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1   Analysis of Findings 
 
The Health Information and Quality Authority Social Services Inspectorate (HIQA SSI) 
carried out an announced inspection of a children’s residential centre in the HSE 
Dublin North Central Local Health Area (DNCLHA) under the provision of Section 
69(2) of the Child Care Act 1991. 
 
The centre is located in a four-bedroom detached house in an estate near the centre 
of Dublin. The purpose and function of the centre is to provide long-term care to 
children and it prioritises caring for sibling groups. The centre had originally been set 
up in 1995 to accommodate six siblings. Only two siblings of this original group are 
now living in the centre. At the time of the inspection, four older siblings had moved 
on to independent living, and there were two boys and one girl (two of whom were 
the remaining siblings) living in the centre. The siblings had lived in the centre for 12 
years and the other young person has lived there for eight years.  
 
The centre was inspected in 2003, and the report can be accessed on the HIQA SSI 
website as inspection report number 74. The inspection report commended the good 
standard of care at that time, and inspectors found a similarly good standard of care 
in this inspection. Overall, inspectors found that the quality of care in the centre was 
good, and the majority of standards were either met or met in part. However, a 
number of key recommendations from the last inspection had not been implemented. 
These related to the statement of purpose and function, a formal on-call system, the 
accommodation, and fire safety. These standards have yet to be met, and additional 
recommendations from this inspection are in relation to education, the senior 
management’s response to monitoring, safeguarding, complaints, inter-professional 
consultation, preparation for leaving care, and health and safety. 
 
In this inspection, inspectors’ judgements are based on analysis of findings verified 
from more than one source of evidence gathered through: interviews with relevant 
HSE staff members and managers, an interview with a young person, examination of 
relevant records and documentation, and an inspection of accommodation. Details of 
sources of evidence are in 2.1 below.  
 
Practices that met the required standard 
 
Care of the children  
Inspectors found that the care of the children was of a high standard. Staff presented 
as cohesive and caring with a good understanding of the needs of the children. The 
social workers interviewed by inspectors spoke highly of the manager and staff and 
all perceived the centre as a real home for the children. The staff team provided 
regular support to young adults who had previously lived in the centre. This 
continuity of care was commendable. 
 
Inspectors discussed with the centre manager the particular challenge for the staff 
team in adjusting care practices from caring for young children to caring for 
teenagers as these children had essentially grown up in the centre. Inspectors noted 
that this challenge was being well managed by the centre in many aspects. The 
children were given responsibilities appropriate to their age: one child had his own 
key to the house, and pocket money was referred to as ‘budgets’.  
 
Friends were encouraged to visit the centre and slept over on occasions. There were 
good quality meals prepared by the staff and on occasions, by the children.  Staff 
had a good understanding of the rights of the children and promoted their 
involvement in children’s rights-based organisations.  
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Behaviour was managed through good relationships between staff and children with 
a focus on rewarding positive behaviour. Staff also used individual crisis 
management plans for the children to help address behaviour. However, although 
inspectors had been told by the centre manager that monetary sanctions were not 
used as they were deemed inappropriate to the age of the young people, inspectors 
noted from the records that on occasion monetary sanctions had been used for 
damage to property. Generally however, the management of behaviour was through 
mutual respect between children and staff. 
 
The health needs of the children were well met, and staff had actively sought 
medical histories for all of the children. Staff managed the care of one young 
person’s medical condition extremely well, in a caring and sensitive manner. Staff 
encouraged the young person to manage the condition and also supported relatives 
in managing practical aspects of their care. Considering the longevity and persistence 
of the condition and repeated exposure to medication, inspectors urge that the 
centre staff team and social worker request a medical conference to review the 
situation. Staff discussed any issues relating to teenage health with the children, and 
actively sought specialist services on their behalf. 
 
Comprehensive policies and procedures were understood by staff members and 
implemented in practice. The children had been consulted in the course of their 
development. The centre had a register that included all details required under the 
regulations. Social workers and parents were notified of significant events, and these 
were appropriately recorded and addressed. The centre regularly used a risk 
assessment process in responding to and managing situations involving the children.  
 
Management and staffing 
The centre had a stable and experienced staff team. Two people shared the post of 
manager. Although one worked part-time, and the other worked part-time as 
manager and part-time as child care leader, the lines of management and 
accountability were well understood by staff. There were eight full-time posts, six 
child care workers, and two child care leaders. The majority of the staff were 
appropriately vetted, but one had two undated references. The DNCLHA used agency 
staff members provided by a local voluntary service on occasions. The centre had 
one vacant child care worker post, and one agency staff member was regularly used 
to provide consistent cover.  All of the staff interviewed spoke highly of the team 
functioning. They were able to challenge each others practice, to resolve conflicting 
professional views and to maintain good communication with themselves and 
professionals outside the centre. The DNCLHA had recruited an external facilitator 
who worked with the staff team on a monthly basis to reflect on practice. This was 
highly valued by the staff team. 
 
Seven of the staff had relevant qualifications, and two had qualifications in a related 
field. Two were unqualified. Inspectors were told by the centre manager that 
unqualified staff would be supported by the HSE in obtaining qualifications. Two had 
just completed their college training, and one had applied to attend college later in 
the coming year. The two managers had been in post for over ten years, and the 
majority of the staff team had worked in the centre for over four years. This had 
provided stability and consistency in relationships for the children. 
 
The centre mangers reported to the DNCLHA Alternative Care Manager who had 
responsibility for all children’s residential services in the area. He visited the centre on 
a regular basis and staff reported that they found him generally supportive and 
responsive to issues as they arose for children and staff. However, there was no 
formal supervision between the line manager and centre managers and this should 
be addressed immediately. 
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The two centre managers provided regular, appropriately recorded formal supervision 
to the staff. Care and administrative files were well maintained. The standard of staff 
training in the centre was good. The majority of the staff team had been trained in 
child protection practice and procedures, and therapeutic crisis intervention (TCI) for 
the management of behaviour.  Inspectors are of the view that the managers of the 
centre should consider any specific training needs of the staff team in meeting the 
needs of the children. 
 
Social work role 
All of the children had assigned social workers, who were in regular contact with the 
staff. They commented positively on the centre and on the service received by the 
children. The social workers regularly visited the centre and read the children’s daily 
logs and records. They had a good understanding of the needs of the children and 
there was evidence of their direct involvement in planning for individual work with 
the children by the staff.  Inspectors noted that the social workers were advocates 
for the children and helped them resolve issues. This advocating approach to 
practice, in partnership with the staff team, was commendable. Staff sent fortnightly 
reports on the individual children to the social workers, and there was a good 
standard of inter-disciplinary communication.  
 
One social worker, who had two children recently allocated, had not had time to 
develop a rapport with the children, but she met with their keyworkers to help plan 
and support their care. At the time of the inspection, the social worker for the other 
child was on the point of leaving the department, and no new social worker had yet 
been assigned. Inspectors recommend that the HSE DNCLHA ensures that a new 
social worker is allocated without delay. 
 
Children’s rights 
The HSE had funded two children’s rights officer posts in the Irish Association for 
Young People in Care to promote children’s rights in the HSE Dublin North East 
residential centres. They met with the centre staff and children. Through them the 
children had been involved in developing the regional policies for residential services 
in the area. The children had a good understanding of their rights, and were 
consulted about their care. Staff practice facilitated the children in exercising their 
rights. This standard was well met and reflected the rights-based focus of the work in 
the centre.  
 
Working with families 
Inspectors found that there was a strong ethos of working closely with family 
members. One young person was in a shared care arrangement with relatives, and 
was well supported by the staff and social worker. Extended family members were 
encouraged to visit the centre, and the importance of maintaining family links for the 
children was clearly evident in the work of the staff.  However, inspectors noted that 
a link worker for the relatives had not yet been obtained in accordance with the 
National Standards for Foster Care 2003. One should be sourced as soon as possible 
to support the shared care arrangement. Overall, the value placed on families and 
their relationship with the children was highly commendable.  
 
Individual work with children 
There was a good standard of individual work with the children. They had 
keyworkers who worked closely them and their social workers to address needs. 
They discussed age-appropriate issues and topics, and sourced educational and 
employment programmes. Life story work with the children was recorded and 
monitored through supervision and discussed at staff meetings. This standard was 
well met. 
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Care Planning 
All of the children had up-to-date care plans which had been reviewed within the 
minimum timeframe required by the Child Care (Placement of Children in Residential 
Care) Regulations 1995. Inspectors were told that due to one young person’s 
reluctance to engage in the process, a comprehensive leaving care plan had not yet 
been developed as part of the care planning process. This issue is referred to in the 
section of this report on preparation for leaving care. 
 
Children and parents were invited to review meetings. Two of the children regularly 
attended their reviews; one young person chose not to. The keyworkers prepared the 
young people for their reviews and provided feedback to the child who did not 
attend. Although parents did not attend reviews they were consulted by social 
workers, forwarded a copy of the minutes, and given information verbally. Inspectors 
noted that care plans were signed by social workers and their team leaders only. 
 
Practices that met the required standard in some respect only 
 
While the standard of care in the centre was high, care practices needed to improve 
in relation to the following standards: the statement of purpose and function, 
education, response to monitoring, a formal on-call system, safeguarding, 
complaints, inter-professional consultation, preparation for leaving care, 
accommodation, and safety. 
 
Purpose and function  
The centre’s purpose and function was to provide long-term care to up to six 
children, prioritising sibling groups. The current three children did not have their own 
bedrooms and therefore the accommodation is not suitable for its written purpose. 
Inspectors were told by senior management in DNCLHA that the function of the 
centre was under review. Inspectors suggest that any new function considers the 
needs of the current children, the capacity of the physical accommodation, and the 
local area policy that the placement of children under twelve in residential care 
should be in exceptional circumstances only.  
 
Education  
One young person attended school on a regular basis. The other two young people 
had been out of their educational placement for one year and two years respectively 
as they refused to attend. One young person had received home tuition and an 
educational welfare officer was working with the centre in planning for the return of 
one child to full-time education. The other young person who was eighteen had 
recently acquired full-time employment. The DNCLHA should instigate changes in 
practice to meet the educational needs of the children.  
 
Response to Monitoring 
The monitoring officer had written a detailed monitoring report after visiting the 
centre in February 2007. The monitoring function was valued by the centre 
management and the majority of the recommendations under their control had been 
met. The recommendations requiring action by senior management had not been 
implemented. These related to the accommodation and fire safety. Once an issue has 
been brought to the attention of senior management by the monitoring officer it 
should be responded to appropriately and a record kept of this response. 
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Formal on-call system 
The DNCLHA operates an informal emergency on-call system which relies on the 
good will of the managers and the alternative care manager to respond to calls from 
the centre outside of office hours. While inspectors commend the dedication and 
commitment of management in providing this support, in terms of safeguarding it is 
not satisfactory. A formal on-call system should be developed by the HSE nationally 
and by the DNCLHA locally implemented. 
 
Safeguarding and child protection 
The staff team had a good understanding of safeguarding practices. The majority of 
staff had received training in Children First, the National Guidelines for the Protection 
and Welfare of Children a number of years ago.  
 
One area of concern for inspectors was managing the safety of the children who 
were absent from the centre without permission. In the previous year, one young 
person had been absent on over 60 occasions but at the time of inspection this had 
significantly decreased through concerted efforts by the staff team. Another young 
person who left the centre in January 2007 had been regularly absent and engaging 
in high risk behaviour during these absences.  
 
Managing absences without authority with older teenagers is difficult and inspectors 
acknowledge the attempts by the staff team to encourage the children to stay in the 
centre through positive reinforcement and also taking responsibility for reporting 
their whereabouts regularly.  
 
However, practice in this area required improvement. One young person regularly 
stayed in a household where there were known safety concerns.  Although social 
workers and staff members knew where the young person was staying, there were 
inadequate plans to address the associated safety concerns for this young person. 
Inspectors urge that a strategy meeting is convened to address these issues. The 
DNCLHA should examine practices generally in addressing safety concerns of children 
absent from a centre especially if they are at a known address about which there are 
serious concerns.  
 
Inspectors noted from interviews that there was some confusion about the process of 
notification to the child care manager if a young person is at risk to themselves when 
regularly absent from the centre and this should be clarified and agreed by the 
professionals involved. Inspectors had a number of concerns about the manner in 
which one young person had been discharged from care, and wrote to the Local 
Health Manager requesting that it be reviewed. Inspectors recommend that a formal 
ongoing risk assessment and support plan for this outreach work should be 
developed and reviewed by the social work department and centre management, and 
clear records of decisions based on the assessments should be kept. 
 
Complaints 
Although the centre had a good complaints procedure, two complaints made by one 
young person had not been resolved at the time of the inspection. The young person 
was unhappy about sharing a bedroom, and about current arrangements for visits 
with siblings. In relation to sharing a bedroom, the centre manager and social worker 
had written to the general manager and alternative care manager several times over 
a period of two years, and neither they nor the young person received a response. 
This is not acceptable.   
 
Although the centre and social workers had advocated strongly for these issues to be 
resolved, inspectors noted from interviews that they were not seen as complaints. An 
essential part of the complaints procedure is that children feel empowered by the 
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process through being heard and action taken as a result of their complaint. Even if 
the complaint cannot be resolved the children should be informed of the reasons or 
difficulties in addressing the issues. Any expressions of dissatisfaction should be 
considered a complaint and appropriately responded to and recorded by the centre in 
accordance with local policy.  
 
Inspectors were told that the social worker for one young person intended to resolve 
the issue of sibling access through a planning meeting with all carers involved in the 
care of the children. Inspectors commend this approach and the DNCLHM should 
ensure that access arrangements suit the needs of the children and are at the 
optimal level to maintain good family links. The young person should be informed of 
the outcome.  
 
Inter-professional consultation 
From interviews, inspectors found that social workers and external professionals held 
the staff team in high regard, but inspectors found that consultation with social 
workers needed some improvement. On two occasions staff had taken action without 
consultation with social workers. In one case, the frequency of aftercare visits with a 
young person in the community was decreased without consultation with the social 
worker, even though this outreach was a significant part of the safeguarding and 
support system for the young person. The other case concerned staff changing 
access arrangements. While the motivation of the staff in taking these actions was 
not in question, they should consult with social workers on any significant changes to 
care plans.  
 
Preparation for leaving care 
One of the children in the centre was due to leave care. This young person was aged 
eighteen but had lived at the centre for several years and was not ready to engage in 
the aftercare plans that were being made, and his accommodation needs had not yet 
been adequately explored.  
 
The regional HSE area had a well-developed aftercare service, and the centre staff 
had an excellent record of support for young people who had previously left the 
centre. These skills and resources should be used to optimal level to ensure young 
people are confident in leaving care. The two other children were sixteen years of 
age and inspectors were told that the development of leaving care plans would occur 
at their next child in care review in accordance with the standards. 
 
Accommodation and Safety 
The centre had a designated health and safety officer and a fire officer. A number of 
staff had been trained in first aid and fire safety. There had been three fire drills in 
the six months prior to the inspection. Generally, the centre was well maintained and 
homely but inspectors had a number of concerns about general health and safety. 
 
A health and safety audit had been carried out recently and it included several 
recommendations including training for staff and managers and review of the health 
and safety statement. Inspectors urge managers to ensure that the 
recommendations from the audit are implemented, and that future health and safety 
audits should specifically refer to the functioning of the centre as a children’s home. 
Inspectors also noted delays in getting repairs completed. For example, an 
emergency light in the kitchen had been reported as broken three months prior to 
the inspection and had still not been repaired at the time of inspection. All repairs, 
particularly those with health and safety implications, should be carried out in a 
timely manner.  
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Practices that did not meet the required standard   
 
Of particular concern to inspectors was the lack of written confirmation from a 
qualified architect or engineer that the centre complied with fire and building 
regulations, as required by standard 10.19. This was recommended previously in the 
2003 inspection and inspectors received a letter from the local HSE fire safety officer 
which confirmed that the centre had fire precautions as required by standard 10.20, 
and fire safety systems as required by standard 10.21. However, after changes 
introduced to the follow up of recommendations in January 2006, the inspectorate 
has sought written evidence of compliance with standard 10.19. Inspectors wrote to 
the Local Health Manager requesting this matter be resolved without delay. 
 
The children did have their own bedrooms, as required by the standards and as 
requested by one young person. The centre had four bedrooms: one was a staff 
office and sleepover room for staff members, another was a staff bedroom, one 
young person had her own bedroom, and the other room was shared by one young 
person and a young adult. The HSEDNC should review the deployment of rooms 
within the centre immediately. 
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2  Introduction 
 

The Health Information and Quality Authority Social Services Inspectorate (HIQA SSI) 
carried out an announced inspection of a children’s residential centre in the Health 
Services Executive (HSE), Dublin North Central Local Health Area (DCLHA) under 
Section 69(2) of the Child Care Act 1991.  The inspection fieldwork was carried out 
over a two day period over the 24th, 25th August 2007 by Nuala Ward (Lead 
Inspector) and the role of support inspector was shared by Kieran O’ Connor & 
Michael McNamara. Feedback to the centre manager and senior managers on the 
inspection occurred on the 27th August 2007.  
 
2.1  Methodology 
 
The inspectors had access to the following documents during the inspection: 
 

1. The centre’s statement of purpose and function, 
2. The centre’s policies and procedure,  
3. The children’s care plan, 
4. Questionnaires completed by social workers, 
6. Census forms on management and staff, 
7. Children’s census forms, 
8. The children’s care files, 
9. Administrative records, 

       10. Health and Safety records. 
 
In the course of the inspection, inspectors interviewed: 
 

• The centre manager, 

• Four members of the care staff, 

• One young person,  

• The social workers for the children, 

• The HSE monitoring officer,   

• The general manager, 

• The alternative care manager. 

 

2.2    Acknowledgements 
 

Inspectors wish to acknowledge the co-operation of the residential management, 
care staff and children involved in this inspection.   
 
 
2.3  Management structure 
 
The centre is managed by two centre managers sharing the post and line managed 
by the alternative care manager. The line manager reports to the general manager 
who in turn reports to the local health manager. 
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2.4   Data on children 
 

Young Person Age Length of 
Placement 

Number of 
previous 

placements 

#1  (boy) 17 12 years 
6 months 

One residential 
placement  

# 2  (girl) 16 12 years 
6 months 

One foster 
placement  

# 3  (boy) 
 16 8 years None  
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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 children 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 DNCLHA should revise the purpose and function of the centre with due 

regard to the numbers and age range of children to whom it provides care.  
 
 
3.2  Management and staffing 
 
Standard 
The centre is effectively managed, and staff are organised to deliver the 
best possible care and protection for children. 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 √   
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Recommendations: 
 
2.  The DNCLHA should ensure that centre managers receive regular, formal 

supervision. 
 
3.  The DNCLHA should examine the training needs of the staff team and ensure 

that training is relevant to the needs of the children living 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: 
 
4.  The DNCLHA should ensure that recommendations from the monitoring 

officer receive a timely response. 
 
 
3.4 Children’s rights 
 
Standard 
The rights of children are reflected in all centre policies and care practices. 
Children 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: 
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5.  The DNCLHA should ensure that expressions of dissatisfaction by children are 
responded to as complaints in accordance with HSE policy. 

 
 
3.5  Planning for children and children 
 
Standard 
There is a statutory written care plan developed in consultation with 
parents and children 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 children 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 children √   

Social work role √   

Emotional and 
specialist support √   

Preparation for 
leaving care  √  

Aftercare √   

 
Recommendation: 
 
6. The DNCLHA should ensure that children are adequately prepared for leaving care. 
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3.6  Care of children 
 
Standard 
Staff relate to children in an open, positive and respectful manner. Care 
practices take account of the children’s individual needs and respect their 
social, cultural, religious and ethnic identity. Children have similar 
opportunities to develop talents and pursue interests. Staff interventions 
show an awareness of the impact on children 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: 
 
7.  The DNCLHA should ensure that the process for children leaving a residential 

centre is managed in a safe and appropriate manner 
 
8.   The DNCHLA should ensure that a formal ongoing risk assessment and review 

process is agreed for one young person who had recently been discharged from 
the centre. 
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3.7  Safeguarding and Child Protection 
 
Standard 
Attention is paid to keeping children 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 

 
 √  

 
Recommendation: 
 
9.  The DNCLHA should ensure that children at risk when regularly absent from 

the centre are assessed through the child protection system. 
 
 
3.8   Education 
 
Standard 
All children 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  √  

 
Recommendation: 
 
10.  The DNCLHA should review practices and procedures to ensure that children 

and young people attend their educational and/or employment placements. 
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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 children 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: 
 
11.  As a matter of priority, the DNCLHA should review the use of rooms in the 

centre and ensure that all children have a room to themselves as required by 
the standards. 

 
12.  As a matter of priority, the HSE should provide written evidence from a 

qualified architect or engineer that the centre complies with fire safety and 
building regulations as required by the National Standards 10.19.  

 
13.  The DNCLHA should ensure that all the recommendations from the health and 

safety audit are implemented.  
 
14.  The DNCLHA should ensure that repairs in the centre are carried out 

promptly.  
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4 Summary of recommendations 
 
1.  The DNCLHA should revise the purpose and function of the centre with due 

regard to the numbers and age range of children to whom it provides care.  
 
2.  The DNCLHA should ensure that centre managers receive regular, formal 

supervision. 
 
3.  The DNCLHA should examine the training needs of the staff team and ensure 

that training is relevant to the needs of the children living in the centre. 
 
4.  The DNCLHA should ensure that recommendations from the monitoring officer 

receive a timely response. 
 
5.  The DNCLHA should ensure that expressions of dissatisfaction by children are 

responded to as complaints in accordance with HSE policy. 
 
6.  The DNCLHA should ensure that children are adequately prepared for leaving 

care. 
 
7.  The DNCLHA should ensure that the process for children leaving a residential 

centre is managed in a safe and appropriate manner 
 
8.    The DNCHLA should ensure that a formal ongoing risk assessment and    

review process is agreed for one young person who had recently been 
discharged from the centre. 

 
9.  The DNCLHA should ensure that children at risk when regularly absent from the 

centre are assessed through the child protection system. 
 
10. The DNCLHA should review practices and procedures to ensure that children and 

young people attend their educational and/or employment placements. 
 
11.  As a matter of priority, the DNCLHA should review the use of rooms in the 

centre and ensure that all children have a room to themselves as required by 
the standards. 

 
12.  As a matter of priority, the HSE should provide written evidence from a 

qualified architect or engineer that the centre complies with fire safety and 
building regulations as required by the National Standards 10.19.  

 
13.  The DNCLHA should ensure that all the recommendations from the health and 

safety audit are implemented.  
 
14.  The DNCLHA should ensure that repairs in the centre are carried out promptly.  
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