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1.  Analysis of Findings 
 
The Social Services Inspectorate (SSI) carried out an unannounced inspection of a 
high support unit in the Health Services Executive Southern Area under Section 69 
(2) of the Child Care Act 1991.  
 
The unit was opened in 2001. It was located on the ground floor of a three storey 
building. The first floor contained a school attended by the young people in the unit 
along with some other young people in the care of the HSE, Southern Area, and the 
third floor contained the offices of the managers, senior psychologist and 
administrative staff. The unit provided a service to young people from the HSE, 
Southern Area. At the time of inspection there was one young person, aged 13 years, 
living in the unit. This young person was subject to a high court order which provided 
for the detention of the young person within the unit, ‘when appropriate and if 
necessary’.  

The centre had previously been inspected by SSI in February 2005. The 
recommendations that related to practice within the centre had to a large extent been 
implemented. However recommendations related to the purpose and function of the 
unit and its associated therapeutic approach remained outstanding as they were the 
subject of internal debate and review.  
 
Inspectors found in the course of this inspection that a number of standards were met. 
However those findings have to be considered within the context of a unit that was 
caring for one young person who was subject to a high court detention order. 
 

Practices that met the required standard 
 
Family contact 
As was the case in previous inspection findings practice in regard to contact with 
families was good. The young person had regular family access, the specific details 
about which were negotiated and arranged in consultation with family members. The 
unit staff drove the young person to and collected him from family access visits. 
Within the unit there was a room where young people could meet their families in 
private. The young person’s mother confirmed with inspectors that she was always 
made welcome to the unit and that she was kept informed of all aspects of his care 
including immediate notification of significant events, such as the use of physical 
restraint.  
 
Care practices 
As the only young person in the unit, inspectors could not inspect the group living 
aspects of the unit. Review of records showed that he was involved in a number of 
activities during the summer months including attendance at two samba soccer 
courses, swimming, playing football with staff, cycling, a trip to Dublin to attend a 
soccer match, and trips to the cinema. The young person told inspectors that he would 
like to join a local football club. Given his successful participation in the samba 
soccer course during the summer, inspectors were of the view that this should be 
actively considered and risk assessed. 

Primary care needs including health needs were met. At the time of inspection the 
young person had his breakfast and lunch in the dining area of the kitchen. However 
he was still required to eat his evening meal with staff in a part of the unit, known as 
the quiet area, which contained a bedroom, bathroom and an intervening room with a 
table and chairs. The explanation given was that the external kitchen door was also a 
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fire exit and the young person could use this exit to abscond. Staff expressed the view 
that based on previous behaviour there was a greater likelihood that he would do this 
in the evening times. Inspectors were informed that staff hoped these restrictions 
would gradually cease over the coming weeks, as the young person was responding 
more positively and the detention order was due to be discharged. 

 
Education 
The young person’s attendance at the unit’s school had been mixed. He had a number 
of absences during the months of March and May due to challenging behaviour. On 
three of these days he engaged in school work in the unit. He was due to start a new 
school term and to make his confirmation during the current school year.  

Social work role 
The young person had an allocated social worker who worked in partnership with the 
care staff.  She had regular and frequent contact with the young person. She saw the 
young person in private. The young person’s social worker stated that the staff 
worked in the best interests of the young person. They were committed to trying 
different methods to assist the young person, and that although progress had been 
slow, he was starting to respond to the structures placed on him. Communication with 
the unit was good. She had telephone contact with the unit 3-4 times a week, received 
weekly reports and was notified without delay of all significant events. 
 
Monitoring 
There were three monitoring visits in the six months prior to inspection. The standard 
on monitoring was met. 
 

Practices that met the required standard in some respect only 
 
Purpose and function 
The unit’s written statement of purpose and function described the unit as providing 
high support, intensive care to five teenage boys aged 12 to 15 on admission on a 
short to medium term, for periods of between two and 12 months.  The catchment 
area was the (then) Southern Health Board Area, now HSE South.  The type of care 
provided was outlined and explicit reference was made to the fact that staff do not 
have the authority to detain the young people.   

The young person had been admitted to the unit in March 2006. At that time there was 
one other young person resident in the unit. Shortly after admission, following a 
particular episode of challenging behaviour including significant damage to unit 
property, a decision was taken by the HSE South to separate the two young people. 
One of the young people was placed in a special arrangement in another location, and 
the HSE South made an application to the high court in relation to the other young 
person for the order as outlined.  

The first high court order was obtained in March 2006. This was subject to regular 
court review. The order was discharged some weeks later. It was again applied for and 
granted in June 2006, following the young person’s involvement in criminal and risk 
taking behaviour whilst on an authorised absence from the unit.  

Inspectors were informed by the child care manager that consideration had been given 
to designating the unit as a special care unit. This was not pursued primarily due to 
the capital and staffing costs this would require. At the time of inspection the 
intention was that the detention order on the young person would be discharged in 
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October 2006, the unit would resume its stated purpose and function as a high support 
open unit; and the admission of another young person was being arranged. 

It is most unusual for the Inspectorate to find a child detained in an open unit. The 
HSE South’s application for a secure order represented a legitimate attempt to 
intervene effectively to keep the young person and others safe. However it was a very 
significant measure to take. The HSE at national level should consider the reasons for 
and implications of seeking to detain children in open settings. This should be done 
within the context of current service provision for children and young people who 
require high support and special care. 
 
In considering the unit’s capacity to care for young people who require high support 
care inspectors noted the extent to which the unit appeared to operate in a cycle of 
crises. The inspection report of 2004 found that at different times staff were ill 
equipped to care for young people with difficult behaviour resulting in staff assaults 
and poor staff morale. This in turn impacted on the quality of care the young people 
received. The inspection report of 2005 found that the unit’s approach to behaviour 
management had improved, that staff had re-gained their confidence, and were more 
pro-active in their approach to behaviour management.  
 
A similar pattern was found during this inspection. The unit had again experienced a 
period of crisis in caring for the young people. Three members of staff resigned in the 
previous 10 months; three members of staff were on long term sick leave; and three 
other members of staff were on sick leave at various stages between March and May 
2006, one of these as a result of assault by the young person. During May 2006, the 
acting unit manager and acting deputy manager resigned. In the interim the co-
ordinator of residential services took over operational duties for a short period. A new 
acting manager was appointed in July 2006 and a new deputy in August 2006, both of 
whom had worked in the unit, but neither of whom had previous management 
experience. The staff team was split between the two units following the placement of 
the 2nd young person in a special arrangement. Inspectors heard that staff did not 
know which unit they were assigned to until they came on duty.  However at the time 
of inspection the crisis had abated.  This was attributed to the staff having authority to 
limit the young person’s freedoms as a means of managing his behaviour. 
Additionally there had been no significant incidents in the previous seven weeks; and 
two specific teams of staff had been assigned to the separate units, providing greater 
continuity for both staff and young people. 
 
Those interviewed were in agreement that the young person was appropriately placed. 
However this was within the context of being subject to a secure order that provided 
for flexibility with regard to its implementation in that it could be applied when 
necessary and where appropriate. The young person had previously been detained in a 
special care unit and, on two occasions, in a remand and assessment centre. There was 
a general view that it was not in the young person’s best interests to seek another 
special care placement particularly given the short term nature (three months) of such 
a placement. At the same time inspectors heard doubts about the staff’s ability to 
sustain his placement without the external controls permitted by the secure order. 
There was also a belief that this situation would be exacerbated when a new 
admission took place, resulting in the challenging behaviour that the unit had 
experienced in the past, and which had resulted in the separation of the young people. 
 
The characteristics of many young people in HSUs are that their behaviour may be 
extremely challenging. This requires a consistently confident and competent staff 
group led by a strong management team. Inspectors were of the view that the unit 
team had not experienced a significant period of leadership and stability in which to 
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build confidence in tackling difficult behaviour consistently and in establishing a 
culture of safety for the young people and staff. This was less likely to be achieved in 
circumstances where the managers were in acting positions, where there had been 
frequent changes of post holder and where team cohesion was affected by outstanding 
industrial relations issues.  
 
It also had to be recognised that the high support unit provided a function on behalf of 
the wider system and not just for the young people placed in it. This unit was 
expected to provide a step down facility for boys coming out of special care along 
with other community based referrals. The unit had never progressed to full 
occupancy. In the two years prior to inspection there were four admissions to the 
centre. During that time no more than three young people were in residence, and there 
were generally two.  Three out of five discharges were unplanned during this time. At 
the time of inspection inspectors were told that there were a number of young people 
awaiting a high support placement. 
 
Given these issues the HSE South should review and determine whether the unit has 
the capacity to fulfil its stated purpose and function as a high support unit.

Management and staffing 
The child care manager for North Lee Community Care Area was the external line 
manager for the unit.  As stated above, a new acting manager was appointed in July 
2006 and a new deputy manager in August 2006. As the acting unit manager was new 
to her post she had received one formal supervision session with the child care 
manager but had been able to access his advice and support on a regular basis. Both 
the acting unit manager and the acting deputy manager shared the management and 
on-call duties for both the high support unit and the special arrangement. They spent a 
number of days in each unit.  

Inspectors were informed of the HSE’s difficulty in filling management posts on a 
permanent basis. The difficulty related to the different pay scales between that of 
Social Care Manager (the scale assigned to the post), which was less than that of 
Principal Social Worker, (the scale traditionally applied to residential managers 
within the HSE southern area.). An effort to recruit nationally at the social care 
manager pay scale had not been successful. This is a matter of serious concern. The 
HSE national should examine all options to resolve this issue. 

The staff team were divided between the high support unit and the centre for the other 
young person. Inspectors learned of the confusion and difficulties that had existed 
over previous months in trying to staff and manage both units, resulting in uncertainty 
as to who was working in which centre. This had been resolved by a decision taken in 
June to assign specific staff members to each unit. The high support unit was staffed 
by nine full time staff members and two relief staff, of whom five were child care 
leaders (including one acting child care leader). However, as stated, the acting 
manager and deputy manager had responsibility for both units. 

The acting manager supervised the deputy manager and the child care leaders, some 
of whom supervised the child care workers. Review of records showed that 
supervision sessions were intermittent, and that there were long gaps between the 
sessions for some staff. The reasons recorded for cancellation of sessions reflected the 
difficulties experienced in the unit at the time i.e.  some sessions were cancelled due 
to staff and management sick leave; due to ‘difficulties on the floor’; or where a 
member of staff was working in the other centre. Other support structures included 
weekly team meetings attended by the psychologist and team supervision provided by 
the acting manager. In the year prior to inspection staff attended refresher training in 
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Therapeutic Crisis Intervention (TCI). Individual staff members attended training in 
post crisis response; attachment and loss; child protection supervision skills; and play 
therapy. Two team days were also held.  

At the time of inspection there was an unresolved industrial relations issue in relation 
to the staff roster. The rota allowed for three staff members on duty at any time.  One 
of these staff operated a three week rota that involved working a late shift into an 
early shift the following day. However the other two staff worked 15 hours one day 
and 16 hours the second day, followed by four days off.  This contravened 
employment legislation. In the inspectors view it was not in line with good practice 
both in terms of safeguarding and the management of challenging behaviour when 
staff are tired. Having four days off dilutes the potential for continuity of care, 
relationship building and the forming of appropriate attachments. At the time of 
inspection efforts were being made to agree a roster that would meet the needs of 
young people and staff. This situation should be resolved without delay. 

Inspectors reviewed vetting records for the 10 staff who commenced employment in 
the two years prior to inspection.  Inspectors awaited garda clearance details for two 
staff members, and reference details for one staff member. Of the remaining seven 
staff, all had garda clearance, and six had three references. There were two references 
available for the seventh staff member. The Department of Health and Children 
(DoHC)’s guidelines, which have been in place since November 1994, require boards 
to have Garda clearance and three references prior to the commencement of 
employment of child care staff. The outstanding reference should be sought. 

 
Emotional and specialist support 
The previous inspection report found differences in the therapeutic approach of 
various professionals involved in the care of one particular young person.  Inspectors 
were informed that the particular therapeutic approach, the trauma model, was no 
longer used in the unit. At the time of inspection a model of care that the whole 
service could subscribe to was being devised for the residential units in the HSE 
South. This work was carried out by the four psychologists assigned to the various 
residential units in HSE South and was at an advanced stage.  

Two key workers were assigned to the young person. However the keyworker’s role 
was not evident from the files in that there was no direct work carried out with the 
young person. The acting manager informed inspectors that the emphasis had been on 
managing the young person’s behaviour, and that it was only up until recently that 
there was sufficient stability to consider individual work with him. This needs to be 
addressed. The emotional and social needs of the young person were clearly outlined 
in his care plan. Inspectors recognise the importance of the young person building 
trusting relationships with those caring for him over time. To a large extent this was 
taking place within his day to day experience of being cared for by adults committed 
to his wellbeing. However it should also include planned and focussed interventions 
whereby significant attachment figures, keyworkers, engage in therapeutic activities 
with the young person. 
 
The unit had a dedicated senior clinical psychologist who provided a service to the 
high support unit and three other residential units. His work took the form of 
individual clinical work with the young people and consultancy to the staff groups. He 
attended weekly staff meetings and his contribution was clearly valued by staff. The 
staff found him to be both accessible and supportive. 
 
The issue of specialist support external to the unit was an area of concern to 
inspectors. At the time of inspection there was no child and adolescent psychiatric 
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service available to the young person. There were two aspects of concern to 
inspectors. The first related to the lack of continuity of service between care settings. 
The young person was on medication for a condition diagnosed whilst in his previous 
placement in a special care unit. Notwithstanding the fact that he refused to continue 
taking this medication shortly after admission to the high support unit, he was not 
under the supervision of any child and adolescent mental health service. The second 
concern related to a lack of agreement as to which service had responsibility for the 
young person. A referral to the service that covered his home address was 
unsuccessful because of the distance between his home address in another county and 
the location of the unit. A referral to the local service was unsuccessful because he 
was not deemed to be part of that catchment area due to his home address. At the time 
of writing inspectors were informed that an initial meeting with various professionals 
had been offered by the child and adolescent service local to the young person’s home 
address.  
 
Previous inspection reports point to the vital importance of ensuring that services for 
vulnerable children and young people are ‘joined up’ so that the professionals 
involved work collaboratively to provide integrated services. The HSE South must be 
able to ensure that children in its care have prioritised access to specialist services 
when they need them, and that agreed transfer protocols are in place when children 
are transferred between areas. For those children whose behaviour is particularly 
difficult to manage co-operation between various professionals is essential. The 
dispute over which service had responsibility for providing this young person with a 
mental health service was unacceptable and required urgent resolution. 

Care planning and review 
The young person had a comprehensive care plan that showed evidence of 
consultation with various professionals, parents and the young person. However it 
pre-dated his placement and had not been updated since admission to take account of 
the circumstances of his placement under a detention order. The importance of care 
planning cannot be overstated given that this young person had a care history of eight 
previous residential placements. This omission was acknowledged by his social 
worker who informed inspectors that the care plan would be revised without delay. 
Statutory review meetings took place in accordance with and exceeded the 
requirements of regulation. 
 
Children’s rights 
There were systems in place for sharing information with young people, involving 
them in decisions and addressing and resolving their complaints. The young person 
was aware of his care plan and attended his review meetings. However there was no 
guardian ad litem assigned to this young person. Given the nature of his placement - 
that he was the subject of a detention order and was being cared for on his own - the 
HSE should make an application for a guardian ad litem to be appointed for this 
young person.  
 
Safeguarding and child protection 
There was a good understanding of safeguarding amongst staff and there were no 
outstanding child protection issues. However inspectors were concerned that 
sufficient attention was not given to the implications for safety in seeking a detention 
order. These included the fact that the young person had on one occasion been 
detained in a bedroom overnight without appropriate supervision by staff; that a 
health and safety audit had not been carried out and that staff were unaware of the 
requirements of the national guidelines on the use of single separation.  
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Management of behaviour 
Inspection findings in relation to the management of behaviour must be considered 
within the context of there being only one young person in the unit. At various times 
the secure order, that is, locking external exits and detaining the young person, was 
relied upon to a greater or lesser extent. The unit had a system of ‘consequences’ for 
addressing inappropriate behaviour, where there was a clear connection between the 
inappropriate behaviour and the consequence for the young person.  A system of risk 
assessments was introduced following the monitoring officer’s recommendation. 
These were comprehensive and informed team decisions in regard to the levels of 
freedom the young person had. In the views of all those interviewed he had made 
progress during this time. This was reflected in a decrease in the number of significant 
incidents.  

Physical restraint had been used on 17 occasions over the six months since the young 
person’s admission. The majority of restraints involved ‘standing holds’ or were used 
to escort the young person a short distance, and were generally of short duration. 
Incidents of physical restraint were referred to the critical incident review group. 
Practice in relation to notification, recording and monitoring of the use of physical 
restraint was appropriate. 

Another measure that was used in the management of behaviour included removing 
the young person to a section of the unit known as the ‘quiet area’, which included a 
bedroom, bathroom and an intervening room with a table and chairs. The young 
person was secured in this area on three occasions. On another occasion he was 
locked in his bedroom overnight. Inspectors were concerned to learn that on this 
occasion, there were no staff on live night duty. Inspectors were informed that he was 
periodically checked by the acting unit manager and another member of staff, who 
slept in the unit that night.  This was unsafe practice. The importance of regular and 
recorded observation by staff, when a young person is locked in a room, cannot be 
overstated. There was a lack of knowledge about the guidelines on the use of single 
separation. The recording of the use of single separation was insufficient. The record 
should provide evidence that it was authorised and properly monitored as per the 
guidelines on the use of single separation. 
 
The young person was required to turn out his pockets on return from activities 
outside of the unit if he had been away from staff supervision for some of the time. 
However a more thorough search took place on his return from week-end access 
visits. This was carried out in the ‘quiet room’ area of the house, where he was 
required to go into the bathroom and remove his outer clothes so that staff could 
search them. Inspectors were informed that both a male and female, or two female 
staff would always carry out this search. While inspectors had no reason to assume 
that this process was not carried out respectfully and sensitively, good safeguarding 
practice requires that there is written guidance for staff in relation to the manner in 
which the search should be carried out.  
 
The young person was involved in nine unauthorised absences since admission. There 
was a clear procedure to be followed for contacting family, Garda, social workers and 
others. The records showed that practice was in accordance with policy. 
 
Accommodation 
The unit was showing signs of wear and tear, with some areas requiring painting and 
decoration. The cistern in the young person’s toilet was broken and required repair. 
There were holes in the wall in the sitting room of the quiet area. The room itself had 
a spartan appearance. Inspectors acknowledge that there has been investment in the 
unit following episodes of significant damage and that the structure of the building 
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presents a challenge to proving a homely atmosphere. It is therefore all the more 
important that the general upkeep of the building is maintained to the standard found 
in previous inspections. 
 

Practices that did not meet the required standard   
 
Health and Safety including Fire Safety 
The unit had a locked medicine cabinet in the staff room for the safe storage of 
medication.  The administration of medication was recorded appropriately. However 
the cabinet had medication that was no longer taken by the young person. In the 
interests of safety this should be appropriately disposed of. 
 
Fire extinguishers were last checked one month prior to inspection. However fire 
drills last took place in October 2005. Training in fire safety and evacuation last took 
place in March 2004. Some of the fire extinguishers were locked away to prevent the 
young people having access to them. Inspectors noted that one of the fire doors off the 
visitor’s kitchen area was locked and that the fire alarm call point in the front lobby 
had been broken. Inspectors were very concerned to find that a health and safety audit 
had not been carried out prior to, or as soon as possible after, implementing the 
detention order. The board must satisfy itself that the systems in place for health and 
safety, including fire safety, were adequate. This is essential in any children’s 
residential unit, but even more so where a young person is being detained. Inspectors 
recommend that a health and safety audit is carried out without delay. 
 
The centre had a fire safety certificate issued by the local authority in February 2001 
in anticipation that the alterations to the building in order to convert it to a HSU 
would comply with requirements of the Building Regulations, 1997. In order to 
comply with the standard, the unit needs written confirmation that all statutory 
requirements have been complied with and that the conditions were met.     
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2.  Introduction 
 
This is the report of an unannounced Social Services Inspectorate (SSI) inspection of 
a high support unit in the HSE South, under Section 69(2) of the Child Care Act 1991.  
The inspection was carried out by Nuala Ward (support inspector) and Ann Ryan 
(lead inspector) over a two day period on the 29th and 30th of August 2006. 

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

• The statement of purpose and function 
• The policies  and procedures document for the centre 
• The monitoring officer’s reports 
• Census form for the young person 
• The young person’s care file 
• Administrative records 
• A staff census form 
• Social worker’s questionnaire 
• The unit register 
• Various administrative files in the centre. 

 

In the course of the inspection, inspectors interviewed: 
 

1. The acting unit manager 

2. Three care staff 

3. The young person 

4. The senior clinical psychologist 

5. The monitoring officers 

6. The child care manager 

7. The young person’s mother (telephone interview) 

8. The young person’s social worker (telephone interview) 

 
2.1 Acknowledgements 
 
Inspectors wish to acknowledge the co-operation of the young person and all those 
who were involved in the inspection.  
 
2.3 Management structure 
 
The unit was managed by an acting unit manager and acting deputy manager. The 
child care manager for North Lee Community Care Area was the external line 
manager for the unit.  He reported to the general manager for North Lee.   
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2.4 Data on the young person 
 
Young Person Age Legal Status Length of 

Placement 
No. of previous 

placements 

#1 (male) 13 High court order 6 months 8 residential including 
2 special school and 1 
special care placement 
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3. Findings 
 
3.1 Purpose and function 
 
Standard 
The centre has a written statement of purpose and function that accurately 
describes what the centre sets out to do for young people and the manner in 
which care is provided. The statement is available, accessible and understood. 

Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 

Purpose and 
function 

 
√

Recommendations: 
 
1. The HSE South should review and determine whether the unit has the capacity 

to fulfil its stated purpose and function as a high support unit. 
 
2. The HSE at national level should consider the reasons for and implications of 

seeking to detain children in open settings. This should be done within the 
context of current service provision for children and young people who require 
high support and special 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 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 √
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Recommendations: 
 
3.  The HSE national should examine all options to resolve the difficulties in 

relation to filling management posts on a permanent basis. 

4.  The HSE South should ensure that three references are obtained for all staff 
 
5. The HSE South should ensure that staff are deployed in a manner that meets 

the needs of the young people for consistency, stability and continuity of care 
 
6.  The HSE South should ensure that all staff receive regular supervision 

 

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 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 

 

√

Recommendations: 
 
7.  The HSE South should ensure that a Guardian ad litem is appointed for the 

young person. 
 



Final Report ID 164 15

3.5 Planning for children and young people 
 
Standard 
There is a statutory written care plan developed in consultation with parents and 
young people that is subject to regular review. The plan states the aims and 
objectives of the placement, promotes the welfare, education, interests and health 
needs of young people and addresses their emotional and psychological needs. It 
stresses and outlines practical contact with families and, where appropriate, 
preparation for leaving care. 

Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 

Suitable placements 
and admissions 

 √

Statutory care 
planning and review 

 √

Contact with 
families 

 

√
Supervision and 
visiting of young 
people 

 

√

Social work role  

√
Emotional and 
specialist support 

 √

Preparation for 
leaving care  

 
N/A 

 

Aftercare  
N/A 

 

Recommendations: 
 
8.  The HSE South should ensure that a care plan is devised for the young person 

that reflects the circumstances of his detention in a high support unit  
 
9.  The HSE South should ensure that key working includes planned and 

therapeutic work with the young person 
 
10.  The HSE South should ensure that young people in its care have access to a 

child and adolescent psychiatric service 
 
11.  The HSE South should ensure that the catchment difficulties in relation to child 

and adolescent psychiatric services are resolved as a matter of priority and that 
a clear referral process is in place when children in receipt of a child and 
adolescent psychiatric service are transferred between HSE areas. 
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3.6 Care of young people 
 
Standard 
Staff relate to young people in an open, positive and respectful manner. Care 
practices take account of the young people’s individual needs and respect their 
social, cultural, religious and ethnic identity. Young people have similar 
opportunities to develop talents and pursue interests. Staff interventions show an 
awareness of the impact on young people of separation and loss and, where 
applicable, of neglect and abuse. 

Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 

Individual care in 
group living 

 
N/A 

 

Provision of food and 
cooking facilities 

 

√

Race, culture, 
religion, gender and 
disability 

 

√

Managing behaviour 
 √

Restraint/single 
separation 

 √

Absence without 
authority 

 

√

Recommendations: 
 
12.  The HSE South should ensure that a written policy and procedures on 

searching young people is devised 
 
13.  The HSE South should ensure that all staff are aware of the requirements of the 

guidelines on the use of single separation 
 
14.  The HSE South should ensure that any incident whereby a young person is 

locked in a room is appropriately observed by staff and that records show 
details of approval and monitoring as per the guidelines on the use of single 
separation. 
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3.7  Safeguarding and Child Protection 
 
Standard 
Attention is paid to keeping young people in the centre safe, through conscious 
steps designed to ensure a regime and ethos that promotes a culture of openness 
and accountability. 

Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 

Safeguarding and 
child protection 

 √

See recommendations related to sections 3. 6 and 3.10  
 

3.8  Education 
 
Standard 
All young people have a right to education. Supervising social workers and 
centre management ensure each young person in the centre has access to 
appropriate educational facilities. 

Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 

Education 
 

√

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 
 

√
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3.10 Premises and Safety 
 

Standard 
The premises are suitable for the residential care of the young people and their use 
is in keeping with their stated purpose. The centre has adequate arrangements to 
guard against the risk of fire and other hazards in accordance with Articles 12 & 13 
of the Child Care Regulations, 1995. 

Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 

Accommodation 
 √

Maintenance and 
repairs 

 
√

Safety 
 √

Fire safety 
 √

Recommendations: 
 
15.  The HSE South should ensure that medication that is no longer being used is 

appropriately disposed of 
 
16.  The HSE South should ensure that the necessary repairs and decorative work 

is carried out 
 
17.  The HSE South should ensure that a health and safety audit is carried out 

without delay 
 
18.  The HSE South should ensure that fire drills are carried out on a regular basis. 
 
19. The HSE South should provide written confirmation that all statutory 

requirements in relation to fire safety have been complied with and that the 
conditions of the fire certificate were met.     
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4.  Summary of recommendations 
 
1.  The HSE South should review and determine whether the unit has the capacity to fulfil its 

stated purpose and function as a high support unit. 
 
2.  The HSE at national level should consider the reasons for and implications of seeking to 

detain children in open settings. This should be done within the context of current service 
provision for children and young people who require high support and special care. 

 
3.  The HSE national should examine all options to resolve the difficulties in relation to filling 

management posts on a permanent basis. 

 
4.  The HSE South should ensure that three references are obtained for all staff. 
 
5.  The HSE South should ensure that staff are deployed in a manner that meets the needs of 

the young people for consistency, stability and continuity of care. 
 
6.  The HSE South should ensure that all staff receive regular supervision. 
 
7.  The HSE South should ensure that a Guardian ad litem is appointed for the young person. 
 
8.  The HSE South should ensure that a care plan is devised for the young person that 

reflects the circumstances of his detention in a high support unit. 
 
9.  The HSE South should ensure that key working includes planned and therapeutic work 

with the young person. 
 
10.  The HSE South should ensure that young people in its care have access to a child and 

adolescent psychiatric service. 
 
11.  The HSE South should ensure that the catchment difficulties in relation to child and 

adolescent psychiatric services are resolved as a matter of priority and that a clear referral 
process is in place when children in receipt of a child and adolescent psychiatric service 
are transferred between HSE areas. 

 
12.  The HSE South should ensure that a written policy and procedures on searching young 

people is devised. 
 
13.  The HSE South should ensure that all staff are aware of the requirements of the guidelines 

on the use of single separation. 
 
14.  The HSE South should ensure that any incident whereby a young person is locked    in a 

room is appropriately observed by staff and that records show details of approval and 
monitoring as per the guidelines on the use of single separation. 

 
15.  The HSE South should ensure that medication that is no longer being used is 

appropriately disposed of. 
 
16.  The HSE South should ensure that the necessary repairs and decorative work is carried 

out. 
 
17.  The HSE South should ensure that a health and safety audit is carried out without delay. 
 
18.  The HSE South should ensure that fire drills are carried out on a regular basis. 
 
19. The HSE South should provide written confirmation that all statutory requirements in 

relation to fire safety have been complied with and that the conditions of the fire certificate 
were met. 


