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1.  Introduction 
 
On 17th and 18th September 2008 the Health Information and Quality Authority Social Services 
Inspectorate (HIQA SSI) carried out an announced inspection of a high support unit (HSU) in 
the Health Services Executive Southern Area (HSESA) under Section 69(2) of the Child Care Act 
1991. The inspection team consisted of Michael McNamara (lead inspector) and Sharron Austin 
(co-inspector). The unit was a five-bedded facility by policy operated at a capacity of three, and 
at the time of the inspection it had three boys aged between 13 and 15 years, and there were 
no referrals on a waiting list.  
 
1.1  Methodology 
Inspectors’ judgements were based on analysis of findings verified from several sources of 
evidence gathered through: interviews with the unit manager, two children, three care staff, a 
supervising social worker, a social work team leader, the monitoring officer, a senior clinical 
psychologist, the educational co-ordinator of the on-site school, a parent, the child care 
manager, the general manager, the co-ordinator of residential services, and a parent and 
grandparent by telephone, examination of relevant documentation, observations, and an 
inspection of accommodation. Sources of evidence included: the unit’s statement of purpose 
and function, policies and procedures, children’s care files, questionnaires completed by social 
workers, census forms on unit staff, children’s census forms, staff personnel files, administrative 
records, health and safety records, the unit’s register, and confirmation of insurance. 
 
1.2    Acknowledgements 
Inspectors wish to acknowledge the co-operation of all those involved in this inspection.   
 
1.3  Management structure 
The unit manager had a qualification in social care. He reported to the child care manager, who 
in turn reported to the general manager of NLLHA.  The structure of the management of the 
unit is shown in the chart below.  
 
 
 

Management Structure of HSU – September 2008 
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4 Relief Staff 8 Full Time & 1 Part Time Child Care Workers 3 Staff on Career Break

 
 
 
 
 
 
 
 
 
 



 
 
 
1.4 Data on children 
 
Listed in order of length of placement on 17th September 2008 
 

 

Child Age  Legal status Length of 
placement 

Placing 
local health 

area 
Number of previous placements 

#1  (boy) 15 years 
8 months 

Voluntary 
Agreement 

1 year 
3 months North Cork 1 foster care 

# 2  (boy) 13 years 
11 months Care Order 1 year South Lee 1 foster care placement 

1 high support 

# 3 ( boy) 14 years 
3 months 

Voluntary 
Agreement 5 months North Cork 1 residential care 

1 foster care 

2.  Analysis of Findings 
 
Overall, inspectors found a good standard of care in the unit. Practice was child-centred, and 
links with families were strongly promoted. The unit was well managed, in good order and 
calm, with a good quality of relationships between staff and the children, who were generally 
happy and in good health. The children spoke highly of the manager and staff, and were clear 
that the staff were ‘for them’ and wanted them to do well. 
 
The manager and staff were providing a good service within the scope of the unit’s purpose and 
function, and the therapeutic provision was a key factor in the good quality of care. Overall, the 
standards on primary care, emotional and specialist support, monitoring, care planning, family 
contact, health, the supervising social work role, and consulting with children were well met. 
Areas where practice needed to improve included: the vetting, supervision and deployment of 
staff, complaints, safeguarding, health and safety, and fire safety.  
 
Practices that met the required standard 
 
Statement of Purpose and Function 
The standard on the statement of purpose and function was well met. It stated that the unit 
was for three boys aged between 12 and 15 on admission who were from the HSE South 
region. It offered high support on account of the special needs and vulnerability of the boys. 
This entailed higher ratios of staff to children than would be found in a mainstream residential 
unit, and therapeutic input. The statement had been written in a format designed to make it 
accessible to social workers, parents and young people. With it there was a set of documents 
clearly outlining policies and procedures covering several aspects of the service provided in the 
unit.  Alongside its main text the document had brief descriptions of key terms such as care 
plan, therapeutic approach and resilience. These notes made the document more user-friendly 
and accessible.  Practice in the unit reflected the details of the statement. It did not specify the 
length of placements, but in practice placements were medium to long-term rather than short-
term. The statement included all the major unit policies. Some of the policy documents needed 
revision, particularly those referring the restriction of liberty. The unit is an open facility, and 
there are no circumstances in which it has the legal authority to detain children.   
 
Monitoring 
The standard on monitoring was well met. The monitoring officer visited the unit regularly and 
produced reports on each visit.  
 
Care planning 
The standard on care planning was well met. The three children had a care plan prepared 
within the statutory timescales, and reviews were frequent and regular. Care plans were 
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relevant to the placement and up-dated to reflect changes in the children’s circumstances. One 
care plan that had not shown access arrangements was amended in response to a 
recommendation made by the monitoring officer.  
 
Emotional and specialist support 
The standard was well met. The unit had a senior clinical psychologist who also provided a 
service to other centres. The care plans and individual crisis management plans were informed 
by thorough assessments, and the psychologist saw children individually as well as working 
closely with the staff. The HSE local health office is commended for maintaining a psychological 
service for residential care.   
 
Social work role 
The standard on the role of the supervising social worker was met.  
 
Health  
The standard on health was well met. The unit managers and staff are commended for having a 
positive approach to exercise and encouraging the children enjoy as much time as possible 
outdoors.  
 
 Practices that met the required standard in some respects only 
 
Management and staffing 
The unit was well managed, and there was an atmosphere of calm on both days of the 
inspection. The deputy manager had been on planned extended leave, but was due to return. 
Staff interviewed by inspectors were assured and confident, and spoke warmly about the 
children. They had managed challenging behaviours, including assaults from time to time, but 
in contrast to the 2004 inspection when staff morale was found to be low owing to similar 
challenges, in this inspection staff had faith in the systems in place to support them and had 
made use of them, and also had strong routines, good therapeutic support, and a consistent 
approach to the management of behaviour  

The staff team consisted of the manager, 18 full-time, four part-time and four relief posts, as 
shown in the chart above. They had a broad range of experience and qualifications. The 
average length of service in the unit was just under four years. Fourteen staff had qualifications 
in social care, five in social science, and four in social work; and there were 16 women and 11 
men.  At the time of the inspection three staff were on career breaks. Inspectors examined the 
minutes of team meetings and found that the meetings were not fully attended by all staff. 
Numbers in attendance varied between five and eleven staff. This was referred to in the 2004 
inspection report and the unit gave inspectors an understanding that relief staff covered duties 
so that full time staff could attend the meetings. Inspectors were told that the roster was 
designed to ensure all staff attended team meetings, and night staff were obliged to attend 
once a month to fulfill their contractual hours.  Given the nature of the needs of the children 
and the intricacies of the therapeutic responses to them, inspectors are of the view that 
communication in the team should be of the highest standard and that staff meetings play an 
essential role in ensuring that it is. The manager of the unit should ensure that there is  
maximum attendance at staff meetings.  

Vetting 
There were deficiencies in vetting. One member of staff commenced employment before all the 
required checks, including relevant Garda clearance, were in place. Another, appointed early in 
2008, commenced employment before the necessary three references had been received. The 
loose leaf format of the personnel files meant that they were not sufficiently ordered or secure, 
and some papers, such as references, were not on file. Deficiencies in vetting were highlighted 
in three monitoring reports in the year prior to the inspection. Practice in vetting and the 
maintenance of personnel files should be reviewed in order to bring them up to standard.  
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Training 
Inspectors were provided with a full list of all staff training over several years, and found that 
all staff had received training in Therapeutic Crisis Intervention (TCI), a component of which 
was the only approved method for the use of physical restraint, and 13 staff had training in 
First Aid, but few had training in fire safety or Children First: National Guidelines on the Welfare 
and Protection of Children. Inspectors recommend that a training needs audit is carried out, and 
that training in fire safety and Children First is provided.   
 
Supervision 
The unit had a policy that was detailed and explained fully the various objectives of supervision 
as well as procedural expectations that included a contract between the supervisor and 
supervisee, confidentiality and the maintenance of a record, and the frequency of one month 
and duration of one hour per session.   Inspectors found that staff supervision did not occur at 
a frequency consistent with the unit’s policy, and was fragmented in that there were several 
supervisors but no co-ordinating structure, and there were wide variations in records that were 
located in different places. Inspectors recommend that practice is reviewed, that supervision 
becomes regular and conforms in all respects to the policy, and that the unit manager co-
ordinates and evaluates the system. 
 

Notification of significant events 

The standard on notification of significant events was well met. The monitoring officer and 
social workers said that they were promptly notified in accordance with the standard. 
Inspectors recommend that both are notified of any threats of self-harm, and of any incident in 
which a child is kept in part of the unit by the locking of a door, a practice referred to below. 

Register 
Inspectors found that alterations had been made to the register. The register also lacked 
addresses for places to which children had been discharged. Inspectors recommend that 
managers ensure that the register contains all the information required by regulation, and that 
where information has changed a new entry is made in the register clearly indicating which one 
it replaces.  
 
Children’s rights 
The standard on consultation was well met. It was clearly understood by staff and children, and 
reflected in practice. There were children’s meetings which were well run, well recorded and 
valued by the children.  
 
The unit’s policy on complaints was less well understood, and poorly practised, in part because 
there had been only one formal complaint in the year prior to the inspection. Inspectors found 
that the responses to minor complaints were not recorded. In his report for August 2008 the 
monitoring officer recommended that an instance where one child was encouraging another to 
make a complaint should be recorded in the complaints register. A parent interviewed by the 
inspectors had made complaints about the conduct of access visits and about aspects of the 
care of her son. These were already known to the manager of the unit and supervising social 
worker and were being investigated, but were not counted as complaints that had arisen in the 
year prior to the inspection. Inspectors recommend that they are resolved as soon as possible. 
Children interviewed by inspectors raised points of concern. These were known to staff, but not 
regarded as formal complaints. The procedure for making complaints needs to be clarified. Staff 
should recognise when a child makes a complaint and record it as such.  
 
The right of access to information was not clearly understood. The care files were in good 
order, and while there might be concerns about the emotional impact of access to information 
on the child, there is scope for this to be discussed with the clinical psychologist. Inspectors 
recommend that practice in relation to the promotion and facilitation of this right be reviewed 
and brought up to standard by the unit manager.  
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Access and contact with families 
The standard on access and contact with families was well met. Inspectors interviewed a parent 
and grandparent over the telephone, and both expressed satisfaction with the standard of care 
received by children in the centre, the access arrangements, and the overall communication 
between themselves and the unit staff.  
 
In the 2004 inspection inspectors recommended that there should be a revision of the unit’s 
policy on the supervision of access visits so that a decision to supervise visits is the product of 
the care plan, based on the recommendation of a risk assessment that is formally recorded.  In 
this inspection inspectors found that in one care plan the supervision of the access visits was 
assigned to the unit staff. This presented the staff with a responsibility to assess risk off site, 
and how that risk was managed was at the centre of the complaints being made by a parent, 
referred to above. The management of risk during access also gave staff further difficulties in 
day-to-day care of the child in the unit. The unit manager had concerns about this and had 
arranged a meeting with the social work department in order to discuss points raised by the 
parent. Inspectors recommend that the supervision of the access visits be reviewed, that the 
best arrangement is made to manage the risks entailed in this case, and that clear boundaries 
are established between the management of risk off site and the management of the child’s 
behaviour on site.  
 
Care of the children  
Inspectors found that the care of the children was of a high standard. The children sat down to 
regular healthy meals and were encouraged, and facilitated by the acquisition of a trampoline 
and bicycles, to take exercise. There were clear routines and boundaries, and the children were 
well motivated to go to school, and to participate in other activities such as surfing, boating and 
scouts.  
 
In the 2004 report inspectors reported that the fridge seemed to be always empty, and made a 
recommendation to review practice in relation to food. Children told inspectors in this inspection 
that the situation was the same. Inspectors were told by managers that access for some 
children was restricted because they were on programmes to maintain a healthy weight. 
Inspectors recommend that the unit manager reviews practice, and considers ways in which the 
children’s views may be addressed. Their views have validity simply because they are what they 
wish to say. Staff should have discussions with the children about this particular issue in order 
to address them. The children expressed concern to inspectors about the security of their 
belongings in their bedrooms. The manager should review practice in respect of this standard.  
 
Management of behaviour 
Generally, the standard was well met. The policy was to endeavour to create an atmosphere of 
calm in the unit, in part to support one child who had special needs, but also to use the 
environment to manage behaviour. Sanctions, called consequences in the unit, were recorded in 
the children’s files. There were deductions of pocket money for damage to property and other 
behaviours such as setting off alarms. Overall inspectors found that the sanctions were 
proportionate and sparely used.  The practice of locking a door in the centre of the unit and 
restricting the movement into other rooms of a child in order to manage a risk presented to the 
child himself or others was rarely used. However, children describing such incidents to 
inspectors clearly found them distressing. Inspectors recommend that the measure is reviewed 
and that each instance of its use is notified to the supervising social worker and monitoring 
officer as a significant event as it occurs.    
 
Unauthorised absences 
In the year prior to the inspection there had been 35 unauthorised absences ranging from five 
minutes to sixteen and a half hours. The Gardai were not notified in some cases because the 
absences were either in the vicinity of the unit or entailed going to the special care unit that 
was located elsewhere on the campus. All absences were notified to the supervising social 
workers and the monitoring officer in accordance with the standards, and parents told 
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inspectors that they were always promptly notified. Inspectors are of the view that the unit 
manager should revisit the policy, particularly the definition of an unauthorised absence as 
being ‘out of vision’ and consider ways in which more discrete assessment of absence, to 
determine whether it is with or without risk, can be made. 
 
Physical restraint 
There had been 158 occasions when physical restraint was used in the year prior to the 
inspection, 121 of them involving one child. Eight-five of those restraints took place between 
August and November 2007. This level of use of a controversial measure is a matter of serious 
concern to inspectors.  
 
The local HSE region had a serious incident review group that received details of each restraint 
and assessed it in terms of its conformity to the TCI model and its impact on the child. The 
group included a senior clinical psychologist, and regular review meetings were held specifically 
to look at the staff’s management of the serious challenges presented by the child. All incidents, 
not just restraints, concerning this child were reviewed in early September 2008 with a detailed 
analysis made of each episode. The conclusion of the review was that the level of restraint had 
reduced to such an extent that in the four months from May to August 2008 there were only 
three instances where restraint was used, partly because of the positive development of the 
child himself, and partly because the factors that could trigger aggressive responses were better 
understood by staff.  
 
Inspectors found that while the number of restraints in the early part of the placement was 
initially high, the unit manager and staff had persevered in the face of considerable challenges 
and made changes in their practice that had been prompted by regular clinical review of the 
incidents and therapeutic oversight of the day-to-day care in the unit.  
 
The group made a recommendation in August 2007 that the case should be reviewed at a 
senior level of case management because the child’s level of anxiety about future placement 
had a direct bearing on the aggressive behaviours that led to the use of restraint. There is a 
long-term plan for him to move to a placement near to home, but the details have yet to be 
discussed with him. This recommendation was repeated in May and September 2008. The HSE 
should ensure that the recommendation receives an appropriate response without further delay.  
 
Child Protection and Safeguarding 
The standard on child protection and safeguarding was mostly well met. Inspectors were 
concerned that the lengthy routines at bedtime, intended to gradually settle the children, 
presented safeguarding risks, and they recommend that this practice is reviewed in consultation 
with the clinical psychologist. They also recommend that staff receive training on the unit’s 
policies and practice so that the emphasis on safeguarding of children is prominent.  
 
Education 
All three children were attending the on-site school, and spoke highly of the school and were 
keen not to miss any days. One child complained to inspectors that he had to drop two subjects 
for junior cert owing to a reduction in teaching hours in the school. Inspectors confirmed this 
with the educational co-ordinator. They recommend that the supervising social worker and unit 
manager give this matter urgent attention, respond to the child’s complaint formally, and make 
arrangements for him to continue studying for all his junior cert subjects.  
 
Health and safety 
Inspectors were shown copies of a fire inspection and fire and safety audit questionnaires that 
had been completed in November 2006. There is a need for an up-to-date, comprehensive 
health and safety assessment. Inspectors recommend that this be carried out once the works 
required for fire safety, referred to below, are complete.   
 
Inspectors were provided with a copy of a valid insurance policy for the unit.  
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Fire safety 
The standard was only partly met. An examination of the fire register showed that there had 
been a fire drill in September 2008, a year after the last drill. Most of the checks were regular 
but there were some gaps, for example, there had been only seven weekly checks from 7th 
June 2008 to the time of the inspection, a period when there should have been twice as many.  
 
The unit had written confirmation of compliance with fire safety and building control regulations 
as required by standard 10.19. The report of an assessment of compliance with the original fire 
safety certificate was received by the HSE in April 2008, and remedial work recommended by 
the report was due to start in August 2008. Inspectors require written confirmation under 
standard 10.19 once the work is completed.  
 
Accommodation 
The accommodation in the unit was of a high standard. It was spacious and well maintained. 
The standard of décor and furnishings was high, and efforts were made to provide an element 
of comfort in a building that was not purpose-built. The children had their own bedrooms. The 
bedroom of one of them had no means of ventilation. At the time of the inspection the child 
was transferring to another room. The room should not be used for another child until it can be 
properly ventilated. The suitability of the accommodation is referred to above.  
 
The general physical state of the unit was good, but the fact that the building was shared by 
the school and other offices meant that the privacy of the children was compromised. The 
accommodation is, however, unsuitable both in terms of being in a multipurpose building and in 
terms of the environment. The inspection report in 2004 recommended that ‘The board should 
give consideration to the suitability of the building and setting as a residence for children in 
care; and they should take measures to ensure that the unit has a separate identity from the 
hospital.’ There had been no progress on this recommendation at the time of this inspection. 
The HSE should find alternative premises that are appropriate for looking after children in care.  
 
 
Practices that did not meet the required standard   
 
There were no practices that did not meet the required standards.  
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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 √   

 
 
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 √   

 
Recommendations: 
 
1. The HSE should ensure that maximum attendance at staff meetings is achieved. 
 
2. The HSE should ensure that practice in vetting and the maintenance of personnel files is changed 

in order to bring them up to standard.  
 
3 The HSE should arrange for a training needs audit for the unit, and provide staff with training in 

fire safety and Children First.   
 
4. The HSE should review the unit’s system of supervision, and ensure that it becomes regular and 

conforms in all respects to the policy, and that the unit manager co-ordinates and evaluates the 
system. 

 
5. The HSE should ensure that the monitoring officer is notified of any threats of self harm, and of 

any incident in which a child is separated from his peers. 
 
6. The HSE should ensure that the unit’s register contains all the information required by 

regulations, and that where information has been amended a new entry is made in the register 
clearly indicating which one it replaces.  



 11

 

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 √   

 
 
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  √  

 
Recommendations: 
 
7. The HSE should arrange for practice in the unit on complaints to be reviewed and brought up to 

standard.  
 
8. The HSE should arrange for practice in the unit on children’s access to records be reviewed and 

brought up to standard.  
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3.5 Planning for 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: 
 
9.  The HSE should arrange for the social work department and the unit manager to review the 

supervision of access in one case.  
 
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: 
 
10. The HSE should ensure that practice in the provision of food is discussed with the children.  
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11. The HSE should review the practice of separating children from their peers, and should ensure 

that each incident where this measure is used is notified to the supervising social worker and 
monitoring officer, as it occurs, as a significant event.    

 
12. The HSE should arrange for the policy on unauthorised absence to be revised.  
 
13. The HSE should ensure that the recommendation of the serious incident review group regarding 

a senior case management review receives an appropriate response without further delay.  
 
14. The HSE should ensure that the unit manager reviews practice in respect of keeping children’s 

property safe.  
 
 
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: 
 
15. The HSE should arrange for the bedtime routine in the unit to be reviewed by unit staff in 

consultation with the senior clinical psychologist, and ensure that staff receive refresher training 
on safeguarding.  

 
3.8  Education 
 
Standard 
All children have a right to education. Supervising social workers and centre management ensure each 
child 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: 
 
16. The HSE should ensure that the complaint of one child about his education is responded to 

formally without delay.  
 
3.9  Health 
 
Standard 
The health needs of the child 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 √   
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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: 
 
17. The HSE should arrange for a comprehensive up-to-date health and safety assessment to be 

made once the building work required for fire safety is complete.  
 
18. The HSE should provide the inspectors with written confirmation of compliance with fire safety 

and building control regulations in accordance with standard 10.19 once the works required for 
fire safety are carried out.  

 
19. The HSE should find alternative premises that are appropriate for looking after children in care. 
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4.  Summary of recommendations 
 
1. The HSE should ensure that maximum attendance at staff meetings is achieved.  
 
2. The HSE should ensure that practice in vetting and the maintenance of personnel files is changed 

in order to bring them up to standard. 
 
3 The HSE should arrange for a training needs audit for the unit, and provide staff with training in 

fire safety and Children First.   
 
4. The HSE should review the unit’s system of supervision, and ensure that it becomes regular and 

conforms in all respects to the policy, and that the unit manager co-ordinates and evaluates the 
system. 

 
5. The HSE should ensure that the monitoring officer is notified of any threats of self harm, and of 

any incident in which a child is separated from his peers. 
 
6. The HSE should ensure that the unit’s register contains all the information required by 

regulations, and that where information has been amended a new entry is made in the register 
clearly indicating which one it replaces.  

 
7. The HSE should arrange for practice in the unit on complaints to be reviewed and brought up to 

standard.  
 
8. The HSE should arrange for practice in the unit on children’s access to records be reviewed and 

brought up to standard.  
 
9.  The HSE should arrange for the social work department and the unit manager to review the 

supervision of access in one case.  
 
10. The HSE should ensure that practice in the provision of food is discussed with the children. 
 
11. The HSE should review the practice of separating children from their peers, and should ensure 

that each incident where this measure is used is notified to the supervising social worker and 
monitoring officer, as it occurs, as a significant event.    

 
12. The HSE should arrange for the policy on unauthorised absence to be revised.  
 
13. The HSE should ensure that the recommendation of the serious incident review group regarding 

a senior case management review receives an appropriate response without further delay.  
 
14. The HSE should ensure that the unit manager reviews practice in respect of keeping children’s 

property safe.  
 
15. The HSE should arrange for the bedtime routine in the unit to be reviewed by unit staff in 

consultation with the senior clinical psychologist, and ensure that staff receive refresher training 
on safeguarding.  

 
16. The HSE should ensure that the complaint of one child about his education is responded to 

formally without delay. 
 
17. The HSE should arrange for a comprehensive up-to-date health and safety assessment to be 

made once the building work required for fire safety is complete. 
 
18. The HSE should provide the inspectors with written confirmation of compliance with fire safety 

and building control regulations in accordance with standard 10.19 once the works required for 
fire safety are carried out. 

 
19. The HSE should find alternative premises that are appropriate for looking after children in care. 
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