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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 Service Executive, Dublin North East 
Region under Section 69 (2) of the Child Care Act 1991. 
 
The centre was located in a domestic bungalow in a small housing estate close to a 
town. The centre was originally set up in 1998 to care for a sibling group of four 
young people. However the focus of the centre changed in 2000 when one of these 
young people moved on. The then Health Board extended the house, adding a 
bedroom and designated it as a long term centre for four young people. At the time of 
the inspection there were five boys living in the centre, aged between 13 and 19 years. 
 
The centre was previously inspected in December 2000. The recommendations of that 
inspection had been implemented to a large extent.  
 
Inspectors found evidence that this centre had been providing a good service. 
However, in the two years prior to inspection new admissions had taken place and 
these appear to have upset the balance within the centre. At the time of inspection, 
there was still evidence of good practice by a committed and resilient team of care 
staff. However, the young people’s behaviour was not being effectively managed and, 
because of this, inspectors were concerned for the safety and well being of the young 
people in the centre. 
  
Practices that met the required standard 
 
Practice in relation to children’s rights was generally good. The young people told 
inspectors that they were consulted and involved in all aspects of their lives. Care staff 
encouraged and supported the young people to attend and participate in their care 
planning meetings and placement reviews. Staff members sought the views of the 
young people through weekly meetings which took place in small groups or 
individually. They were given choices in relation to leisure activities, clothes, food 
and holidays. 
 
Care staff shared information with the young people. Inspectors saw daily logs that 
were written and signed by some of the young people.  Inspectors noted occasions 
where staff facilitated the young people in accessing and reading all parts of 
confidential reports, having received consent for release of third party information. 
The young people had recently met with the local children’s rights officer from the 
Irish Association of Young People in Care (IAYPIC). 
 
Practice in relation to preparation for leaving care was of a high standard. There was a 
dedicated after care service in the local HSE area and an after care worker was 
assigned to work with one of the young people. There was good access to emotional 
and specialist supports for those young people who required them. 
 
There was a key worker system in place and the staff team were attentive to the 
specific needs of each of the young people. The young people described having strong 
relationships with staff and inspectors observed staff relating to the young people in a 
warm and respectful way. 
 
The standard of vetting was good. All the staff team had Garda clearances and three 
references available. 
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The young people’s care files contained all relevant documentation in an accessible 
format. The standard of record keeping and filing was good. 
 
The centre was very homely and was furnished to a good standard. It was recently 
painted and each young person was involved in selecting colours for their bedrooms 
which they personalised with posters and personal memorabilia. The young people 
informed inspectors that there was always food available and they could choose what 
they like.  
 
Practices that met the required standard in some respect only 
 
The placement of some of the young people was clearly consistent with the stated 
purpose and function. However there was confusion between the staff teams 
understanding of the purpose and function and the centre’s policy documentation 
stated purpose and function. The current stated purpose and function of the centre is a 
long term centre with a maximum capacity for three young people, boys and girls. 
Some staff told inspectors that it was a long term centre for four young people. The 
admission of two additional young people resulted in the purpose and function being 
exceeded. The placement of these young people, compounded by the fact that the 
premises were small, made it difficult to keep the young people safe. 
 
There was a good management structure in place. Supervision of and support for the 
centre manager by the alternative care manager took place on a regular basis. The 
manager had frequent access to an external professional for professional support. He 
also attended fortnightly meetings with the alternative care manager and the other 
centre managers in the local HSE area. The staff team had access to an external 
facilitator who worked with the staff team regarding the implementation of the 
recommendations of the last inspection and other issues, including team development 
and support. There were weekly staff meetings and the manager and deputy manager 
were accessible to both staff and young people, and between them, provided 24 hour 
on call cover to the centre. They had access to in-service training on Therapeutic 
Crisis Intervention (T.C.I.) and Children First. Staff said they received regular formal 
and informal supervision and found this to be very supportive. However, at the time 
of inspection inspectors found little evidence of supervision sessions being recorded 
and the manager and deputy manager had not received training in supervision. Whilst 
support is one of the key functions of supervision, other functions such as 
management, accountability and professional development were not adequately met. 
It is important that managers provide support to staff, especially during difficult and 
challenging periods. However, mangers must also support staff in the discharge of 
their responsibilities. The inspectors concluded that the approach to supervision in the 
centre was weighted in favour of providing support rather than providing sufficient 
leadership and direction to staff. The practice in the centre did not adhere to the local 
HSE supervision policy. 
 
The staff team were committed to the young people, making every effort and 
demonstrating great patience in trying to manage the very challenging behaviour of 
the young people. Some young people had stopped attending school and were 
involved in bullying within the centre and “at risk” behaviours outside the centre. In 
the six months prior to inspection extra staff were made available to assist in the 
management of the young people. However, as the young people in question were 
frequently absent from the centre, they were not able to influence their behaviour. In 
addition inspectors considered that whilst efforts were made to address the 
management of the challenging behaviours, there was little evidence of strategies in 
place to deal with the underlying or influencing factors for the behaviours. One young 
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person and his family believed that there was too many staff on duty at certain times 
and that the house got too busy and noisy for the young person. Inspectors consider 
that in this regard management need to look at effective deployment of staff. 
 
Some young people in the centre had varying levels of learning difficulties and social 
and emotional difficulties. Staff described being frustrated at times in trying to work 
effectively with these young people. They said that they did not have a clear 
understanding of the actual disability of one of the young people and so had 
expectations of him to take more responsibility than he was able for. The staff also 
described difficulties in communicating effectively with some of the young people 
because of their specific learning difficulties. Training in relation to developing a 
greater understanding of and working with young people with different levels of 
ability would further assist staff in this aspect of their work. 
 
There was 11 staff including the manger and deputy manger working in the centre. 
The centre manager, deputy and two other staff members had a diploma in social care. 
Two other staff members had been accepted onto social care training courses to start 
in September 2006. Two other staff had some post second level educational training 
and the remainder of the staff had no post second level educational award. The line 
manager, centre manager and training manager told inspectors that there was a local 
HSE policy guideline which encouraged and facilitated all staff in residential child 
care centres to undertake formal social care training. The low level of educational 
attainment for some staff was such that they had difficulties in accessing third level 
education. This was in spite of the supports offered to them to enable them to 
successfully secure placements on recognised courses, which had been made available 
to them in the previous years prior to inspection. Inspectors believe that the lack of 
professional social care training impacted on some staffs’ ability to better understand 
the specific needs of the young people. Although staff went out of their way and were 
dedicated to meeting the needs of the young people, the complexities and demands 
placed on the staff team by the young people, (particularly with new admissions) 
require a more qualified staff team.  
 
TCI is the only approved method of physical intervention used by the local HSE area. 
It is a requirement that all staff are trained in this method and receive refresher 
training. At the time of inspection five staff were not authorised to use TCI because 
they had not completed the refresher training. Inspectors were told that staff would be 
trained by the end of August. 
 
The approach to resolving complaints made by the young people was to deal with 
them locally and informally as much as was possible. This worked well for the most 
part and young people told inspectors that they were clear on how to make a 
complaint, who they could talk to about it and that the staff would sort it out. 
However, one young person told inspectors that he was very unhappy with the level of 
bullying and assaults he was experiencing in the centre. He had expressed his 
unhappiness about this to staff on many different occasions. Yet his complaints were 
not processed through a formal complaints procedure. Some of them were recorded in 
significant event notification forms and incident sheets. In interviews with staff 
inspectors found a lack of clarity about which form was appropriate to use in which 
situation. There was little recognition of this young person’s serious expressions of 
unhappiness as complaints. There was a complaints register which had only one 
complaint recorded since July 2000 and this was recorded in May 2006. One of the 
young people had forwarded this specific complaint to the child care manager. There 
was no clear procedure for resolving complaints that could not be resolved internally. 
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The HSE Dublin North East requires a comprehensive complaints procedure for 
children and young people in their care.  
 
All of the young people had social workers. Social workers visited the centre 
regularly and saw the young people in private. There was a high level of contact 
between the centre staff and social workers and there was a good level of inter-agency 
co-operation and communication between them. All but one of the care plans was 
completed. Care plans were comprehensive, with clearly outlined tasks to be achieved 
and assigned names given with responsibility for follow up. Social workers were 
aware that they could read centre records but only some of them had done so. Whilst 
the development of formal care plans was to a high standard there was a weakness in 
the actual implementation of the plans. The plans had not always succeeded in 
ensuring better outcomes for the young people. At times this was compounded by 
scarce resources in securing alternative appropriate residential care placements and 
education.  
 
Inspectors were of the view that not all of the young people were suitably placed. 
Whilst a risk assessment was carried out in respect of new admissions and with regard 
to some significant incidents that occurred in the centre, there was no evidence of 
ongoing risk assessments being carried out in relation to the behaviour of some of the 
young people in the centre and the level of impact these behaviours had on the other 
young people in the centre. The centre needed to ensure a comprehensive risk 
assessment process was put in place to ensure that the centre remained a safe place for 
all the young people residing there.  
 
Staff encouraged and facilitated family contact where possible. Carers and family 
members attended review meetings and subsequently received minutes. They 
expressed their satisfaction with the provision of some aspects of primary care needs 
with regard to health, support with homework, money, food and clothes. Inspectors 
accept that there was a high level of communication between family members, parents 
and carers. However, family members, parents and carers told inspectors that were not 
satisfied with the quality of the contact. Some parents and carers told inspectors that 
they did not know many of the staff in the centre by name. They told inspectors that 
they were not kept informed of all matters concerning the young people. One family 
member told inspectors that she made an agreement that she would receive an updated 
progress report on a fortnightly basis. Whilst she received progress reports for a short 
time this agreement had fallen into abeyance. The perception of parents, carers and 
family members interviewed was that they could not call to the centre unannounced. 
They said whilst they would have done so in the past they did not now feel that they 
could do so and had been advised to phone ahead if calling again. Parents believed 
this was because of the level of fighting and serious incidents taking place in the 
centre at any time.  
 
In general specialist services were readily available to those young people who 
required them. One of the young people, his family, social worker and centre staff all 
expressed their satisfaction with the level of support they received from a specialist 
service. Whilst the specialist concerned attended and participated in the young 
person’s care reviews, representing their views if the young person did not wish to 
attend, it was not clear that individual work and feedback was integrated in the young 
person’s care plan. The specialist and family member told inspectors that whilst they 
both were satisfied with the progress made by the young person since the work 
commenced, and they presumed the feedback from the sessions were helpful to staff, 
they were not sure if his management in the centre was consistent with the approach 
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being used by the specialist in conjunction with the family member. It is essential that 
the therapeutic intervention is considered within the care planning process. 
 
Practice in relation to primary health care was generally good. The young people, 
their carers, and family members were all satisfied with the centre’s practice in 
relation to their health care. However, there was little evidence of comprehensive 
medical histories of the young people who had lived in the centre for many years. 
Inspectors found through interviews with staff and examination of records that some 
of the young people were exploring their sexuality. Whilst the staff team told 
inspectors that sex education was covered as part of individual key working sessions  
with the young people, inspectors considered that a more open and explicit approach 
was required. This approach should be tailored to meet the specific presenting 
individual needs of the young people. Inspectors recommend that some members of 
staff be identified to lead the development of practice in teenage sexual health and 
that they receive specialised training to assist them in the task. 
 
A health and safety audit was carried out on 19th May 2006 and its recommendations 
needed to be completed. 
 
Practices that did not meet the required standard   
 
The standards on child protection, notification of significant events, monitoring, 
management of behaviour and education were not met. The failure to meet these 
standards was directly related to the problems of behaviour management in the centre.  
 
Child protection/notification of significant events:  
Despite the best efforts of staff to manage difficult behaviour there were a substantial 
number of recorded significant events and incidents in the centre. Staff notified the 
social work department of bullying, assaults and other incidents on significant event 
forms or incident sheets. The child care manager told inspectors that none of the 
bullying incidents were reported to her as child protection concerns. This impacted on 
the safety of the children in the centre. The social work department should be alert to 
significant notification forms that need to be followed up as child protection matters.  
 
Management of behaviour: 
Young people, staff and family members all described serious bullying among the 
young people in the centre. There had been 54 significant event notifications and 
incidents recorded since January 2006 which involved serious violent and bullying 
behaviours. Of these, 21 significant events recorded were against one of the young 
people. He was assaulted, had personal items damaged or destroyed, hazardous 
materials put in his food and had threats made to hurt him. He had recently met with 
the Gardai to make a formal complaint regarding the threats and damage to his 
property. The manager and staff had made efforts to address bullying in the centre, 
accessing training in anti-bullying and there were anti-bullying posters around the 
centre. However, these measures clearly were not working and a staff member told 
inspectors that she was very concerned that someone would get badly hurt. Inspectors 
found that there was no clear strategy in place to manage either the level of bullying 
of individual young people or make an assessment of its impact on the group as a 
whole. An urgent review of the anti-bullying practice currently adopted in the centre 
needs to take place. 
 
One of the young people told inspectors that he no longer wanted to live in the centre 
as he could not defend himself.  He also said that whilst staff tried to keep him safe he 
did not expect the female staff to intervene physically as they would not be able to 
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stop the incidents which happen to him daily. The centre manager stated that the 
young people were too big to physically restrain and sometimes when the young 
people were threatening to injure each other or staff, the Gardai were called to the 
centre to resolve the matter. A family member also stated at a care review two weeks 
prior to the inspection that she felt that the young person was adversely affected by 
the activities of other young people in the centre. This young person told a 
professional that he hides under the bed and puts his hands over his ears when these 
incidents are happening in the centre.  
 
Staff had difficulties in establishing appropriate boundaries. The approach to 
behaviour management in the centre relied too much on negotiation and too little on 
setting limits and establishing expectations. Staff consistently negotiated with the 
young people, encouraging them to take responsibility for their behaviours. For 
example, negotiating with one of the young people whether to come in at 1am or 3am 
when both times were inappropriate. Young people need to know that the adults who 
are caring for them have authority. The centre staff working in partnership with the 
young people should maintain a safe home through the setting of clear boundaries and 
using their authority appropriately.  
 
There were 94 recorded unauthorised absences in the 12 months prior to the 
inspection and some involved overnight absence and on occasions involved the 
Gardai accompanying the young person back to the centre. One of the young people 
described how he liked living in the centre but that he was hardly ever in the house. 
While away from the centre he engaged in high risk activities and offending 
behaviours. 
 
Monitoring: 
The former monitoring officer had not visited the centre. At the time of inspection the 
post of monitoring officer was vacant and the HSE were in the process of recruiting to 
fill this post.  
 
Education: 
At the time of inspection only one young person was attending school on a consistent 
basis. In the month prior to inspection, one young person had stopped attending 
school, another young person was suspended prior to the end of school term, another 
young person was attending on a part-time basis when there was transport and staffing 
available and one of the young people was just commencing a work induction 
programme. Social work and centre staff described the frustrations and challenges in 
helping the young people attend school. They had enlisted the help of other 
educational and training support agencies. Two advisory meetings took place with the 
Education and Welfare Board, centre staff and social workers. However, all these 
measures did not work. The impact of not attending school or training was such that 
the young people had a lack of purpose and direction to their day and were involved 
in risky activities on an ongoing basis. The school placement of one of the young 
people required transport to and from the school placement. In addition the school 
required that a staff member stay with the young person during school time. Whilst 
the social worker and staff in the centre made efforts to ensure he attended his school 
placement on a regular basis, this level of support was not sustained. This resulted in 
him not getting to school, at times up to twice a week during the month prior to 
inspection. Inspectors were extremely concerned about young people’s access to 
education and training which was linked to and exacerbated by behaviour 
management in the centre. 
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Summary and conclusions 
 
This centre had been a stable one and the staff team demonstrated great commitment 
and resilience. Staff worked hard at having good relationships with the young people. 
Inspectors acknowledge that in the past a good service had been provided, however, 
the centre had been overloaded and there was now a crisis of authority. In the six 
months prior to inspection three young people were actively involved in high risk 
behaviour and were not attending full time education or training. One of the young 
people had experienced serious, violent and bullying behaviour by other young people 
in the centre and the impact of this behaviour on another young person was not 
addressed. Inspectors were of the view that whilst staff were resilient in trying to 
manage the situation, there was no clear coherent strategy in place to effectively 
manage the concerns. It is the responsibility of managers, internal and external to the 
centre, to address the seriousness of the situation. Inspectors recognise that during 
times of crisis staff need support. However, crisis can not be resolved without 
direction. Inspectors were of the view that at the time of inspection, there was a crisis 
in management practice and behaviour management. 
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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, Dublin North East Region. Mary Tallon (lead 
inspector) and Andrew Fagan (support inspector) conducted the inspection over a three-
day period from the 7th – 9th of June, 2006. 

 
2.1 Methodology 

 
The inspectors had access to the following documents during the inspection: 

 
•    The centre’s statement of purpose and function 

•    The centre’s policies and procedures 

•     Confirmation of insurance 

•     A health and safety statement (March 2003) 

•    Risk assessment (10/10/05) 

•    Health and safety audit (May 2006) 

•     Census forms for young people 

•     Census form for staff 

•    Details of unauthorised absences (94) and physical restraints (0) for 
previous 12 months 

•    The centre’s register 

•     The young people’s care files 

•    Completed questionnaires from social workers (5), teachers (3), foster 
parents (1), and a letter from a G. P. 

 
In the course of the inspection, inspectors interviewed: 

 
1. The centre manager, deputy manager and three other members of the 

staff team   

2. Three social workers 

3. The after care worker 

4. The alternative care manager  

5. The general manager 

6. The child care manager 

7. Three young people 

8. Foster carers of one of the young people 

9. Family member of one of the young people 

10. One parent 

 
Additionally the lead inspector had telephone contact with three parents, a 
psychotherapist, a general practitioner, and co-ordinator of a school completion 
programme. 
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2.2  Acknowledgements 
 
Inspectors wish to acknowledge the co-operation of the young people, families, the 
manager and staff of the centre, the social workers, HSE managers and all other 
professionals involved in this inspection.   

 
 

2.3 Management structure 
 

The centre manager reported to the alternative care manager for HSE community care 
area 8. The alternative care manager reports to the general manager. The centre 
manager was assisted by a deputy manager. 

 
 

2.4 Data on young people 
 
 

Young Person Age Legal 
Status 

Length of 
Placement 

No. of previous 
placements 

 
 
#1 (male) 

   
  13 

 
Care Order 

 
7 ½  years 

  

 
1 foster placement 

 
 
# 2 (male) 

   
 15  

 
Care Order 

 
5 years, 

 9 months 

 
5 foster placements 

 
 
# 3 (male) 

  
 15 
 

 
Care Order 

 

 
1year 

 5 months 

 
9 placements 

(hospital, residential 
and fostering) 

 
 
# 4 (male) 

   
 19 

 
Voluntary 

 

  
   1 year 

 
3 placements 

(foster & residential) 
 

  
# 5 (male) 

   
  14 

  
Care Order 

 
5 months 

 
3 foster placements 
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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 Dublin North East should ensure that admissions 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 vetting) 

 √  

Supervision and 
support 

 √  

Training and 
development 

 √  

Administrative files √   

 
Recommendations: 

 
2.  The HSE Dublin North East should ensure that the current management style is 

reviewed in order to allow for more effective management of the centre. 
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3.  The HSE Dublin North East should ensure that staff receive further direction 
and training in order to respond and manage challenging behaviour. 

 
4.  The HSE Dublin North East should ensure that staff are deployed in a manner 

that meets the needs of the young people for stability and safety.  
 
5.  The HSE Dublin North East should ensure that supervision in the centre is 

consistent with the local HSE supervision policy. 
 

6.  The HSE Dublin North East should ensure that there is a comprehensive 
response and strategy to address the imbalance in the ratio of qualified to 
unqualified staff in the centre. 

 
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 Dublin North East should ensure that the centre is monitored. 
  
 
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 Dublin North East should ensure that staff have a comprehensive 

understanding of the complaints procedure.  
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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  

 

√ 

  

 
Aftercare 

 

√ 

  

 
 

Recommendations: 
 

9.  The HSE Dublin North East should put in place a risk assessment policy on 
referrals to ensure that the centre remains a safe place for all the young people 
residing there. 

 
10.  The HSE Dublin North East should ensure that care plans for all young people 

are completed to ensure compliance with statutory requirements.  
 

11.  The HSE Dublin North East should ensure that social workers read centre 
records from time to time. 
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12.  The HSE Dublin North East should ensure that every effort is made to keep 
parents, family members and foster carers informed and involved in agreed 
aspects of the care of the young people. 

 
13.  The HSE Dublin North East should ensure that specialist services provided to 

young people are carried out in accordance with the care planning process. 
 
 

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: 

 
14.  The HSE Dublin North East should ensure staff understand the young people’s 

specific disabilities and respond to them appropriately. 
 

15.  The HSE Dublin North East should develop a strategy for risk assessing and 
managing young people’s behaviours as a matter of priority.  

 
16.  The HSE Dublin North East should ensure behaviour in the centre is managed 

appropriately. 
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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 

 
  

 
 
√ 
 

 
 

Recommendations: 
 
17.      The HSE Dublin North East should ensure that the young people are safe from 

bullying and physical assaults in the centre. 
 
18.  The HSE Dublin North East should ensure that young people who are at 

significant risk through persistent unauthorised absences, bullying or as a result 
of violence from others, are notified through the child protection system. 

 
 

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: 

 
19.  The HSE Dublin North East should ensure that there is an effective strategy in 

place to enable the young people to consistently attend school or training. 
 

20.  The HSE Dublin North East should ensure that the required support is made 
available to young people who attend specialist schooling. 
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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: 

 
21.  The HSE Dublin North East should ensure that staff offer young people 

information and advice about teenage sexual health and responsible behaviour. 
 
 
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: 
 

22.  The HSE Dublin North East should ensure that the recommendations of the 
recently completed safety audit are implemented in a timely fashion. 

 
23.  The HSE Dublin North East needs to provide written confirmation 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 Dublin North East should ensure that admissions are consistent with 
the stated purpose and function. 

 
2.  The HSE Dublin North East should ensure that the current management style is 

reviewed in order to allow for more effective management of the centre. 
 

3.  The HSE Dublin North East should ensure that staff receive further direction 
and training in order to respond and manage challenging behaviour. 

 
4.  The HSE Dublin North East should ensure that staff are deployed in a manner 

that meets the needs of the young people for stability and safety.  
 
5.  The HSE Dublin North East should ensure that supervision in the centre is 

consistent with the local HSE supervision policy. 
 

6.  The HSE Dublin North East should ensure that there is a comprehensive 
response and strategy to address the imbalance in the ratio of qualified to 
unqualified staff in the centre. 

 
7.  The HSE Dublin North East should ensure that the centre is monitored. 

  
8.  The HSE Dublin North East should ensure that staff have a comprehensive 

understanding of the complaints procedure.  
 

9.  The HSE Dublin North East should put in place a risk assessment policy on 
referrals to ensure that the centre remains a safe place for all the young people 
residing there. 

 
10.  The HSE Dublin North East should ensure that care plans for all young people 

are completed to ensure compliance with statutory requirements.  
 

11.  The HSE Dublin North East should ensure that social workers read centre 
records from time to time. 

 
12.  The HSE Dublin North East should ensure that every effort is made to keep 

parents, family members and foster carers informed and involved in agreed 
aspects of the care of the young people. 

 
13.  The HSE Dublin North East should ensure that specialist services provided to 

young people is carried out in accordance with the care planning process. 
  

14.  The HSE Dublin North East should ensure staff understand the young people’s 
specific disabilities and respond to them appropriately. 

 
15.  The HSE Dublin North East should develop a strategy for risk assessing and 

managing young people’s behaviours as a matter of priority. 
 

16.  The HSE Dublin North East should ensure behaviour in the centre is managed 
appropriately. 

  
17.  The HSE Dublin North East should ensure that the young people are safe from 

bullying and physical assaults in the centre. 
 
18.  The HSE Dublin North East should ensure that young people who are at 

significant risk through persistent unauthorised absences, bullying or as a result 
of violence from others, are notified through the child protection system. 
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19.  The HSE Dublin North East should ensure that there is an effective strategy in 

place to enable the young people consistently attend school or training. 
 

20.  The HSE Dublin North East should ensure that the required support is made 
available to young people who attend specialist schooling. 

 
21.  The HSE Dublin North East should ensure that staff offer young people 

information and advice about teenage sexual health and responsible behaviour.  
 

22. The HSE Dublin North East should ensure that the recommendations of the 
            recently completed safety audit are implemented in a timely fashion. 

 
23.    The HSE Dublin North East needs to provide written confirmation that all 

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

 
 

 


