 
continued. 
 
There were three reasons for difficulties in the management of behaviour. The admissions 
panel or the centre manager and staff did not have a policy risk assessing the mix of 
young people at the centre, and because the staff did not have background information on 
one young person, even though the family were known to the social work department, it 
was difficult to know how to approach him. There had been changes in the management 
of the centre in the preceding six months. A new manager had been appointed but he was 
called upon to also act up in another management position very early in his appointment 
and although he made every effort to continue to manage the centre, his constant 
presence was missed. One team leader who was also part of the management team had 
been off work since January and the position was not filled on a temporary basis. At 
times there was no manager available at the centre. There was no overall internal strategy 
for reviewing, risk assessing, and managing the behaviour of the young people in the 
centre.  The staff team lost the services of the residential services psychologist. He had 
played a key role in the past in encouraging insight and developing strategies for 
managing behaviour. The HSE MWA told inspectors they are actively pursuing a 
replacement.  
 
While staff told inspectors that they had experienced difficulties and at times morale was 
low, there was no air of despondency in the centre and the staff members observed by 
inspectors contained their feelings and interacted positively with the two young people 
seen by inspectors. One young person told inspectors that he was always treated with 
respect even when at times he did not show respect. To a large extent this aspect of the 
staff response to challenging behaviour was related to an experienced and well qualified 
staff team. However, further development and support in responding to challenging 
behaviour was needed. 



6

Some of the staff told inspectors that it was difficult to access the occupational health 
department in the HSE MWA as this respected service is in high demand.  
Consequentially the guidance worker made herself available to individual staff in the 
short term for debriefing. The HSE MWA also need to review the manager’s other 
responsibilities outside the centre to enable him to firmly establish the management of the 
centre.  
 
The centre was fortunate in having a mixed gender staff team. Inspectors urge that every 
effort is made to have men and women working together on the same shifts and to use 
every opportunity to model respectful and appropriate male – female relationships.   
 
Although inspectors were aware that statutory care reviews had taken place for two of the 
young people it was difficult to track them in the centres records. The manager told 
inspectors that sometimes there was a delay in forwarding minutes of review meetings. 
Inspectors found it difficult to access information. At times recording was too 
voluminous and illegible. In other cases there were too many forms. Inspectors 
recommend a review of care file management.   
 
The staff team had access to emotional and specialist support for the young people. 
Appointments had been made but some of the young people refused to engage. The 
young people had a guidance worker which they valued.   
 
Some key working was of a good standard with detailed evidence of excellent work on 
file. However, in other cases it was poorly planned, tended to be informal and at times 
was not recorded.  The role of the key worker requires review.  
 
The monitoring officers had not received notification of significant events consistently. 
However this had recently been rectified. At times the notification forms were not legible 
and the centre manager’s comments needed to be clarified and expanded. 
 
The centre had a register. Adjustments such as gender of child should be included to fulfil 
the requirements of regulation. 
 
Practices that did not meet the required standard   
 
Inspectors found that standards were not met in relation to safeguarding, child protection 
and aftercare.  
 
As discussed earlier in the recent past there had been an atmosphere of threat stemming 
from a lack of strategy to control behaviour. It was not appropriate for the young people 
in the care of the HSE to live in such an atmosphere. The monitoring officers and staff 
informed inspectors that in the recent past they had serious concerns about ongoing 
bullying between some of the young people. In one case a young person was assaulted 
with an object by another young person and had to attend hospital for treatment. This did 
not prompt a child protection meeting between all the relevant parties. Inspectors were 
informed that a regional admissions committee had been piloted and was currently the 
subject of review by the HSE MWA. Inspectors recommend the development of a risk 
assessment protocol to ensure that placements are safe for all the young people as 
required by the national standards. The centre manager is a key person in this mix 
assessment. Risk assessment should also be part of the daily management of behaviour in 
the centre. Inspectors also recommend an increase in monitoring visits to ensure that 
bullying has been successfully addressed. 
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Inspectors were concerned to find that because one young person was placed in to the 
care of the centre under section 5 of the Child Care Act 1991 which provided for the 
Gardai to bring a homeless person to the centre, a decision was made in this case that the 
young person would not formally come into statutory care of the board.  Consequently no 
formal statutory reviews had taken place. Inspectors are of the view that given the lack of 
family and other supports, this very vulnerable young person should have been formally 
taken into voluntary care and benefit from all the consequent HSE responsibilities such as 
formal statutory reviews.   
 
Inspectors had grave concerns about this particularly vulnerable young person who was 
discharged and, despite the dedicated efforts of his social worker, was effectively 
homeless. He was placed in a hotel. He had not responded to offers of some services but 
was clearly in need of care. Inspectors recommended an immediate review and risk 
assessment of this young person’s circumstances with a view to putting in place planned 
support for him. Inspectors were informed by the child care manager that this  had taken 
place since the inspection and the young person was now in accommodation , had been 
referred to an external agency for intensive support and his medical and educational 
needs were being actively followed up by an after care worker. Inspectors commend the 
HSE MWA for the speed of their response to the young person’s difficulties. 

 
The centre’s back yard was not suitable for recreation.  This area had attracted rodents. 
Despite a series of recommendations made by the health and safety audits, the back wall 
was still unsafe and needed urgent attention. Inspectors were told by the HSE MWA that 
they were in the process of buying up disused land adjacent to the centre and this will be 
made suitable for recreation. 
 
Inspectors found a well qualified and dedicated team who had shown great resilience in 
dealing with difficult behaviour over a significant period of time. However a combination 
of factors including a difficult case mix and management transition had put a strain on 
this resource in the recent past. The centre was highly valued by professionals, a parent 
and some of the young people. The HSE MWA needs to review this much needed service 
to ensure that the centre is used to its optimum potential.  
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2.  Introduction 
 
The Social Services Inspectorate carried out an announced inspection of a children’s 
residential centre in the HSE Mid Western Area. Kieran O’Connor (lead inspector) and 
Michael McNamara (support inspector) conducted the inspection over a three day period 
from the 28th to the 30th of March 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 

• Questionnaires completed by teachers 

• Questionnaires completed by the young people’s general practitioner 

• The monitoring officer’s reports 

• The young people’s care files 

• Administrative records 

 
In the course of the inspection, inspectors interviewed: 
 

1. The centre manager 

2. A child care leader 

3. Five child care workers 

4. Two  young  people 

5. Two monitoring officers 

6. A guidance worker 

7. Two social workers  

8. The child care manager  

9. One parent  

10. The regional residential services manager 

11. The local health office manager. 

 

2.2 Acknowledgements 
 

Inspectors wish to acknowledge the co-operation of the young people, staff and all other 
professionals involved in this inspection.   
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2.3  Management structure 
 

The centre manager reported to the HSE MWA regional residential services manager   who 
in turn reported to the child care manager in North Tipperary who held regional 
responsibility for residential child care. The centre manager was assisted by two child care 
leaders.   

2.4  Data on young people 
 

Young Person Age Legal  
Status of 
placement

Length of 
Placement 

No. of previous 
placements 

#1 (male) 17 Voluntary 
care   

7 months none 

# 2 (male) 17 Section 5 
Childcare 
Act 

6 months none 

# 3 (male) 17 Voluntary 
care 

5 months 1 residential 
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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 

 
√

Recommendation: 
 
1. The HSE MWA should ensure that admissions to the centre are consistent with the 

statement of 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 vetting) 

 √

Supervision and 
support 

√

Training and 
development 

√

Administrative files  √



11

Recommendations: 
 

2.  The HSEMWA should ensure that the manager is released from some of his 
occupational responsibilities external to the centre to allow him effectively manage 
the centre.   

 
3.  The HSE WA should ensure that the team leader post is filled as a matter of priority. 
 
4 . The HSE MWA should ensure that the register includes all information required by 

regulations.    
 
5.  The HSE MWA should ensure that in future three references are obtained on all 

staff prior to employment.  
 
6.  The manager should ensure that staff receive further training and support in 

responding to challenging behaviour. 
 
7.  The HSE WA should review the provision of adequate employee assistance services 

for staff. 
 

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 
 

√

Recommendations: 
 

8.  The manager should ensure that his evaluation and plan of action on the 
notification form is fully comprehensive.   

 
9.  The HSE MWA should ensure that monitoring visits increase to oversee progress 

in relation to the management of bullying behaviour between some the young 
people.  
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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 

 

√

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: 

10.  The HSE MWA should ensure that care plan reviews take place for all young 
people and copies held on care files. 

 
11.  The HSE MWA should ensure that social workers read centre records from time to time. 
 
12.  The HSE MWA should ensure that in future every effort should be made to ensure 

a social background report is provided to the centre and stored in the care file in all 
cases as required by regulation. 

 
13.  The HSE MWA should ensure that the position of residential services psychologist is 

filled as soon as possible. 
 
14.  The HSE MWA should review centre policy and practice in relation to the young 

people’s preparation of leaving care. 
 
15.  The HSE MWA should risk assess one young persons current circumstances and 

ensure adequate aftercare provision is made for him. 
 
16.  The HSE MWA should review after care provision as required by the Child Care 

Act 1991, to ensure good after care provision. 
 

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: 
 
17.  The HSE MWA should ensure that sanctions policy is changed in consultation with 

the young people with greater emphasis placed on negotiating responses and 
initiating reparation when behaviour has been unacceptable. 

 
18. The manager should develop an internal strategy for reviewing, risk assessing, and 

managing the behaviour of the young people in the centre.   
 

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 

 √

Recommendations: 
 

19.  The HSE MWA should ensure the admissions committee take into account 
behaviours which impinge on the safety of others at the centre.  

 
20.  The HSE MWA should change the practice where child protection concerns are 

investigated and resolved when a child is injured at the centre. 
 

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 
 √

Recommendations: 
 
21.  The HSE MWA should initiate other educational options such as the provision of home 

teaching at the centre when a young person is not attending school or training. 
 
22.  The HSE MWA should review the policy and practice of educational provision at 

the centre in consultation with the Educational Welfare Service when young people 
are not attending school or training.  
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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 
 

√

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 MWA should ensure that the recommendations of the Environmental 

Heath Reports are implemented as a matter of urgency. 
 
24.  The HSE MWA needs to provide written confirmation from a certified engineer or 

qualified architect that all statutory requirements relating to fire safety and building 
control have been complied with as required by standard 10.19. 
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4.  Summary of recommendations 
 
1. The HSE MWA should ensure that admissions to the centre are consistent with the 

statement of purpose and function. 
 
2.  The HSE MWA should ensure that the manager is released from some of his 

occupational responsibilities external to the centre to allow him effectively manage 
the centre.  

 
3.  The HSE WA should ensure that the team leader post is filled as a matter of priority. 
 
4. The HSE MWA should ensure that the register includes all information required by 

regulations.    
 
5.  The HSE MWA should ensure that in future three references are obtained on all 

staff prior to employment.  
 
6.   The manager should ensure that staff receive further training and support in 

responding to challenging behaviour. 
 
7.  The HSE WA should review the provision of adequate employee assistance services 

for staff. 
 
8.  The manager should ensure that his evaluation and plan of action on the 

notification form is fully comprehensive.   
 
9.  The HSE MWA should ensure that monitoring visits increase to oversee progress 

in relation to the management of bullying behaviour between some the young 
people.  

 
10.  The HSE MWA should ensure that care plan reviews take place for all young 

people and copies held on care files. 
 
11.  The HSE MWA should ensure that social workers read centre records from time to time. 
 
12.  The HSE MWA should ensure that in future every effort should be made to ensure 

a social background report is provided to the centre and stored in the care file in all 
cases as required by regulation. 

 
13.  The HSE MWA should ensure that the position of residential services psychologist is 

filled as soon as possible. 
 
14.  The HSE MWA should review centre policy and practice in relation to the young 

people’s preparation of leaving care. 
 
15.  The HSE MWA should risk assess one young persons current circumstances and 

ensure adequate aftercare provision is made for him. 
 
16.  The HSE MWA should review after care provision as required by the Child Care 

Act 1991, to ensure good after care provision. 
 
17.  The HSE MWA should ensure that sanctions policy is changed in consultation with 

the young people with greater emphasis placed on negotiating responses and 
initiating reparation when behaviour has been unacceptable. 

 
18. The manager should develop an internal strategy for reviewing, risk assessing, and 

managing the behaviour of the young people in the centre.   
 



17

19.  The HSE MWA should ensure the admissions committee take into account 
behaviours which impinge on the safety of others at the centre.  

 
20.  The HSE MWA should change the practice where child protection concerns are 

investigated and resolved when a child is injured at the centre. 
 
21.  The HSE MWA should initiate other educational options such as the provision of 
 home teaching at the centre when a young person is not attending school or training. 
 
22. The HSE MWA should review the policy and practice of educational provision at 

the centre in consultation with the Educational Welfare Service when young people 
are not attending school or training. 

23.  The HSE MWA should ensure that the recommendations of the Environmental 
Heath Reports are implemented as a matter of urgency. 

 
24.  The HSE MWA needs to provide written confirmation from a certified engineer or 

qualified architect that all statutory requirements relating to fire safety and building 
control have been complied with as required by standard 10.19. 


