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1.  Introduction 
 
The Health Information and Quality Authority (HIQA), Social Services Inspectorate 
(SSI) carried out an unannounced inspection of a children’s residential centre in the 
Health Services Executive (HSE), Dublin North East Area (DNE) under Section 69 (2) 
of the Child Care Act 1991. Bronagh Gibson (lead inspector) and Kieran O’Connor (co 
inspector) carried out the inspection over a two day period from the 18th to the 19th 
of November, 2008.  
 
The centre provided both emergency and short-term residential placements for 
newly homeless boys and girls aged between 15 and 17 years. At the time of 
inspection there were three girls and two boys in residence. The service was 
operating from a house located in the city centre and the location provided access to 
educational and specialist support and social work services. The premises from which 
the service operated had been a cause for concern to inspectors for some time, and 
had failed to meet the standard on safety when inspected by the SSI in 2001 and 
again in 2006. Despite recommendations from these two reports, two health and 
safety audits and a monitoring officer’s report (2004), all of which highlighted the 
unsuitability of these premises for the care of young people and the serious risk it 
posed to the safety of those who lived and worked there, these premises remained 
operational, and were essentially unchanged since the last inspection. Several efforts 
were made by the HSE to acquire new premises. A new facility was secured in North 
County Dublin in the grounds of a psychiatric hospital and it is envisaged that the 
relocation of the service would take place in January 2009. Even with the impending 
relocation, the safety of those working and living in the centre remained a primary 
concern of the SSI.    
 
Some social workers said that the new location was inappropriate for this service. 
The suitability of the new location of the centre could not be determined by this 
inspection, but will be reviewed in the next inspection.  
 
1.1  Methodology 
 
The judgements of inspectors in relation to this inspection are based on an analysis 
of findings verified from more than one source of evidence gathered through: 
observation of practice; interviews with relevant HSE staff members and managers; 
interviews with young people; examination of records and documentation and an 
inspection of accommodation. 
 
The following unit documents were available to inspectors during this inspection: 
 

• Statement of purpose and function, 
• Policies and procedures (including booklets for young people and their 

guardians/parents),  
• Young peoples care plans and case files, 
• Census forms on management and staff, 
• Personnel files, 
• Administrative records,  
• Previous inspection report and follow-up report, 
• Health and Safety documents (including fire and insurance certificates). 

 



During the course of this inspection, inspectors interviewed the following people: 
 

• The acting centre manager, 
• The alternative care manager, 
• Three social workers (two by telephone), 
• One social care leader, 
• Four social care workers, 
• One HSE monitoring officer, 
• Two young people in residence (inspectors also received three  

questionnaires completed by the young people), 
• The HSE local health office manager. 

 
1.2 Acknowledgements 
 
Inspectors wish to acknowledge the young people, staff members and other 
professionals who assisted in this inspection. 
 
1.3 Management structure 

 
The centre was managed by an acting centre manager and the external 
management structure consisted of an alternative care manager and a local health 
office manager. 

 
1.4 Data on young people 
 
On the first day of fieldwork the following young people were residing in the centre: 
 
 
Listed in order of length of placement 
 

Young Person 
 

Age Legal Status Length of 
Placement

No. of previous 
placements 

 

# 1 

 

17 

 

Voluntary Care 

 

Two months 

 

 

 

# 2 

 

17 

 

Voluntary Care 

 

One month 

 

 

 

# 3 

 

16 

 

Voluntary Care 

 

One month 

 

 

 

# 4 

 

17 

 

Voluntary Care 

 

One month 

 

 

 

# 5 

 

16 

 

Voluntary Care 

 

Two days 

 

 



2. Analysis of Findings 
 
Inspectors found that the care provided by the staff to the young people in this 
centre was good. The primary concern in this inspection however, was the standard 
on the physical condition of the building and the safety of those living and working in 
it. Other key areas requiring improvement were behaviour management and staff 
vetting.    
 
 
Practices that met the required standard 
 
Purpose and Function 
The standard on purpose and function was met. The centre provided emergency and 
short-term residential placements for newly homeless boys and girls, with the 
broadest interpretation of newly homeless being applied. While short-term was 
understood to mean up to three months, a young person could remain in the centre 
for an extended period while a placement was being sought or to facilitate a phased 
transition to a new placement or a return home.  
 
Register  
The centre register met the standard. It was well maintained and up to date, with all 
the appropriate information present.  
 
Consultation 
There was good evidence of young people being consulted within the centre. There 
were weekly children’s meetings at which this happened and inspectors had access 
to the minutes of these. Any issues raised were recorded and decided upon at staff 
meetings. However, feedback to the young people was not recorded at the following 
meeting, although they told inspectors that any issues they raised were addressed. 
Inspectors advise that feedback is recorded. Young people told inspectors that they 
could request and be granted permission to attend staff meetings and contribute to 
their care reviews and decision making meetings. They said that they were consulted 
about what courses and jobs they would like to engage in and the centre menu 
planning.  
 
Complaints 
The young people interviewed told inspectors that they knew the complaints process 
and were confident about making a complaint. Clear records were kept of any 
complaints made and inspectors were satisfied there were no outstanding 
complaints. Young people were provided with a handbook which explained their 
rights and other relevant information on the centre.   
 
Access to information 
The young people told inspectors that they had access to their files. One young 
person had viewed his/hers, and another knew he/she could, but did not want to. 
Staff interviewed by inspectors were aware of children’s rights to access their files. 
 
Race, religion, culture, gender and disability 
The religious persuasion of all of the young people was known to the centre, and 
staff were confident that they could and did cater for any religious or cultural needs 
of the residents. Despite being encouraged to go to mass, none of the catholic young 
people attended.  



Safeguarding 
Inspectors found that the staff team were very confident in their knowledge of the 
safeguarding polices in the centre and of what was expected of them, should a 
situation arise.  
 
Admissions and discharges 
Inspectors found that the admission and discharge policies and procedures were 
clear and that the admissions were appropriate in that they met the criteria of being 
homeless. Inspectors also found that all discharges were appropriate and had 
safeguards for the child within the discharge procedures. Inspectors found a deficit 
in the centre’s policies in relation to the level of violent and challenging behaviour it 
had the capacity to deal with. Inspectors advise the HSE to review the admission and 
discharge policies to reflect this capacity. Inspectors were told by staff and the 
centre manager that on occasion information about the young person was sparse 
and required a lot of chasing up by the centre after admission. Attributed to this was 
third party information contained in the social work information forms that the centre 
were not privy to, and therefore these forms were not sent to the centre on 
occasion. Inspectors advise the centre to devise a pro-format that details the basic 
information required by the centre for every child being admitted and that this form 
is circulated to the out of hours social work team.  
 
When gathering information on a young person after admission, the centre used a 
form called an Interim Care Plan. Inspectors advise the centre to re-name this to 
distinguish it from the statutory care plan and interim care plans, where a social 
worker has responsibility for their development. 
 
 
Practices that met the required standard in some respect only 
 
Management  
The centre was well managed and the staff, external professionals and young people 
held the acting centre manager and alternative care manager in high regard. The 
centre had an acting centre manager whose substantive post was deputy manager, 
and who was providing cover fro the permanent manager who was on leave. The 
HSE had tried unsuccessfully to recruit an acting deputy manager and additional 
assistance to the acting manager was provided by the alternative care manager. A 
social care leader had been appointed the day before the inspection and the duties 
they would be carrying out were unclear. This should be clarified. The relationship 
between the staff, young people and the acting centre manager was found by 
inspectors to be one of respect and inclusiveness. Inspectors found that the acting 
centre manager was unprepared for an unannounced inspection and recommend 
that the HSE ensure all managers are prepared for this eventuality. 
 
Inspectors were told by the alternative care manager that work was to be done 
regarding the integration of the centre’s staff team with that of the other centre it is 
amalgamating with, and the staff told inspectors they were unaware of what this 
entailed. Inspectors recommend that the HSE (DNE) develop a plan immediately to 
prepare for the integration of the staff team with that of the other centre it is 
amalgamating with. 
 
 



Staffing 
The centre had an allocation of 12 staff and there were several vacancies. Inspectors 
found that agency staff were employed to fill vacancies on the rota and the same 
agency staff were employed to promote consistency of care. These staff were 
considered part of the centre team and held in high esteem by the team members. 
The staff team were found by inspectors to be committed, competent, caring and 
cohesive and this was echoed by social workers in their interviews with inspectors. 
However, the staff were unclear about certain areas of responsibility and roles 
internal and external to the centre. This will be dealt with under managing behaviour 
and discharges. Members of the team also told inspectors that they had difficulty at 
times in discussing issues such as consistent practice. Inspectors suggest that this be 
one of the areas focussed on in facilitation that the staff team currently receives. The 
young people told inspectors of the positive relationships they had with the staff 
team and were very complimentary of the nurture they received from them.  
 
Inspectors found that the impending move to the new premises had had an impact 
on the morale of the staff team and they had some issues which need further 
attention from senior management. Inspectors found that these difficulties had not 
impacted negatively on the care of the young people however, recommend that 
these issues be resolved and that they have minimum impact on the young people 
throughout this transitional period. The qualifications of the staff team were 
impossible to determine as the personnel files in the centre did not provide this 
information and the alternative care manager was unsure as to where this 
information was currently held. Inspectors recommend that centre personnel files 
refer to the HSE’s satisfaction that all staff are suitable qualified. 
 
Supervision and support 
The centre had regular staff meetings and inspectors found that attendance was 
good. The staff meetings were part of the rostered hours. The staff team had regular 
team facilitation with an external facilitator and they told inspectors that they valued 
this support. These sessions were found by inspectors to have no terms of reference 
and were not recorded. Inspectors recommend that terms of reference be developed 
for this facilitation, to ensure that it addresses current staff issues and that a brief 
summary of the facilitation is recorded, including the outcomes achieved. 
 
The standard and frequency of supervision for all staff members was difficult to 
determine in this inspection, as some staff were supervised by the manager of 
another centre and one was supervised by a member of the agency with which they 
were registered. For these staff members, supervision records were not kept in their 
personnel files. Inspectors recommend that all records be held centrally. Inspectors 
recognise that the supervising of staff by a manager from another centre is not a 
permanent arrangement and recommend that staff return to being supervised by an 
appropriate person within the residential centre as soon as possible. Of those records 
that inspectors had access to, supervision was regular, and covered appropriate 
areas such as accountability and caring for young people. However, supervision was 
recorded in short bullet points, with little detail recorded. Inspectors were told that 
this was because some staff members feared others may gain access to their notes. 
Inspectors recommend that staff are assured that their files are kept in a safe area 
and that supervision records are recorded in more detail.  
 
 
 



Training and development 
Training in areas specific to the needs of the young people in the centre was ongoing 
and inspectors identified a need for refreshers in Children First. 
 
Administrative files 
The young people’s case files were comprehensive. They were not maintained to a 
standard that facilitated access for young people, inspection or supervision. 
Inspectors recommend that the young people’s files are divided into relevant 
sections with a clear contents and contacts page at the front. The files did not 
contain photographs of the young people and inspectors recommend that this be 
rectified. Two files did not contain birth certificates and none had a medical card or 
medical card reference number on file. Inspectors recommend that this is rectified. 
 
Primary care 
The young people told inspectors that they felt safe and well looked after. They said 
that the food was good and that the staff were kind and caring, and this was 
witnessed by inspectors. The young people and staff told inspectors that clothing 
had to be purchased with money obtained via the allocated social worker by way of a 
clothing grant, and that the centre had no budget for this expenditure. They said 
that there was a difficulty in obtaining this money on occasion and at times, a 
considerable time delay for some young people. This system is wholly unacceptable 
and inspectors recommend that this system be reviewed immediately.  
 
Despite the good care practices inspectors found in the centre, and the good level of 
care the staff provided to the young people, the premises in which these young 
people resided was of poor standard. The children presented as healthy, 
notwithstanding the involvement of some of them in alcohol and drug misuse. They 
told inspectors that they had access to a doctor should they need one, and that if 
they were sick the staff took good care of them.   
 
Statutory Care Plans 
Each young person in residence had a care plan. However, none were signed by the 
young people or their parents/guardians, although there is reference to them being 
consulted in the text of the documents (where applicable). Inspectors recommend 
that care plans are signed by young people and their parents/guardians where 
appropriate. Two of the care plans did not refer to the religious persuasion of the 
children and the HSE should ensure that this is rectified. 
 
Social Work Role 
Inspectors saw evidence of regular contact between the centre, young people and 
social workers. One young person told inspectors of regular visits by their social 
worker and that they had a very good and positive relationship. Inspectors found no 
evidence of social worker reading case files, however, social workers and staff told 
inspectors that this does occur. One young person had been resident in the centre 
for over one month before they were allocated a social worker. This had had an 
impact on their access to siblings and uncertainty as to what their future plan was.  
All young people in the care of the HSE should be allocated a social worker. Care 
files had limited medical histories on the young people and the HSE should ensure 
that all care files have a medical history. One social worker, despite having regular 
contact with the centre was unaware that the centre was moving to a new location 
and as such, had little input into the planning for this move with the child they were 
allocated to. Inspectors recommend that the HSE ensure all professionals involved 



with the centre are aware of this move and that careful consideration is given to 
minimising the impact of this move on the young people in their care. Inspectors also 
recommend that any change in purpose and function related to this move is 
communicated to the social work departments referring into the centre. 
 
Emotional and specialist support 
Inspectors found that young people had access to specialist supports such as drug 
counselling, child and adolescent mental health services and educational supports. 
The centre had access to a drug counsellor, who had an office in the centre. 
 
The centre had a key working system and there were regular, recorded key working 
sessions on file. The young people were allocated two key workers. The young 
people told inspectors there was no option to request a different key worker should 
they wish to do so, but that having two key workers was good. Key working is a 
methodology, based on relationships and not a function, as described by one staff 
member to inspectors, with the sole purpose of making phone calls and arranging 
appointments etc. Inspectors recommend that key working as a methodology is part 
of the induction programme for all staff to the centre and addressed as part of the 
supervision process.  
 
Restraints 
The centre has a no restraint policy and use of the gardai was found by inspectors to 
be appropriate and a measure of last resort. However, inspectors recommend that 
the centre review the policy on physical intervention as part of the behaviour 
management review. 
 
Leaving care and aftercare 
The centre had no specific programme related to preparing a child for leaving care. 
Inspectors found that the young people had minimal involvement in the routines of 
the house, including cooking and preparing meals. Staff were committed to and had 
developed many links in the local community for work and educational placements 
for young people. Inspectors recommend that the centre develop an age appropriate 
programme aimed at preparing young people for leaving care or moving on to 
residential settings with more independence. One young person is 18 next summer, 
and had a long care history. Inspectors recommend that their social worker develop 
a leaving care and after care programme for them. 
 
Contact with families 
The staff told inspectors that they were proactive in maintaining family links for the 
young people and that families may, but do not tend to, visit the centre. Family 
contact took place outside of the centre. Inspectors recommend that the centre 
engage with families and provide facilities in which family visits may take place. 
Despite the good nature of the staff, the current premises were not conducive to 
encouraging family visits. The young people told inspectors they had regular family 
contact by phone and visits outside of the centre, but one young person was 
distressed about not having access to his/her siblings. This was due to the young 
person not having an allocated social worker however, this issue could also have 
been addressed on an interim basis by the centre. Inspectors recommend that the 
centre develop practices that are less dependent on external professionals in 
engaging families of young people where there is no allocated social worker. 
 
 



Absence without authority 
Due to the impending move, the files of young people who had left had been 
archived, and so inspectors could not determine the total number of absences 
without authority. The monitoring officer, social workers, staff and external manager 
commented that the client group for whom this centre caters have a propensity to be 
absent and at risk, and that this behaviour is one of their characteristics. 
Notifications of such absences were appropriate and the procedures to be followed 
were clear to all professionals involved. It was accepted by those interviewed that 
this is an area of concern, and that it was managed on an individual case basis and 
in the safest way possible. There was considerable emphasis placed on relationship 
building with young people and when absent, inspectors were told that the focus 
was on maintaining phone contact with other agencies and the young people 
themselves. An in-house policy was also introduced by the young people themselves 
that stated they were not to have access to their rooms for two hours on their return 
from an unauthorised absence. The young people interviewed thought this was fair 
and that it deterred them from being absent. For others however, their absences 
from the centre continued.  Inspectors recommend that notifications of absences 
without authority are reviewed regularly by the centre manager and external 
managers, and that policies and procedures reflect the assessment and management 
of risk presented to young people whilst absent from the centre. 
 
Child protection 
The standard on child protection was mostly met. The team were knowledgeable 
about the use of and rationale behind making child protection notifications, and the 
monitoring officer and social workers told inspectors that they received all 
notifications made in relation to the young people. Inspectors were told of the 
considerable volume of notifications to the monitoring officer and recommend that 
child protection notifications be reviewed regularly by the centre and alternative care 
manager. 
 
Inspectors found that the front and back door of the centre were locked at all times, 
and that the doors could only be opened by the staff with a key. This was the case 
for several reasons; the staff told inspectors they were locked to keep the young 
people safe from members of the public who may have grievances with them and to 
monitor the comings and goings of the young people in residence. Inspectors found 
no evidence that locking the doors prevented the young people leaving if they 
wished to do so. Inspectors recommend that this practice be based on a risk 
assessment. 
 
Monitoring 
The standard on monitoring was partly met. The centre was monitored by a HSE 
monitoring officer who was in regular contact with the centre and was well informed, 
but there were no monitoring reports for the centre. The monitoring officer also had 
responsibility for 40 other residential centres. Inspectors recommend that the HSE 
ensure the standard on monitoring is met. 
 
Education 
Inspectors were dependent on interviews to determine the standard on education in 
the centre, as the care files did not have an education section. There was one young 
person in education at the time of inspection and another due to start in the near 
future. The young people interviewed told inspectors that there were great efforts 
made by the centre staff to get them places on courses they liked and one young 



person started a Fas course during the inspection. The young people articulated their 
hopes and ambitions for the future regarding gainful employment, and felt the centre 
was helping them in every way possible to realise these ambitions. Inspectors 
recommend that an education section in the case files is created. Inspectors also 
recommend that an alternative programme is introduced in the centre for those 
young people that refuse or do not have a school or a course to go to, or do not 
engage in the educational programme on offer. 
 
Health 
Inspectors found that the young people had access to local doctors and could choose 
their own doctor, should they wish to do so. The care files did not have a health 
section and as such, the level and nature of ongoing health needs and responses 
was not determinable in this inspection. Some information was available in care 
plans. Social workers reported that issues such as sexual health, alcohol and drug 
misuse were addressed with the young people by them and the centre staff and 
external professionals such as drugs counsellors where appropriate. Inspectors 
recommend that a health section in the case files be created.   
 
 
Practices that did not meet the required standard  
 
Vetting of staff 
Inspectors found that the standard of references required improvement as several 
were testimonials and some were undated and unsigned. A letter from a recruitment 
agency was on the centre files, stating that references and garda vetting in relation 
to agency staff were held in their offices. Qualifications of 9 staff were not present 
on the centre files. Inspectors recommend that the HSE provide evidence for the 
centre files that they are satisfied that all staff are appropriately vetted, have valid 
references and have relevant qualifications.  
 
Managing behaviour 
Inspectors found that the staff were trained in Therapeutic Crisis Intervention. Staff 
emphasised relationship building as an aid to behaviour management, and told 
inspectors that there was some disagreement within the staff team and with external 
managers as to what constituted unacceptable behaviour. Throughout the inspection 
interviews, the high tolerance level by the staff team was indicated. On further 
exploration, it was evident that there was a lack of clarity within the staff team 
around the concept of accepting the young people but not tolerating unacceptable 
behaviours. A social worker said that one of the reasons the young person they were 
supervising had less incidences of violent outbursts, and had maintained a 
reasonable relationship with the staff team, was in part due to the lack of 
challenging to their absences or attendance at education. The decrepit physical state 
of the building itself dictated to some extent the behaviours that were challenged. 
Staff told inspectors of their sense of powerlessness in addressing serious violence or 
other behaviours such as damage to property. Inspectors found that when admitted, 
written consent from social workers was sought to charge young people for criminal 
damage, should the situation arise. Inspectors recommend that this practice cease 
immediately. However, the SSI are in no way stating that the centre, the young 
people and professionals cease to work in partnership with each other around what 
is practical and what is in the best interest of the child. Inspectors also recommend 
that behaviour management practices in the centre are the subject of review by the 
centre managers in the immediate future. 



 
Premises and safety 
The standards on accommodation, maintenance and repairs, safety and fire safety 
were not met. The accommodation was found by inspectors to be of such low 
standard as to be uninhabitable and this was acknowledged by the local health office 
manager. One social worker described the premises as ‘decrepit’ and stated it was 
‘not the kind of place you want to see children placed’. The building was in 
considerable disrepair, with graffiti prominent throughout. Fire extinguishers had 
been removed from their locations and were stored in various rooms throughout the 
building. The centre did not comply with standard 10.19. Inspectors found exposed 
wires resting along skirting boards and hanging from ceilings. Storage areas had 
doors missing and there were holes in the floors that had been temporarily fixed, but 
were deemed by inspectors to be unsafe. Inspectors also found banisters that were 
unsafe and not secured properly. The gardens were very overgrown and the young 
people’s bedroom windows had weeds growing from them. The living and sleeping 
areas were not maintained to an acceptable standard. As referred to earlier in this 
report, this inspectorate had recommended that this service re-locate as far back as 
2001 and despite this (and several health and safety audits) it remains operating 
from the premises.  
 
Inspectors recommend that the HSE (DNE) plans the transition of the young people 
moving from these premises to the new premises in 2009. The HSE (DNE) have told 
the inspectorate that the services will cease operating from the premises on the 4th 
of January 2009 and inspectors recommend that on this date, the premises cease to 
be used as a residential centre of any kind. Additionally, the HSE are to satisfy 
themselves that any area being inhabited during this transition is safe. In relation to 
new referrals to the service during this transitional period, a letter has been sent to 
the HSE National Director separately, to address this issue. 
 



3.  Findings 
 
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 

 
√ 

  

 
 
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: 
 

1. The HSE (DNE) should ensure that all centre managers are prepared for 
inspections. 

 
2. The HSE should ensure that staff issues related to the move are addressed. 

 
3. The HSE (DNE) are to develop a plan to prepare for the integration of the 

staff teams from the two centres involved in the proposed move. 



 
4. The centre managers are to develop terms of reference for staff facilitation 

to ensure it addresses current staff issues. This facilitation is to be 
recorded in summary. 

 
5. The HSE (DNE) are to ensure that all staff are supervised by a member of 

the centre team in line with best practice. 
 
6. The HSE (DNE) are to ensure that staff supervision notes are more 

detailed, kept in personnel files and in a safe area. 
 
7. The HSE (DNE) are to ensure that all staff receive refreshers in Children 

First. 
    
 
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: 

 
8. The HSE (DNE) should ensure that monitoring reports are written and that 

the necessary resources are put in place to facilitate this. 
 

 
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 

 
√ 

  



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 (DNE) should ensure that care plans are completed to the 
regulatory standards. 

 
10. The HSE (DNE) should inform social work departments referring into this 

centre of the proposed move and any changes in purpose and function of 
the centre that are involved. 

 
11. The HSE (DNE) should replace the current system of buying clothing for 

young people with a more satisfactory arrangement. 
 
12. The HSE (DNE) should ensure that the information in all case files are 

brought up to regulatory standards. 
 



13. The HSE (DNE) should ensure that all young people admitted to the 
centre are allocated a social worker immediately. 

 
14. The centre managers should ensure that the methodology of key working 

is part of the centre induction programme and supervision process. 
 
15. The centre managers and social workers should develop a preparation for 

leaving care programme for young people in the centre. 
 
16. The HSE (DNE) is to develop a leaving care and after care programme for 

one young person who is 18 in July 2008.  
 
17. The centre managers should ensure that the centre is more pro-active in 

engaging with families. 
 
 
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: 
 

18. The centre manager and alternative care manager should review 
notifications of absences regularly. 

  



19. The HSE (DNE) should ensure that the centre policies and procedures on 
absences reflect the assessment and management of risk when young 
people are absent from the centre. 

 
20. The HSE (DNE) should ensure that behaviour management practices of 

the centre are reviewed in the immediate future, including the policy of 
not using physical restraint.  

 
21. The HSE (DNE) should ensure that the practice of seeking consent from 

allocated social workers to charge a young person for property damage 
ceases immediately. 

 
 
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: 
 

22. Child protection notifications are to be reviewed regularly by the centre 
manager and alternative care manager. 

 
23. The HSE (DNE) are to ensure that the locking of external doors in the 

centre is based on a risk assessment. 
 
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 

 
 

 
√ 

 

 
Recommendation: 
 
24. Case files are to be structured in such a way as to have an education 

section. 
 



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: 
 
25.  Case files are to be structured in such a way as to have a health section. 

 
 
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: 
 
26.  Inspectors recommend that the HSE (DNE) plans the transition of the 

young people moving from these premises to the new premises in 2009.  
 
27.  Inspectors recommend that from the 4th of January 2009, the premises 

cease to be used as a residential centre of any kind.  
 
28.  The HSE (DNE) are to satisfy themselves that any area being inhabited 

during this transition is safe.  



4.   Summary of recommendations 

1. The HSE (DNE) should ensure that all centre managers are prepared for 
inspections. 

 
2. The HSE should ensure that staff issues related to the move are 

addressed. 
 
3. The HSE (DNE) are to develop a plan to prepare for the integration of the 

staff teams from the two centres involved in the proposed move. 
 
4. The centre managers are to develop terms of reference for staff 

facilitation to ensure it addresses current staff issues. This facilitation is 
to be recorded in summary. 

 
5.  The HSE (DNE) are to ensure that all staff are supervised by a member of 

the centre team in line with best practice. 
 
6.  The HSE (DNE) are to ensure that staff supervision notes are more 

detailed, kept in personnel files and in a safe area. 
 
7. The HSE (DNE) are to ensure that all staff receive refreshers in Children 

First. 
    
8. The HSE (DNE) should ensure that monitoring reports are written and 

that the necessary resources are put in place to facilitate this. 
 
9. The HSE (DNE) should ensure that care plans are completed to the 

regulatory standards. 
 
10. The HSE (DNE) should inform social work departments referring into this 

centre of the proposed move and any changes in purpose and function of 
the centre that are involved. 

 
11. The HSE (DNE) should replace the current system of buying clothing for 

young people with a more satisfactory arrangement. 
 
12. The HSE (DNE) should ensure that the information in all case files are 

brought up to regulatory standards. 
 
13. The HSE (DNE) should ensure that all young people admitted to the 

centre are allocated a social worker immediately. 
 
14. The centre managers should ensure that the methodology of key working 

is part of the centre induction programme and supervision process. 
 
15. The centre managers and social workers should develop a preparation for 

leaving care programme for young people in the centre. 
 
16. The HSE (DNE) is to develop a leaving care and after care programme for 

one young person who is 18 in July 2008.  
 
17. The centre managers should ensure that the centre is more pro-active in 

engaging with families. 
 

 



18. The centre manager and alternative care manager should review 
notifications of absences regularly. 

  
19. The HSE (DNE) should ensure that the centre policies and procedures on 

absences reflect the assessment and management of risk when young 
people are absent from the centre. 

 
20. The HSE (DNE) should ensure that behaviour management practices of 

the centre are reviewed in the immediate future, including the policy of 
not using physical restraint.  

 
21. The HSE (DNE) should ensure that the practice of seeking consent from 

allocated social workers to charge a young person for property damage 
ceases immediately. 

 
22. Child protection notifications are to be reviewed regularly by the centre 

manager and alternative care manager. 
 
23. The HSE (DNE) are to ensure that the locking of external doors in the 

centre is based on a risk assessment. 
 

24. Case files are to be structured in such a way as to have an education 
section. 

 
25.  Case files are to be structured in such a way as to have a health section. 
 
26.  Inspectors recommend that the HSE (DNE) plans the transition of the 

young people moving from these premises to the new premises in 2009.  
 
27.  Inspectors recommend that from the 4th of January 2009, the premises 

cease to be used as a residential centre of any kind.  
 
28.  The HSE (DNE) are to satisfy themselves that any area being inhabited 

during this transition is safe.  
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