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1 Executive summary 
 
The Social Services Inspectorate (SSI) carried out an inspection of a High Support Unit 
(HSU) in the Health Services Executive South Eastern Area (HSESEA) on 26th – 28th April 
2005. It was one part of an inspection of all 13 HSUs in the country on the theme of 
management of behaviour. The inspection was against five of the ten standards of the 
National Standards for Children’s Residential Centres. These concern: the unit’s purpose and 
function, the management and staffing arrangements, the approach to children’s rights, care 
planning, and care practices in the unit. There are the issues that most directly affect the unit’s 
capacity to manage, safely and well, the behaviour of the young people placed there.  
 
The unit offered high support to girls aged 13 to 18 years. It was a regional resource. The 
inspection occurred at a time of significant changes in the unit. During the year prior to the 
inspection there had been three changes of management. There had also been changes of key 
personnel in the community care area in which the unit was based, and further change was 
anticipated. The report shows that some aspects of the management of behaviour did not meet 
the required standard. This is set in the context of the difficulties encountered by the HSESEA 
in meeting the needs of highly vulnerable young people. In the months leading up to the 
inspection there had been a series of crises. Practice in the unit became unsafe for young 
people and staff. The advisory committee for the unit recognised this and decided to call a 
moratorium on referrals.  
 
Many of the elements of a good quality of service were present. The standard of primary care 
was good. The material condition of the unit, the standard of accommodation and the 
provision of a spacious comfortable environment in which young people could live and 
develop was appropriate and of good quality.  All of the staff group were qualified and had 
relevant experience in residential care, and the average length of service in the unit was nearly 
three and a half years. All of the young people had care plans, and there was a good system of 
regular reviews. There was good communication with the supervising social workers. The 
health needs of the young people were well met, and their educational needs were catered for 
in an on-site school. Two of the children accessed individual psychiatric services, and a 
clinical psychologist was allocated to the unit for 16 hours a week. They had access to other 
specialists in play therapy and speech therapy.  
 
However, inspectors had concerns about the management of the unit. The young people 
placed there presented extremely challenging behaviours and at times engaged in activities 
that put themselves and others at serious risk. There were serious episodes where staff lost 
control of young people’s behaviour and others where young people self-harmed. There were 
several assaults on staff. The rota sometimes left less experienced and less confident staff on 
duty at night with young people out of control for long periods. The care provided at the unit 
was seriously flawed by not having in place the structure and culture of leadership needed to 
provide consistent safe care and maintain the therapeutic ethos of the unit. Systems in place to 
support staff, such as supervision, fell into abeyance. Others, such as managers being on-call, 
were not in place at the time of the inspection.  
 
Inspectors were concerned about the regular inappropriate use of single separation. It took 
place mostly after high risk behaviours had happened, and its repetition suggested that it was 
not a preventive measure. However, there was evidence that as well as being a response to 
immediate risk it was used as a means of managing potential risk, and inspectors found that it 
was a regular practice when a young person returned to the unit from an unauthorised 
absence.  
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The incidence of unauthorised absences was high, and young people put themselves at serious 
risk when absent from the unit. Gardai were involved in returning young people from 
unauthorised absences, but they were also called in by staff when order in the unit had broken 
down.  
 
Practice in relation to some children’s rights was good, but inspectors found that there were 
delays in processing complaints, and that while there were few formal complaints, some 
matters of concern raised by young people outside the formal system did not receive 
appropriate attention. Other care practices gave cause for concern. Restrictions were placed 
on young people receiving and making telephone calls, and there was a system for 
administering cigarettes to the young people. The routine use of both of these practices should 
cease.  Restriction and supervision of telephone calls should be on the basis of individual risk 
assessment.  
 
The principal recommendations of the report are that the HSESEA should review the current 
structures to ensure that the unit has stable management and that staff are optimally and 
suitably deployed in order to provide safe care.  
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2 Introduction 
 

The Social Services Inspectorate (SSI) carried out the inspection of a high support unit (HSU) 
in the Health Service Executive’s South Eastern Area (HSESEA) under the Child Care Act 
1991, Section 69 (2) which provides authority for the inspection of the social services 
functions of health service executive areas, including children’s residential centres.  It was 
one part of an inspection of all 13 HSUs in the country on the theme of management of 
behaviour. The inspection was against five of the ten standards of the National Standards for 
Children’s Residential Centres. These concern: the unit’s purpose and function, the 
management and staffing arrangements, the approach to children’s rights, care planning, and 
care practices in the unit. These are the issues that most directly affect the unit’s capacity to 
manage, safely and well, the behaviour of the young people placed there. The inspection was 
announced, and took place in on 26th – 28th April 2005. The lead inspector was Michael 
McNamara, and Kieran O’Connor was support inspector.   
 
2.1 Methodology 
 
The inspectors had access to the following documents during the inspection: 

• The centre’s statement of purpose and function, 
• The unit’s policies and procedures,  
• The young people’s care files, 
• The daily log books, and administrative and recording systems, 
• Census forms on management and staff 
• The staff rota and training details, 
• Children’s census form, 
• The monitoring officer’s reports on the HSU and correspondence relating to them.  

 
In the course of the inspection inspectors interviewed three children, three child care leaders, 
seven of the child care staff, two supervising social workers and one social work team leader. 
Others interviewed included: the regional co-ordinator of child care, the monitoring officer of 
the HSESEA, and the child care manager of the local community care area.   
 
2.2 Acknowledgements 
 
Inspectors wish to acknowledge the co-operation of the young people and staff of the HSU, 
HSESEA managers, and other professionals involved in this inspection.   
 
3 Setting the scene:  
 
3.1 Background 
 
The HSU was opened in July 2000 for girls in need of high levels of support and supervision.  
At the time of the inspection it was based in a large detached house in a small rural village.  It 
was one of four high support units in the HSESEA. The overall strategy was to have four 
HSUs in the region, each with a separate function.  Three were run by the HSE, and one by a 
non-statutory organisation. All of them were part of an inter-board structure in that referrals 
could be received from the Mid-Western, Southern and South Eastern Areas.  Reciprocally, 
the South Eastern Area could make referrals to the special care unit in Cork.   
 
High support units were established to provide planned care in a safe but open setting. They 
receive direct referrals, but also have a function as step-down facilities for young people who 
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have been in special care units.  They are characterised by high staff to child ratios, and 
provide a high level of supervision and more direct work than might be found in a standard 
children’s centre. They also provide therapeutic input. The HSU differs from a special care 
unit in not requiring a court order for access and not having authority to detain children. 
 
The HSU had last been inspected by SSI in 2002 when it was in another building.  During the 
year prior to the inspection there had been six admissions and eight discharges of girls aged 
between 14 and 18 years.  
 
3.2  Data on young people 
 
At the time of the inspection there were four girls registered as being in the unit. Two were 
based at home and returned daily for education in the on-site school. They had originally been 
placed in the unit on care orders, but at the time of the inspection they were subject of 
supervision orders. Another young person was resident full time in the unit. The fourth had 
been absent without leave for a protracted length of time, and was subject of child protection 
procedures. Her place at the unit was held while plans for her future care in another setting 
were being implemented.  In effect, only one young person was resident in the unit at the time 
of the inspection.    

 
Details of Young People in HSU – 26th April 2005

* = Originally placed in the HSU on a care order        ~ = Absent from the unit at the time of the inspection. 

 

4.    Standards: the findings  

4.1  Statement of purpose and function 
 

In the 2002 inspection it was recommended that:  “The SEHB should review the statement of 
purpose and function of the HSU. The review should include: a clear statement that it does 
not detain young people; its role as a step-down unit from special care units; its role in 
providing high support for young people from health boards other than the SEHB; the age 
range of young people for whom it provides a service; and the expectations of the board in 
terms of young people moving on after placement in the unit.”

Age Length of Time 
in the HSU Legal Status Previous Placements 

17 7 months Care Order 1 foster placement and 
1 residential care placement 

16 1 year 7 months Supervision Order, 
at Home* 5 foster and residential  placements 

15 5 months Supervision Order, 
at Home* 5 residential care placements 

13~ 5 months Care Order 5 residential care placements 

The centre has a clear written statement of purpose and function which accurately describes what the 
centre sets out to do with children and the manner in which it is provided. The statement is available, 
accessible and understood.  
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In this inspection the unit had a brief written statement of purpose and function. It stated that 
the principal aim of the unit was to provide a consistent, nurturing environment for girls aged 
13 – 18 years for whom the provision of therapy whilst living in their own community is not 
appropriate.  It gave a description of the therapeutic objective and ethos of the unit, but did 
not state that the unit was a regional resource for the other HSE areas.  
 
There was no reference in the statement to unit’s high support function. In response to the 
recommendation of the last inspection that a revision of the statement to make it clear that the 
unit cannot be used for the detention of young people, a statement was included that said that 
the HSU was  not a detention centre and does not offer secure accommodation.  However, 
children were locked up in the unit.  
 
The statement said that the overall objective was to provide a comprehensive assessment. This 
is confusing.  It could be construed that the unit provided an assessment service, but in 
practice this referred to an initial six week period after admission when the suitability of the 
placement was assessed. Since most young people are referred to high support units after all 
other options have been used or considered, this form of assessment was not congruent with 
practice. Inspectors were told by managers that only one of the young people admitted to the 
unit had been assessed as unsuitably placed after the period of assessment.  
 
The statement lacked clarity about whether or not it could accommodate emergency 
admissions and the role of the admissions committee in reviewing requests for emergency 
admissions, about the therapeutic input in the unit, and about the length of placement. The 
policy should be reviewed in order to reflect these aspects of the service.   
 
There were two pamphlets for parents and young people explaining the purpose and function. 
From the point of view of the young people interviewed by inspectors high support meant that 
you could not be trusted, that staff had to supervise you all the time, and that it was secure and 
you could not get out. While it was understood that staff were caring for them, as far as the 
young people were concerned the emphasis in the unit was on control.  
 
At the time of the inspection the advisory committee had made a decision on the basis of good 
child care practice not to accept any further referrals to the unit until the structures were in 
place to ‘manageably hold’ the highly vulnerable young people placed there.  Greater clarity 
about the purpose and function of the unit would provide a basis on which to build those 
structures.  
 
Inspectors recommend that the general manager should review the statement of purpose and 
function of the HSU. The statement should include: a clear statement that it does not have 
legal authority to detain young people, its role in providing high support for young people 
from other HSE area, the policy to accept only planned placements, and the expectations in 
terms of young people transferring to other provision after discharge.  
 
Recommendation 
 
1 The general manager should ensure that the statement of purpose and function is 

reviewed in order to include those elements recommended in the 2002 inspection, 
and ensure that it makes clear that the unit cannot be used for the detention of 
young people. 
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4.2  Management and care staffing 
 

4.2.1 Management 
 

In the year prior to the inspection there had been three changes in the management of the unit. 
In March 2004 the permanent manager was seconded for a year to another post, and from then 
until early December 2004 the unit was run by an acting manager. From December 2004 until 
mid-March 2005 the manager of another unit spent 25 hours a week managing the HSU. 
These temporary arrangements caused instability in the management of the unit. At the time 
of the inspection the manager was still on secondment, his post had not been assigned, and 
managerial responsibilities were shared by the three child care leaders. They reported to the 
child care manager, who was the chair of the advisory and admissions committees, on matters 
concerning the care of children, and to the acting deputy general manager on staffing issues.   
 
The structure of the management of the unit is shown in the chart below. 

 
Management of HSU – 26th April 2005

The HSU had an advisory committee. It met once per month. It was chaired by the child care 
manager of the local community care area, and its members included the unit’s assigned 
clinical psychologist and the manager of the HSU.  Its advisory function was to provide 
support and oversee the running of the unit, ensure quality control, provide guidance in the 
formulation of the policies and procedures, and advise on issues arising from staffing and the 
placements of young people. It also met as an admissions committee from time to time to 
consider referrals and approve admissions.   
 
Several of those interviewed by inspectors, including staff, the monitoring officer, supervising 
social workers, and members of the management committee expressed concerns about the 
inconsistencies in the management of the unit. The advisory committee’s decision to stop 
taking referrals for the HSU, referred to in 4.1 above, was based in part on concerns about the 
absence of clear leadership in the unit and the impact that had on the quality of care.   
 

Admissions 
Committee

Advisory 
Committee

15 Child 
Care Worker 

Posts

8 Relief 
Child Care 
Workers 

Clinical 
Psychologist 

3 Child Care Leaders, HSU  

Acting Deputy General Manager, 
Health Service Executive South Eastern Area (HSESEA)

Child Care Manager 

The centre is effectively managed, and care staff are organised to deliver the best possible care for 
young people. There are appropriate external management and monitoring arrangements in place.  
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The consequences identified by those interviewed were: 
• There was no clear leadership after the departure of the original manager in March 

2004. The emphasis on control produced a more negative environment in the unit, 
and relationships between staff and the young people deteriorated.  

• An emergency admission that had a profoundly disruptive impact on the unit. 
• Systems in place to support staff, such as supervision, fell into abeyance. Others, 

such as managers being on-call were not formally established, and were not in place 
at the time of the inspection.  

• Practice in the unit became unsafe for young people and staff. There were serious 
episodes where staff lost control of the situation and others where young people self-
harmed. There were several assaults on staff.  

• The system of shift leadership was changed, and child care leaders were working 
mostly during the day. The rota sometimes left the less experienced staff on duty at 
night with young people out of control for long periods.  

• There were significant absences of staff owing to sick leave.  
• The measures used to manage behaviour became more severe.  In particular, there 

was regular use of single separation, which meant depriving young people of their 
liberty in a locked room or locked area of the unit.  

• Discharge plans for young people were re-considered to take account of the 
difficulties unit staff had in providing safe care rather than being adhered to in the 
longer-term interests of the child.   

• The central function of the manager in many of the unit’s policies and practices was 
not translated into practice. Chief amongst these was the role of maintaining the 
purpose and ethos of the unit in the face of considerable challenges presented by the 
highly vulnerable young people placed there.  In order to achieve this, a consistent 
presence guiding, monitoring and ensuring high standards of care was necessary.  In 
its absence there was unpredictability and insecurity.  

 
Inspectors are of the view that the service provided at the unit was seriously flawed by not 
having in place a permanent manager who could provide the structure and culture of 
leadership needed. The insecurity of the structure within the unit mirrored the changes in 
senior management outside it. The role of the admissions committee to assess referrals so as 
to ensure that young people were suitably placed was undermined.  Inspectors recommend 
that urgent attention is given to establishing a clear management structure within and outside 
the unit.  
 
The general manager should review all aspects of the management of the unit, and ensure that 
it is effective in maintaining the purpose and function of the unit and providing a high 
standard of care to the extremely vulnerable young people placed there.   
 
Recommendation 
 
2 The general manager should review all aspects of the management of the unit. 
 
4.2.2 Supervision and support 
 
The unit had a brief written statement that said supervision was vital in maintaining standards 
in the unit. It said that supervision sessions would happen once a month, and that staff could 
request sessions outside the scheduled times. The policy was not realised in practice. From 
March to November 2004 the acting manager did not receive supervision. Staff were split into 
groups each of which were to be supervised by a child care leader. 
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Inspectors were shown a supervision register which showed significant gaps in the intended 
frequency. Some supervision took place, but after a period of crisis in summer 2004 
supervision sessions became intermittent for the majority of staff. Inspectors recommend that 
the general manager ensure that the formal system of supervision envisaged in the policy 
statement is realised in practice. 
 
During the year prior to the inspection, there had been 22 assaults on staff. In some of the 
assaults staff were, for example, punched, kicked or threatened and physically intimidated by 
one or two of the young people in order to gain access to an office or to obtain keys to a 
vehicle.  As a result of a referral to the Gardai by staff after an assault involving threats with 
weapons one young person went to court and was placed elsewhere.  Managers have informed 
inspectors that since the inspection staff have received empowerment training, have met with 
the critical incident debriefing team in the local occupational health unit, and have had 
counselling made available to them.  
 
There was no on-call facility.  The permanent manager used to be available on a good will 
basis, but there was no formal arrangement in place.  When he left, on-call ceased. Between 
March and December 2004 child care leaders worked shifts, but this was changed. By the 
time of the inspection one of the child care leaders was working occasionally at weekends, 
and another had begun to work shifts during the week once more. Outside the times when 
child care leaders were in the unit staff contacted Gardai if problems arose where they were 
struggling to manage the behaviour of the young people.  Whilst this is not best practice, the 
risks presented by the young people to themselves and to staff meant that at times it was 
necessary.   
 
Inspectors are concerned that in spite of clear evidence that staff struggled to provide safe care 
particularly at night and that some less experienced and less confident staff were on duty with 
highly vulnerable and challenging young people in a remote location, the arrangements for 
staffing and the supports needed to provide safe care were not in place. They recommend that 
the general manager ensure that there is an effective system of on-call support for staff.    
 
Recommendations  
 
3 The general manager should ensure that supervision is carried out in accordance 

with the unit’s policy. 
 
4 The general manager should ensure that there is an effective system of on-call 

support for the staff.  
 
4.2.3 Care staffing 

The HSU’s staffing allowed for a manager, and 14 whole time and five part time child care 
posts. At the time of the inspection it had a fully qualified group of 27 staff, all but two of 
whom were women. This number did not include a manager. Sixteen child care workers 
covered 14 whole time posts: - 12 were full-time and four part-time. The unit had a 
housekeeper. It also had one part time permanent child care leader, two acting child care 
leaders, and eight relief staff.  Twenty-four of the staff had qualifications in child care. Two 
had degrees in psychology and one had a social science degree. As well as having highly 
qualified personnel, the staff group also had a good balance of age and experience. The 
average age of the group was 33 years within a range of 24 to 53, the average length of 
service in residential care five years and six months, and the average length of service in the 
centre three years and four months.  



No. 126 Final Report  11

The status, qualifications and length of service of HSU care staff are shown in the chart 
below. 

HSU Care Staff Status, Qualifications and Experience – 26th April 2005

Staff Employment
Status Qualification Length of Service

in HSU 

#1 Child Care Leader Part Time 
Permanent BA Applied Social Studies in Social Care 4 years  

9 months 

#2 Acting Child Care 
Leader 

Full Time  
Permanent BA in Social Science 4 years 

9 months 

#3 Acting Child Care 
Leader 

Full Time 
Permanent BA Applied Social Studies in Social Care 4 years 

9 months 

#4 Child Care Worker Full Time  
Permanent BA Applied Social Studies in Social Care 4 years 

9 months 

#5 Child Care Worker Full Time  
Permanent BA Applied Social Studies in Social Care 4 years 

9 months 

#6 Child Care Worker Full Time  
Permanent 

National Diploma in Applied Social Studies  
in Social Care 

4years 
9 months 

#7 Child Care Worker Full Time  
Permanent 

National Diploma in Applied Social Studies  
in Social Care 

4 years  
6 months 

#8 Child Care Worker Full Time  
Permanent BA Applied Social Studies in Social Care 4 years 

4 months 

#9 Child Care Worker Full Time  
Permanent BA Applied Social Studies in Social Care 3 years 

#10 Child Care Worker Full Time 
Permanent BA Applied Social Studies in Social Care 3 years 

#11 Child Care Worker Part Time 
Permanent 

National Diploma in Applied Social Studies  
in Social Care 

4 years  
6 months 

#12 Child Care Worker Part Time 
Permanent 

National Diploma in Applied Social Studies  
in Social Care 4 years 

#13 Child Care Worker Part Time 
Permanent 

National Diploma in Applied Social Studies in Social Care 
Diploma in Youth & Community Care 3 years 

#14 Child Care Worker Full Time  
Temporary 

National Diploma in Applied Social Studies  
in Social Care 

4 years 
6 months 

#15 Child Care Worker Full Time  
Temporary 

National Diploma in Applied Social Studies  
in Social Care 

4 years 
6 months 

#16 Child Care Worker Full Time  
Temporary BSc (Honours) in Psychology 3 years 

7 months 

#17 Child Care Worker Full Time  
Temporary BA Applied Social Studies in Social Care 3 years 

#18 Child Care Worker Full Time  
Temporary 

National Diploma in Applied Social Studies  
in Social Care 3 years 

#19 Child Care Worker Part Time  
Temporary 

National Diploma in Applied Social Studies  
in Social Care 4 years 

#20 Child Care Worker Part Time 
Relief BA Applied Social Studies in Social Care 3 years 

#21 Child Care Worker Part Time 
Relief 

National Diploma in Applied Social Studies  
in Social Care 3 years 

#22 Child Care Worker Part Time 
Relief 

National Diploma in Applied Social Studies  
in Social Care 

1 year 
9 months 

#23 Child Care Worker Part Time 
Relief BSc in Psychology 1 year 

9 months 

#24 Child Care Worker Part Time 
Relief 

National Diploma in Applied Social Studies  
in Social Care 

1 year 
9 months 

#25 Child Care Worker Part Time 
Relief 

National Diploma in Applied Social Studies  
in Social Care 

1 year 
4 months 

#26 Child Care Worker Part Time 
Relief 

National Diploma in Applied Social Studies  
in Social Care 4 months 

#27 Child Care Worker Part Time 
Relief 

National Diploma in Applied Social Studies  
in Social Care 3 months 
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All full-time staff worked 39 hours per week. The pattern in the HSU was a complex rolling 
rota giving a varied selection of hours and days off to the staff. Two of the staff provided 
waking night cover. To achieve this, several staff were rostered to do twelve hour shifts. 
There were four staff on duty each shift, and the roster allowed for adequate overlapping and 
handovers. 
 
Staff meetings were held once a week. All staff were expected to attend, and the time needed 
to do so was included in the duty rota.  In the year prior to the inspection staffing had been 
affected by significant absences due to sick leave and maternity leave. One member of staff 
was attending college two days a week for a degree in social care.    
 
In the light of their qualifications and experience the unit had a staff group suitable for the 
demanding work of a high support unit.  However, while acknowledging the considerations of 
risk, inspectors were concerned that the combination of changes in management, uncertainties 
about leadership and the deployment of staff during shifts in the HSU did not provide the best 
model of care for vulnerable young people. In a nurturing, therapeutic environment for young 
people with histories of problems with attachments, their need for stability, security, and 
consistent care is paramount.  Inspectors urge managers to review staffing to ensure that the 
unit is optimally and suitably staffed on each shift in accordance with the standard.  
 
Recommendation 
 
5 The general manager should ensure that structures and systems are in place so 

that the unit is optimally and suitably staffed on each shift in accordance with the 
standard. 

 
4.2.4 Training and development 

 
In-service training in the year prior to the inspection included Children First, Therapeutic 
Crisis Intervention (TCI) refresher training for 22 of the staff, drug awareness, team building, 
debriefing, stages of life development, child development, occupational health, motivating 
families to change, education in care, emotional abuse and the impact on children of adult 
mental health.  Two of the staff were trained as TCI trainers. At the last inspection in 2002 
inspectors advised that staff should be trained to deal appropriately with disclosures of past 
abuse since the young people in the centre were making use of staff to address aspects of their 
history that had been traumatic. In this inspection staff told inspectors that disclosures still 
took place and that there was still a need for training specifically to ensure that responses are 
appropriate. None of the staff were trained in First Aid. Given the rural location and the 
incidence of self-harm amongst the young people, as well as injuries received by staff, 
inspectors recommend that there are sufficient staff trained in First Aid.  
 
The high risk involved in the behaviour of some of the young people entail difficult decision-
making for staff, as detailed in 4.5.4 below. Inspectors recommend that they are provided with 
training in the assessment and management of risk.  Staff should also receive specific training 
in children’s rights, particularly on the implications of restriction of liberty.   
 
Recommendation 
 
6 The general manager should ensure that the staff of the HSU receive training in 

dealing with disclosures of abuse, the assessment and management of risk, and 
children’s rights and that there are sufficient staff trained in First Aid.  
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4.3 Children’s rights 
 

4.3.1  Access to information 
 
The unit had a policy on access to information whereby young people were encouraged to 
have access to and read their daily case notes and reports prepared by the unit except where 
such information is likely to cause harm or undue distress to the young person or a third party. 
In such instances consent to access to information would be sought from the supervising 
social worker. The right was well understood by staff, and two of the three young people 
interviewed by inspectors said that they had seen their records. However, the records were 
voluminous, and reports were lengthy and difficult to access. Inspectors advise that ways are 
sought to reduce the volume of the records while retaining the information required for 
accountability. The young people had access to the children’s standards book.  
 
4.3.2 Consultation 
 
Only one young person was resident in the unit at the time of the inspection. However, in 
interviews with her and the two young people on supervision orders who attended the 
educational facility in the unit, inspectors were told that they had been consulted about day-
to-day decisions and matters concerning plans for their future and they attended and could 
participate in meetings held to review their care plans. Young people’s meetings had been 
held once a week on the same day as staff meetings. Issues of interest to the young people, 
such as increases in pocket money, bedtimes and rules about smoking, were discussed. Young 
people told inspectors that their views about their care had been sought. 
 
4.3.3 Complaints 
 
The unit had a procedure for complaints which split into three stages: the complaint report, 
the investigation outcome, and the response to the complaint. Inspectors also found that there 
was a regional protocol for dealing with complaints in respect of residential care. There were 
guidelines regarding notification of allegations of abuse. These triggered a different procedure 
that involved the supervising social workers and child care managers.  
 
During the year prior to the inspection the unit’s procedures for complaints was used on four 
occasions. Two were complaints made by young people. The first complaint was dealt with, 
and within seven days a meeting was held with the young person in order to address her 
concerns. However, the young person was not satisfied with the outcome. The complaint was 
not looked into any further.  
 
In another complaint a young person alleged that she had sustained bruises to both arms in the 
course of a restraint. At the time of the inspection, five weeks after it had been made, this 
matter remained unresolved. Another allegation was made by a social worker about the 
degree of force used during a restraint.  Although referred as an allegation of abuse, the 
investigation had not followed the appropriate protocol and was not resolved a year later. The 
investigation should be completed and a finding made as a priority.  
 
Both of these were complaints and child protection concerns and should have been dealt with 
by the unit’s complaints procedures and by child protection procedures consistent with the 

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. 
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local implementation of Children First.  The fact that investigation into one of the allegations 
had not been completed within a year is unacceptable.  There should be a clear distinction 
between child protection concerns and complaints and both require a timely response.   
 
In the last inspection of the HSU inspectors found that there was confusion about the 
complaints procedure. In particular, the same one was being used for young people to exercise 
their right to complain and by staff wishing to register a grievance. In this inspection 
inspectors found that the situation had not changed. The fourth complaint was made by a team 
of staff against a young person in the unit. It concerned a perceived threat made against staff 
by a young person.  In order to make the complaint staff used the same procedure and form as 
for children’s complaints. The right to complain is first and foremost a children’s right. 
Complaints can be brought by others such as a parent or supervising social worker on behalf 
of a child or generally about matters that concern the care and welfare of children. It is not 
appropriate to use the same procedure for staff to raise their concerns. It is also not 
appropriate for staff to complain against a child for whom they have responsibility. Their 
concerns should be resolved through professional communication with managers. Inspectors 
reiterate the recommendation made in 2002 that the way in which staff raise concerns is made 
distinct from procedures for dealing with children’s complaints and urge managers to 
implement it without further delay.  
 
Inspectors also found on examination of the young people’s records that genuine expressions 
of dissatisfaction about aspects of their care were recorded in the log books, or on other 
forms, but not treated as formal complaints.  The unit’s complaints procedure should be 
revised in order to accommodate young people’s informal expressions of dissatisfaction with 
the care they receive. 
 
Inspectors recommend that the acting general manager review the unit’s policy procedures and 
practice in relation to complaints, making clear the distinction between a complaint and an 
allegation of abuse requiring a child protection response. As recommended in the 2002 
inspection report, the unit should develop a procedure for staff grievances that is distinct from 
the complaints’ procedure for children.  
 
Recommendations 
 
7 The general manager should ensure that the investigation into the complaint 

made by a social worker is brought to a conclusion as quickly as possible.  
 
8 The general manager should bring the outstanding young person’s complaints to 

a resolution as soon as possible.  
 
9 In accordance with the recommendation made in the 2002 inspection, the general 

manager should develop a system for dealing with staff concerns that is distinct 
from that used for young people’s complaints. 
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4.4 Planning for children and young people 
 

4.4.1 Social work role 
 
All of the young people in the unit had allocated social workers. For the most part, their visits 
to the children were well within the requirements of the regulations. They had produced care 
plans and provided the unit with social histories as required. They said that there was good 
communication between themselves and the unit staff. They consulted the young people 
regularly, and were involved in maintaining the links between the young people and their 
families. The individual attention given to the young people in the unit was balanced with 
their responsibilities for other children in their families. One young person expressed the view 
strongly to inspectors that her social worker was good because “she fights your corner”.    
 
On reading records on single separation in the unit inspectors noted in some instances that 
direct communication with young people was not as prompt as it should have been. For 
example, two young people were separated from each other and their peers for a period of two 
weeks. Although social workers were notified daily as the detention was extended one spoke 
to the young person seven days after it started and visited the following day. There was no 
contact with the other, but the young person was visited 12 days after first being detained.  
While generally social work visits were within the time limits required by the regulations, 
there should be an imperative to contact and visit extremely vulnerable young people as soon 
as possible after significant events that may have a profound impact on their welfare and 
rights.  This is subject of a general recommendation on single separation in 4.5.4 below. 
 
4.4.2 Care planning and review 
 
Practice in care planning and care plan review for the young people in the unit at the time of 
the inspection was good. There were care plans for all of the children in the HSU.  They were 
clear, detailed and updated to reflect reviews. Statutory reviews of the care plan were held 
fortnightly for one young person whose behaviour was putting her at high risk, and other 
meetings took place as part of a child protection procedure.  For two other young people 
statutory reviews were being held every six weeks.  The care plan of one young person 
included a written after-care plan in accordance with the standard. She had an allocated 
aftercare worker, and she was fully informed of the plan.   
 
One aspect of care planning concerned inspectors. The plan for one young person was clearly 
set out in December 2004. It looked towards her leaving the unit at the time of her 18th 
birthday to go into semi-independent and then independent living. However, there was a 
difference of opinion between the staff and that supervising social worker about the time scale 
for the move. The records showed that within a three month period, from January to March 
2005, there had been significant changes in the plan which brought the date for the discharge 
forward.  At the time of the inspection this young person was the only resident in the unit, and 
the differences were known to her. However, the complaint made by staff referred to in 4.3.3 
above indicated that they wished to bring the placement to an end sooner than the time set out 
in the plan.  It was clear that they saw bringing forward the end of her placement as a 
resolution of their difficulties. 

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. 
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Inspectors were concerned that the changes resulted from the pressures brought to bear by 
staff rather than from consideration of the best interests of the young person.  They were 
symptomatic of the lack of clarity of purpose and function and the insecurities about 
management present in the unit at the time.  All those involved in the placement of young 
people in residential care should ensure that they work together in the best interests of the 
young people, even when circumstances put them under pressure.  The care plan should 
enshrine the principle that in any provision made for her care the welfare of the young person 
is paramount.  
 
4.4.3 Emotional and specialist support 
 
There was practice guidance in the policy and procedure documentation about the 
keyworker’s role. The role included appropriate befriending of the family of the young person, 
and liaison with the supervising social worker. There was evidence that this worked well for 
some of the young people who had been at the centre, but it was not working to the same 
extent in the case of the young person resident in the unit at the time of the inspection. 
Keyworkers had discussions with young people once a week, and more often in times of crisis. 
Two of the young people interviewed by inspectors understood and appreciated the 
keyworker’s role.  One young person said that she liked her keyworkers because they were 
‘trustworthy’. 
 
The difficulties that occurred in respect of the management of behaviour had a significant 
bearing on the quality of the relationships between the staff and young people. Some of the 
staff interviewed by inspectors were concerned that the extreme measures used to manage 
behaviour were a source of distress to the young people. However, others described them as a 
routine part of the role.  Several were concerned about the impact on staff of staff assaults, but 
they were also particularly concerned that some of the young people self-harmed when put in 
single separation.  The inability to provide safe care meant that the unit did not have sufficient 
stability to provide the therapeutic environment in which the emotional needs of the young 
people could be met.  Some of the changes necessary to meet the recommendations in terms 
of the management of the unit, as in 4.2.1 above, and the management of behaviour, as in 
4.5.3 and 4.5.4 below, should make it possible to re-establish a therapeutic ethos in the unit, 
but the breakdown of trust between staff and young people will require a re-examination of 
relationships in the unit, and should be independently facilitated.  
 
A psychologist was allocated to the HSU for 16 hours per week. His role was to provide a 
service to individual young people in the unit, to support the managers of the unit, to act as a 
consultant to the staff team, and he was a member of the management advisory group. He had 
met with young people regularly and every six weeks with a child care leader and a young 
person’s keyworkers in order to draw up and review plans for short-term therapeutic goals 
that formed the basis of the direct work undertaken by the keyworkers. There was evidence in 
the records that he saw individual young people in times of crisis, and that they found his 
intervention beneficial. Inspectors were told by staff and managers that when the unit was in 
crisis in the summer of 2004 the staff’s expectations of the psychologist changed. The child 
care manager and the psychologist himself told inspectors that staff were looking to him for 
direction, and that this was not appropriate to his role as a therapist. He withdrew from team 
meetings because the expectations of him to provide leadership were not compatible with his 
role as a therapist. 
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Inspectors are of the view that the therapeutic ethos of the unit has been considerably affected 
by the problems of leadership and behaviour management. They recommend that the general 
manager should review the role of the psychologist once a consistent management structure is 
in place.   

Young people in the unit had access to child psychiatric services. One young person had 
attended a play therapist, and another had attended a speech therapist.   

Recommendation 
 
10 The general manager should review the role of the psychologist in the HSU.   
 
4.5 Care of young people 

 

4.5.1 Individual care in group living 
 

At the time of the inspection there was only one child present in the unit. She attended the 
unit’s on-site school and was due to take her junior certificate examination.  Two other young 
people who had been discharged home on a supervision order attended the school as day 
pupils. The three young people interviewed by inspectors spoke well of the school.  
 
The young person had her own large bedroom. She attended school during the week. At 
weekends young people could have a lie-in until 11.00 a.m. It was practice in the unit to 
facilitate the young people to smoke in order to regulate the habit. In practice this meant that 
they handed over cigarettes that they had bought and then asked staff for them one at a time. 
For those in residence, cigarettes had been used as an incentive to encourage them to get up. 
Young people smoked outside the building, except when they were confined during single 
separation. This is a matter for concern and is subject of a recommendation in 4.5.4 below.  
The practice of administering cigarettes and using them as an incentive to conform to a 
routine should cease immediately. The management of young people’s smoking habits should 
be reviewed, and there should be a rigorous programme of health education designed to help 
young people give up smoking. 
 
There was a kitchen and separate dining room.  Food was plentiful and varied, and young 
people did cooking and baking with help from the teacher, care staff and the cook, and they 
were able to help themselves to a snack between meals. Food purchased reflected young 
people’s choice.  
 
Both social workers interviewed by inspectors said that the quality of primary care was good. 
During the inspection inspectors observed a warm rapport between the staff and the young 
people. One young person said that she enjoyed going on activities with staff and was able to 
have fun with them. The activities included horse-riding, cinema, swimming, bowling, bingo, 
hurling, walks in the locality, going to the beach, shopping, playstation, DVDs, and board 
games.  There was a large enclosed playing area on which the young people used go-karts. 
Young people had been taken up to Dublin for Christmas shopping, stayed overnight and 
went ice-skating.  They also went on a holiday in Killarney last summer.  

Care staff relate to young people in an open, positive and respectful manner.  Care practices take 
account of young people’s individual needs and respect their social, cultural, religious and ethnic 
identity.  Young people have similar opportunities and leisure experiences to their peers and have 
opportunities to develop talents and pursue interests.  Care staff interventions show an awareness of 
the impact on young people of separation and loss and, where applicable, of neglect and abuse.
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Birthdays were celebrated by parties and other special events as requested by the young 
person. Young people were facilitated in attending religious services. The wishes of parents 
about religion were not always sought. Clothing was purchased quarterly using cash. The 
young people could buy their clothes where they wished.  They received €15 pocket money a 
week and were free to spend it as they wished.  
 
Staff and young people told inspectors that bedtime was 9.30 p.m. irrespective of age. This 
seemed to inspectors to be inappropriate for the 17 year old living in the unit, and did not give 
her an opportunity to take responsibility for bedtime as a preparation for her move to 
independent living. Bedtimes should be age-appropriate. Since the inspection managers have 
explained that 9.30 p.m. is when the process begins, and that actual time for settling is at 10 
30 p.m. and later during weekends and holidays. 
 
Telephone calls are restricted to three 10 minute outgoing calls a week, and only two 
incoming calls were allowed. This practice is institutional and should cease. Young people 
should be facilitated to make and receive telephone calls to their families and friends as 
required, and any supervision or restriction on telephone calls should take place only on an 
individual basis as a result of an assessment of risk.  
 
Recommendations 
 
11 The general manager should ensure that the management of young people’s 

smoking habits is subject to immediate review, and a programme to help young 
people cease smoking is introduced.  

 
12 The general manager should ensure that practice in relation to bedtimes and 

young people’s use of the telephone is reviewed. 

4.5.2 Managing behaviour 
 
The young people placed in the HSU presented extremely challenging and high risk 
behaviours in terms of both theirs and others' safety. The unit had a policy describing its 
approach to the management of behaviour. It outlined principles such as not repressing a 
young person’s identity, recognising a young person’s right as a sexual human being, helping 
a young person control and understand the conflicts creating impulsive behaviours, and the 
provision of a consistent, predictable and safe environment in which young people may 
develop.  It included the following methods: 

• risk assessment, meaning an informal process of thinking undertaken by each member 
of staff when deciding on an intervention,  

• an individual crisis management plan, which is a formal written risk assessment 
incorporated into the method of crisis intervention approved by the HSESEA – 
Therapeutic Crisis Intervention (TCI), 

• TCI itself, which included physical restraint.  
Another policy described the therapeutic programme undertaken in the HSU as structured and 
goal-orientated way of staff providing supportive relationships to young people. It did not 
specify a therapeutic approach or method.  
 
There was a sanctions policy listing permitted and prohibited sanctions. Staff told inspectors 
that they did not have a sanctions system in practice. Some said that they were not used 
because they were not effective. Some said that some of the measures were not recorded 
because they were so small.  
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They distinguished between rules, sanctions and logical consequences. Examples of rules 
were: no smoking in the house, going to bed on time. Sanctions included: 15 minutes earlier 
bedtime for refusing to go to bed, deduction of up to a third of weekly pocket money in 
reparation for damage to property. A logical consequence was not being able to go in the car 
because of unsafe behaviour the previous day. These and similar measures were used, but 
there was no discrete record of sanctions as required by the standards.  
 
Young people told inspectors that staff had clear expectations of how they should behave. 
They explained that the rule on removal of items was to ensure that you did not keep things 
on you that could be used for self-harm. Rooms were searched, but there were no personal 
searches. Deliberate damage to property had to be paid for, although for large items, such as a 
window the payment was a contribution rather than full reparation. There were chores such as 
setting and clearing the table, and mopping floors. Everything was explained on admission. 
The young people found most of these measures reasonable, but thought there should be more 
freedom to smoke cigarettes. The issue of young people smoking is subject of a 
recommendation in 4.5.4 below.  
 
They did not like being under constant supervision by staff, and thought that they should be 
allowed out unsupervised. They also expressed strong views against single separation which 
they considered a punishment. The unit’s policy and practice of single person separation is 
referred to in detail in 4.5.4 below.  
 
4.5.3  Physical restraint 
 
There were seven episodes of physical restraint in the year prior to the inspection involving 
four young people. They lasted from 15 to 45 minutes. In some of them staff had difficulties 
because of the physical stature of the young people they were holding. Staff told inspectors 
that this was the main reason physical restraint was used infrequently. The figure does not 
include those times when young people were ‘escorted’ to locked areas of the unit in order to 
be separated from their peers.  
 
Staff told inspectors that an individual’s circumstances determined whether or not restraint 
would be used.  One reason that might exclude a young person from being physically 
restrained was if there was a known history of abuse. This does not take into account the 
possibility that young people might be placed in the unit whose history is largely unknown to 
the staff.  Another consideration was a medical condition such as asthma, but other 
conditions, such as pregnancy, may not be known to staff at the time physical restraint is 
used. 
 
Some of the assaults on staff referred to in 4.2.2 above occurred during physical restraints. All 
staff had been trained in TCI, but some staff were scheduled to have refresher training.   
 
Through interviews with staff and young people and examination of records, inspectors found 
that physical restraint was used more often than the records would suggest, particularly in 
order to secure a young person in a locked area of the unit. For those young people for whom 
physical restraint was deemed inappropriate single separation was used instead.  
 
The available records showed that staff acted within the policy and procedures of the unit. 
However, they themselves acknowledged that it was a measure that they could not use safely.  
 



No. 126 Final Report  20

Inspectors recommend that the acting general manager review the use of physical restraint in 
the unit, and that each young person is risk assessed in order to establish the circumstances in 
which it is thought necessary and whether it can be done safely. 
 
Recommendation 
 
13 The general manager should ensure that the use of physical restraint in the unit 

is reviewed.  
 
4.5.4  Other interventions to manage behaviour 
 
Inspectors found that various graduated forms of single separation were a key means by 
which difficult and unsafe behaviour was managed. The unit had a written policy describing 
them, and they had become integrated into the routines of daily care in the unit.  The unit had 
three areas where this could be done. One was a room without furnishings, and the others 
were suites of rooms. During the year prior to the inspection all three areas had been used to 
detain young people. Child care leaders and staff described how separation worked in practice 
to inspectors:  

• ‘single person separation’ meant that a young person was locked in a room that was 
bare except for a mattress and a CCTV camera, and was observed on camera;  

• ‘close supervision’ meant that a young person was in a locked suite of rooms in the 
company and under the supervision of a member of staff, and monitored on CCTV.  

Single separation in a locked area is a serious deprivation of liberty and is legally sanctioned 
for use in special care units only. The HSU staff did not have the legal authority to use single 
separation in a high support unit.  
 
Two other forms of separation were described in the policy:   

• ‘limited access’ meant that a young person was excluded from specific areas of the 
house and from contact with other young people and was in the company of staff at all 
times;  

• ‘time away’ was the voluntary separation of a young person from the group in order to 
calm down and reflect on behaviour. This took place in a designated room and was 
supervised by staff.  

Neither of these entailed locking a young person in a specific space. Because they do not 
entail detaining young people, the use of ‘limited access’ and ‘time away’ could be 
appropriate ways of managing situations where the young people together present a high level 
of immediate risk. However, young people have a right to peer association, and longer periods 
of ‘limited access’ or ‘time away’ would only be appropriate if shown to be necessary on the 
basis of an individual assessment of risk that included all concerned parties.  
 
Inspectors found that there was difficulty in determining how often single separation had been 
used. No register was kept. Instead each instance was recorded within a young person’s file. 
‘Close supervision’ was not recorded in the same way as single separation. The monitoring 
officer was notified of only one single person separation, and was not notified of any of the 
other segregating interventions.  However, records showed that there had been several 
episodes where young people had been locked up in one of the three areas. In one example, 
two young people were separated from each other and the group for two weeks. Staff and 
young people told inspectors that separation was used routinely for young people returning to 
the unit after unauthorised absences.  
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The monitoring officer for the HSESEA made recommendations in his reports in June and 
August 2004 after visiting the unit during the time this measure was used. He expressed 
concern that the protocols outlined in the written policy were not being followed. Specifically, 
he was concerned about the absence of an on-call system in the unit to ensure that the 
decision to use the measure was taken in consultation with a manager. He was also concerned 
that in some instances more than 24 hours elapsed before a multidisciplinary meeting took 
place.  
 
In one example in the records the use of the measure was instigated in order to segregate and 
separate two young people for the night after they had threatened staff with violence. ‘Single 
person separation’ started at 11.00 p.m. and in the afternoon of the following day it changed 
to ‘close supervision’.  By the third day of ‘close supervision’ one of the young people was 
settled and compliant with staff’s requests while the other was not.  Although supervising 
social workers had been notified by e-mail on the first day that the young people were 
separated, discussion between the staff and supervising social workers did not take place until 
five days after it had commenced. One of the young people was allowed to speak to a parent 
on the fifth day after asking to do so for the previous three. The other, in conversation with 
staff, apologised for the behaviour which resulted in her being separated, but remained under 
‘close supervision’ for another two days in order to await the decision of a multidisciplinary 
meeting.   
 
Managers told inspectors that an emergency meeting of the advisory committee was called to 
discuss the placement of one of the young people five days after the period of separation 
began, and the unit’s records indicated that the multi-disciplinary meeting took place seven 
days after the young people were first locked up. It was decided that both the young people 
would have ‘limited access’. This was described to one of the young people as her ‘sanction 
being reduced’. This continued for another four days.  During that time the young people 
were allowed to move around some parts of the house under constant staff supervision, but 
not to engage with other young people. They were also able to go on supervised outings.   
 
Practice in relation to single separation raised several concerns for inspectors: 

• Inspectors were concerned that the staff in the unit did not have legal authority to 
detain young people. They were told that the basis on which the measure was used 
was that the staff were acting as responsible parents since the level of risk to 
themselves and others presented by the young people was high. This criterion was 
based on an interpretation of comments made during court proceedings in respect of 
one case. It was subsequently applied to the management of behaviour of several other 
young people. That a certain course of action can be justified, does not, in itself, make 
it good child care practice; and the effect of generalisation from one case to the care of 
several young people was that separation became a routine response to challenging 
behaviour.    

 
• The safety of young people was not assured by single separation. Some became 

extremely distressed and self-harmed during periods of separation.   
 

• There was evidence that some decisions to separate young people were made without 
consulting managers. The absence of a formal on call system meant that staff found 
themselves in a position where they could not seek advice when faced with high risk 
situations. Inspectors were told that there was an informal system in place. However, 
the close supervision plan for one young person had a clear instruction not to contact 
the child care leader outside working hours.  
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• Single separation was used for long periods for some young people and constituted a 
serious restriction of liberty. The staff were able to remove any property from the 
young person if they considered it a potential danger. In two instances this meant that 
young people were confined in bare rooms. Access to open air and exercise was 
limited. In one week when two young people were confined, one went outside for a 
total of four hours, and the other for 20 minutes. In spite of how single separation was 
described in writing, young people interviewed by inspectors saw it as a punishment.  

 
• It is unclear from the records whether or not young people were locked in one room or 

in a suite of rooms. It was also unclear whether they were observed by camera or by 
staff in person, and records showed significant gaps in observation, some between two 
and three hours.  

 
• There was a delay of a week in calling a multidisciplinary meeting to discuss the 

single separation and segregation of two young people in August 2004.  The records 
also indicate that there was a significant delay in the young people being visited by 
their social workers. In one instance the social worker did not speak on the phone to 
the young person until six days after separation had started.  Another young person 
was separated for a week and no multidisciplinary meeting was called.  

 
• Although the young person should be able to return to the group as soon as it is 

considered safe to do so, the young people were kept in separated areas long after they 
had calmed down, and one of the young people was told that she was to stay in 
isolation until a meeting the following day reviewed her situation.  The criterion for 
separation changed from immediate to potential risk.   

 
• There was evidence that the separation status could change on the basis of a decision 

made by staff on duty. For example, a record showed that in one case where a young 
person was in a room on the basis of having ‘time away’ there was a written note 
giving staff discretion to keep the door unlocked unless the behaviour of the young 
person ‘goes downhill’.   

 
• One episode was of serious concern. Two young people had returned to the unit at 

night after an unauthorised absence. One of them was separated in a room at the back 
of the building. After a period of extreme aggression from the other young person the 
two staff on duty, having been prevented from accessing the staff office in order to 
make a telephone call, left the building to go to a phone box to call the Gardai for 
help. Both young people, and particularly the young person in single separation, were 
unsupervised during this time.  

 
Inspectors are of the view that the use of single separation had become a response to crises in 
the unit in the absence of other effective strategies, and while it provided a means of 
responding to individual situations the legal authority of its implementation is open to 
question, and it did not constitute good child care practice. It was also ineffective in 
preventing the behaviours it had been designed to address.   
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They recommend that the practice be subject to radical review. The review should consider: 
• the legal authority of the unit to detain young people;  
 
• all the strategies used to manage behaviour, and ensure that there are adequate 

responses to less serious behaviour which might avoid the necessity for more extreme 
measures;   

 
• the effectiveness of the HSU’s use of TCI de-escalation methods and the sanctions 

system; 
 

• structures of management and staffing of the unit, to ensure that the deployment of 
staff is optimal for the safe care of the young people; 

 
• the fragility of cover in the HSU at night;  

 
• the introduction of a functioning on-call system.   

 
The use of single separation as a routine measure of control should cease.  
 
The monitoring officer reported the practice of locking the external doors of the unit, and 
inspectors found that during the inspection the door at the rear of the building, a fire escape, 
was locked at all times. The unit had experience of two young people setting a fire in a 
bathroom.  
 
There was also a practice whereby young people confined to a locked room smoked cigarettes 
inside the building. In one case the records showed that this was being used as an incentive 
for the young person to remain calm during a period of separation. The management of young 
people’s smoking habits is referred to in 4.5.1 above. The general manager should arrange for 
a fire officer to assess these practices along with the risks of locking young people in the 
designated areas of the building.  
 
Recommendations 
 
14 The general manager should ensure that policy and practice of the management 

of behaviour in the HSU, and in particular the use of single person separation is 
subject to a radical review. 

 
15  Principal social workers should ensure that supervising social workers visit 

young people in the HSU as soon as possible at times of crisis.  
 
16 The general manager should arrange for a fire officer to assess practice in 

relation to locking doors and permitting young people to smoke inside the 
building.  

 
Another means of managing behaviour was to call the Gardai when order had broken down in 
the unit. For example, a young person who refused to go into single separation and could not 
be restrained was eventually placed there by Gardai. Staff said that the Gardai were mostly 
willing to respond to calls, but on occasion questioned their role in establishing order inside 
the unit. The use of Gardai in this way should be included in the review of the management of 
behaviour recommended above.  
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4.5.5 Unauthorised absences 
 

There were seventy-five unauthorised absences during the year prior to the inspection. In all 
the episodes staff referred to Gardai immediately owing to: the high level of vulnerability of 
the young people, the high risk activities they engaged in when absent without authority, and 
the rural location of the unit. Staff and supervising social workers told inspectors that often 
the young people were trying to get home to their families, but they also went out into the 
community at large. Some of the young people placed in the unit in the year prior to the 
inspection had been absent for long periods.  Staff had a particular concern that when only 
one young person wanted to abscond another would be persuaded to go along to accompany 
her. Supervising social workers told inspectors that they were notified of absences promptly, 
and inspectors found that notifications were responded to appropriately.  
Inspectors examined records and found it difficult to link the report of an unauthorised 
absence with a report of a return to the unit.  They suggest that the record of return includes 
the date of the absence it refers to.  
 
The high levels of unauthorised absences are a cause for concern. Inspectors consider the fact 
that two young people who were out of control during their time in the HSU were managing 
to live at home under supervision by the time of the inspection shows that some of the 
difficulties they presented in the unit are indications of how their care was managed during 
their placement. 
 
Recommendation 
 
17  The general manager should arrange a review of practice in relation to 

unauthorised absences and develop strategies to reduce their incidence.  
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5. Summary of Recommendations 
 

1 The general manager should ensure that the statement of purpose and function is 
reviewed in order to include those elements recommended in the 2002 inspection, 
and ensure that it makes clear that the unit cannot be used for the detention of 
young people. 

 
2 The general manager should review all aspects of the management of the unit. 
 
3 The general manager should ensure that supervision is carried out in accordance 

with the unit’s policy. 
 
4 The general manager should ensure that there is an effective system of on-call 

support for the staff. 
 
5 The general manager should ensure that structures and systems are in place so 

that the unit is optimally and suitably staffed on each shift in accordance with the 
standard. 

 
6 The general manager should ensure that the staff of the HSU receive training in 

dealing with disclosures of abuse, the assessment and management of risk, and 
children’s rights and that there are sufficient staff trained in First Aid.   

 
7 The general manager should ensure that the investigation into the complaint 

made by a social worker is brought to a conclusion as quickly as possible.   
 
8 The general manager should bring the outstanding young person’s complaints to 

a resolution as soon as possible. 
 
9 In accordance with the recommendation made in the 2002 inspection, the general 

manager should develop system for dealing with staff concerns that is distinct 
from that used for young people’s complaints. 

10 The general manager should review the role of the psychologist in the HSU.   
 
11 The general manager should ensure that the management of young people’s 

smoking habits should be subject to immediate review, and a programme to help 
young people cease smoking is introduced.  

 
12 The general manager should ensure that practice in relation to bedtimes and 

young people’s use of the telephone is reviewed. 

13 The general manager should ensure that the use of physical restraint in the unit 
is reviewed.   

 
14 The general manager should ensure that policy and practice of the management 

of behaviour in the HSU, and in particular the use of single person separation is 
subject to a radical review. 

15 Principal social workers should ensure that supervising social workers visit 
young people in the HSU as soon as possible at times of crisis.  
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16  The general manager should arrange for a fire officer to assess practice in 
relation to locking doors and permitting young people to smoke inside the 
building.   

 
17  The general manager should arrange a review practice in relation to 

unauthorised absences and develop strategies to reduce their incidence.  
 


