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1. Executive summary 
 

This section contains a brief summary of the main findings and conclusions of the inspection of a 
high support unit (HSU) run by the North Lee Community Care Area (NLCCA) of the Southern 
Health Board (SHB), which took place on the 27th – 29th April 2004.  Readers wanting a more 
detailed account should refer to the main sections of the report.  
 
High Support Units (HSUs) were established for children who require intensive levels of care 
because of challenging behaviour, extreme vulnerability, or a need for therapeutic intervention 
which cannot be met in residential or foster care. They also serve as step-down units for young 
people in Special Care Units (SCUs). Features of HSUs are a higher staff ratio, access to a school 
on site, and an increased level of specialist support. Inspectors would like to emphasise that while 
the inspection of HSUs is under the National Standards for Children’s Residential Centres, issued 
by the Department of Health and Children (DoHC) in 2001, inspectors keep in mind factors that 
differentiate them from other children’s residential centres such as the vulnerability of the young 
people placed in them, their increased resources, and the therapeutic purposes for which they were 
established.  
 
The five-bedded unit opened in 2001 for boys from the SHB area aged 12-15 years on admission 
who required high levels of support. It was situated in a hospital campus. At the time of the 
inspection it had a function as a step-down unit for SHB boys who were placed in the regional 
SCU in Limerick. The HSU was an open environment offering therapeutic input based on the 
relationships built between the staff and the young people.  
 
At the date the inspection was announced there were three boys aged between 12 and 14 years in 
the unit. The acting unit manager and deputy manager had been in post about five months. The unit 
had a total of 24 staff with considerable experience in child care. Twelve had qualifications in 
child care, and others had degrees and diplomas in social work, nursing, psychology, social science 
and youth and community work.  

 
The Department of Health and Children’s (DoHC’s) guidelines on vetting issued in November 
1994 require staff to have Garda clearance and three references before commencing employment. 
Twenty one out of 24 of the staff had Garda clearances and one of those commenced employment 
before the clearance was received. Five staff had three references, fifteen had two, three had one, 
and one member of staff had none. Of the 48 references, 43 were received before staff started 
working in the unit.  Inspectors are concerned that the board’s vetting procedures have not become 
more rigorous given that the guidelines from the DoHC have been in place for nearly ten years and 
recommendations regarding vetting have been made in inspection reports of other SHB children’s 
centres.  
 
The young people were consulted about decisions that affected their lives and were aware of how 
to make any complaints or discuss any worries with the staff. They were included in discussions 
about their future, invited to reviews, and participated in regularly held residents’ meetings. They 
could exercise choice about food and clothing. Links with their families were strongly promoted 
and facilitated, and they were given opportunities to engage in a wide range of activities in the 
local community. In one case, inspectors found evidence of perseverance and success in re-
establishing contact between one young person and a parent.  Within the unit there was a range of 
toys, games, and computers; and the building was set in a large grassed space accessible to the 
young people.   
 
Monitoring visits were in progress since October 2003.   Staff had a good awareness of 
safeguarding issues, and most aspects of practice reflected this. However, inspectors were 
concerned that the basic elements of the SHB’s implementation of Children First: National 
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Guidelines for the Protection and Welfare of Children were less well understood, and they found 
evidence that there was confusion between complaints and allegations of abuse, and that the role of 
the social worker in assessing child protection concerns was not clearly understood. Full training in 
Children First for all the unit staff has been recommended.  
 
Inspectors had serious concerns about some aspects of the standard of care provided to the young 
people in the unit. They found that in spite of all the effort, patience and commitment of the staff 
there had been serious difficulties in the management of behaviour in the unit over the three 
months immediately prior to the inspection from late January to late April 2004. There had been 
high levels of physical restraints, use of sanctions, and assaults on staff. This situation is not 
acceptable for the young people or the staff. At times, owing to the fact that the young people were 
beyond the staff’s control and regular routines were disrupted, the quality of primary care was 
compromised by unpredictability regarding the organisation of meals and insecurity at bedtimes. 
There were difficulties in establishing appropriate boundaries, and inspectors found that the 
approaches to managing behaviour in the unit did not provide a sound structure for staff to develop 
confidence in tackling difficult behaviour consistently and to establish a culture of safety for the 
young people and themselves.  
 
During the inspection, inspectors found that morale amongst staff was low, and that there was little 
confidence in the support systems put in place by the board to respond to violence against staff. 
Support systems within the unit, such as supervision, were not as regular as described in the unit’s 
policy, and several staff expressed concerned about this. In the report the inspectors have made 
recommendations that focus on the need for the board to carry out a total review of the 
management of behaviour in the unit, to bring about the changes necessary to make the unit safer 
for the young people and the staff, to evaluate the systems already in place for staff support, and to 
improve the quality of primary care and the quality of interaction between staff and the young 
people.    
 
Inspectors found that the standards for education and health were well met. They commend the 
unit staff for supporting the young people in their education. The education facility adjacent to the 
unit was attended by two of the young people, and another attended a special school in continuity 
of an arrangement made in a previous placement. Communication between the staff and social 
workers was generally good. The frequency of social work visits to the unit was within statutory 
requirements. All three young people had care plans. One was prepared outside the statutory 
timescales. Practice in respect of reviews of care plans was generally good.   
 
Accommodation in the unit was of a high standard. The unit was spacious and well maintained. 
The standard of décor and furnishings was high, and efforts were made to provide an element of 
comfort in a building that was not purpose-built. The young people had their own bedrooms.  The 
unit had a comprehensive health and safety statement, and a recently conducted health and safety 
audit. Inspectors commend the board for the appointment of a fire and safety advisor with special 
responsibility for all the board’s children’s centres. They also commend the HSU’s staff health and 
safety representatives for their serious commitment to their task.  
 
Inspectors were pleased to learn of developments made by the board to promote the rights of the 
young people. These included creating a post for a person to oversee young people’s complaints in 
all the board’s children’s residential centres, and the assignment of a member of staff within the 
HSU to specialise in advocacy for young people. In tandem with these changes was the 
appointment of a regional co-ordinator of residential services whose role included, amongst other 
tasks, the preparation of common approaches to care practice in all the board’s centres. With the 
exception of some the HSU’s practices in respect of complaints, the standard on young people’s 
rights was met. 
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Inspectors acknowledge the professionalism, commitment and perseverance of the HSU staff in the 
face of considerable challenges. The report makes recommendations to bring aspects of the service 
in the HSU to a level that will meet the requirements of the National Standards for Children’s 
Residential Centres. They include recommendations about a review of the use of physical restraint, 
vetting, staff meetings, daily routines, and the complaints procedure. Since there is an urgent need 
to ensure that the overall standard of care of the young people in the centre improves and the board 
will require time to address the serious issues raised in the report, inspectors will carry out a 
follow-up inspection of the unit in six months’ time to assess the progress made in fulfilling the 
recommendations.  
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2 Introduction 
 

The Social Services Inspectorate (SSI) carried out the inspection of the High Support Unit (HSU) 
in the North Lee Community Care Area (NLCCA) of the Southern Health Board (SHB) under the 
Child Care Act 1991, Section 69 (2) which provides authority for the inspection of the social 
services functions of health boards, including children’s residential centres.   
 
The inspection took place on 27th – 29th April 2004. 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 statements of policies and procedures,  
• The young people’s care files, 
• The young people’s daily log books, 
• All administrative and recording systems, 
• Questionnaires completed by parents, teachers, and social workers, 
• Census forms on staff, 
• Census forms on young people, 
• Staff rotas, 
• A health and safety audit for the centre,  
• The centre’s health and safety statement.  

 
In the course of the inspection inspectors interviewed two of the young people living in the centre, 
the acting unit manager, and six staff. Others interviewed included: one parent; the general 
manager of NLCCA, the child care manager, the senior clinical psychologist, the education co-
ordinator of Ard Alainn education facility, four social workers and a guardian-ad-litem. The lead 
inspector also interviewed a representative of the SHB occupational health unit by telephone.  
 
Inspectors would like to emphasise that while the inspection of HSUs is under the National 
Standards for Children’s Residential Centres, issued by the Department of Health and Children 
(DoHC) in 2001, inspectors keep in mind factors that differentiate them from other children’s 
residential centres such as the vulnerability of the young people placed in them, their increased 
resources, and the therapeutic purposes for which they were established.  
 
2.2    Acknowledgements 
 
Inspectors wish to acknowledge the co-operation of the staff in the unit, health board managers and 
other professionals in this inspection.  We also wish to thank the young people and staff for their 
assistance and hospitality. 
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3 Setting the scene: background, the centre and its population 
 
3.1  Background 
 
The Social Information Systems (SIS) report to the Special Residential Services Board, “Definition 
and Usage of High Support in Ireland”, was published in April 2003. It states that HSUs were 
established in response to cases brought before the High Court where the resources for children 
and young people presenting challenging behaviour in their placements were considered 
inadequate.  
 
The purpose of the HSUs, as described in the Laxton report of 2000, was to provide planned 
follow-on care in a safe, secure but open setting, and to act as the core provision in a core and 
cluster model of child care provision within the board. They were also alternatives to special care 
designed to ensure that only those most seriously at risk were placed in Special Care Units (SCUs).   
 
The HSUs have higher levels of staffing than other open children’s residential centres in order to 
fulfil their role in caring for children and young people who present extremely challenging 
behaviour or have extreme vulnerability and require intense support and supervision, and whose 
placements in other settings have broken down.   
 
The HSU that was subject of this inspection opened in 2001 as a five-bedded high support unit for 
boys aged 12-15 years on admission from the SHB area who required high levels of support and 
therapeutic intervention. It was situated in the main part of a property that was one of a group of 
buildings on a large hospital campus.  The majority of buildings on the campus still functioned as a 
hospital. The building containing the HSU had been re-fitted and refurbished in order to be a 
young people’s resource, and as part of that process a school was established within the same 
building. At the time of the inspection, it had a function as a step-down unit for SHB boys who 
were placed in the regional SCU in Limerick.  
 
3.2  Data on Young People 

 
At the date the inspection was announced there were three boys resident in the centre. Details of 
legal status, length of placement and previous placements are shown in the table below. All three 
had been admitted to the unit from other residential settings, though in one case there was a long 
period of shared care with a parent.  
 

Details of Young People  in HSU  –   1st April 2004 
 

Young Person Age in Years Legal Status Length of Time in 
Centre Previous Placements 

Boy 13 Voluntary 
Agreement 1 year 6 months 

Residential Centre 
Day Foster Care 

Residential Respite 

Boy 14 Care Order 4 months 
Residential Respite 

Short-term Residential Care 
Foster Care  

Boy 12 Care Order 2 months 
Emergency Foster Care 

Residential Centre 
Special Arrangement 
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4.     Standards: the findings 
   
4.1 Statement of purpose and function 

 
The unit had a written statement of purpose and function. It had originally been prepared when the 
unit opened in 2001, and revised early in 2004 in consultation with a range of professionals, one 
family of a resident, and the young people in the unit. It said that the HSU offered up to five 
teenage boys aged between 12 and 15 years on admission short to medium term intensive care. It 
defined short to medium term as between two and 12 months. The unit was only for boys from the 
SHB area only. The statement said that the primary function of the unit was to offer each child an 
emotionally secure living environment while assisting him and his family to work on areas of 
change identified in care and placement plans. 
 
The features of high support identified in the statement are: close supervision of the young people 
within the unit and outside in the community, education provided on the premises, the therapeutic 
input of a senior clinical psychologist where appropriate, and a higher level of staff then would be 
found in a ‘mainstream’ children’s residential setting.  While the ultimate aim was for each young 
person to return to live with his family, the unit also assisted young people in transition either to 
SCUs or to ‘mainstream’ residential care.  
 
The statement included principles drawn form the United Nations Convention on the Rights of the 
Child, and emphasised the aim of the unit to work in partnership with parents. The unit’s 
therapeutic approach was described in detail. It explained that a number of concepts were used to 
guide the work of the staff in the HSU since no one approach would adequately respond to 
complex feelings, needs and behaviours presented by the young people. The concepts included: a 
strengths-based approach, the provision of a therapeutic environment and a secure base, resilience, 
raising of self-esteem, and enhancing the belief of the young people in their own abilities.  
 
Inspectors found that in broad terms some aspects of the statement of purpose and function were 
reflected in practice within the unit. However, there were serious difficulties in the management of 
behaviour, described in detail in 4.6.4 below, which prevented staff from providing a secure base 
and therapeutic environment as described in the statement.  Also, during the year prior to the 
inspection measures of control used by the staff included removing a young person from the group 
and supervising his contact with peers, as detailed in 4.6.4 below. In this particular instance the 
decision to use the measure was based on an assessment of serious risk. However, inspectors are of 
the view that in the statement of purpose and function there should be unequivocal clarity that staff 
in HSUs do not have authority to detain young people, and recommend that the unit’s statement be 
revised to reflect this.   
 
The statement had been written in a format designed to make it accessible to social workers, 
parents and young people. There was a set of documents with it clearly outlining policies and 
procedures covering several aspects of the service provided in the unit.  Where appropriate within 
the text of the report recommendations and advice are given about how some of the policies should 
be reviewed.  
 
Alongside its main text the document had brief descriptions of key terms such as care plan, 
therapeutic approach and resilience. These notes made the document more user-friendly and 
accessible.  Within the main document there was a statement about the legal status of young people 
admitted to the unit.  

The unit has a clear written statement of purpose and function that accurately describes what the unit sets 
out to do with young people and the manner in which that is provided.  The statement is available, 
accessible, and understood.  



Final Inspection Report No: 105 9

Inspectors found that staff they interviewed were unfamiliar with the statement and some of the 
policy documents attached to it. They recommend that the managers of the unit ensure that staff 
are familiar with the content of the statement of purpose and function.  
 
Recommendations 
 
1 Managers of the HSU should revise the statement of purpose and function to make it 

unequivocally clear that unit staff do not have the authority to detain young people.  
 
2 In consultation with others, the acting unit manager should review the statement of 

purpose and function and ensure that all staff are familiar with its content.   
 
4.2 Management and care staffing 

 
 

 
 
  
4.2.1   Management 

 
The structure of the management of the unit is shown in the chart below. 

 
Management Structure of HSU – April 2004 

 
 

 
 
 
 
 
 
 

 
 
 
 
 
 
 

 
 
 

The acting unit manager had a qualification in social work. By the time of the inspection she had 
been in post for six months. She reported to the child care manager, who in turn reported to the 
general manager of NLCCA.  There was a deputy unit manager, and eight child care leader posts, 
with one post shared by two staff.   
 
Managers told inspectors of changes in the management of residential services within the SHB. 
The board has given the child care manager of the NLCCA responsibility for all the children’s 
residential provision run directly by the board.  The manager of the HSU will continue to report to 
him. With effect from May 2004 a new post of regional co-ordinator of residential services was 
due to become operational.  The objective of the re-organisation is to co-ordinate as many aspects 
of the residential service as possible, such as the admissions procedures, training, and policies and 
procedures, to promote a common culture and ethos, and to identify gaps in the service.  
Internally, the acting deputy unit manager had specific administrative duties including financial 
and staffing aspects of the managerial role. Both the acting unit manager and the acting deputy 
manager shared on-call duties, and both were named as responsible persons in the unit’s health and 

The unit 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. 

General Manager, North Lee Community Care Area (NLCCA) SHB 

Acting Unit Manager, HSU 

Child Care Manager, 
(NLCAA) 

Deputy Unit Manager, 

Admissions 
 &  

Discharges 
Committee 

Senior Clinical Psychologist 

8 Child Care Leader Posts 

12.5 Child Care Worker Posts 
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safety statement. Supervision of staff was divided between them and some of the child care 
leaders. The child care leaders had responsibility for the organisation of each shift.   
 
4.2.2 Register 
 
The centre had a register. It was a large custom-made book that held details required by the Child 
Care (Placement of Children in Residential Care) Regulations, 1995, Part IV, Article 21 (2). It did 
not record the gender of the young people or the address of the unit. Owing to the form of the 
register it would not have been possible to maintain an exact duplicate in administrative offices of 
the board. However, a system was in place whereby monthly and quarterly returns were sent to the 
board’s childcare information officer. These had most of the information required by the 
regulations, but would not meet the standard fully.  Inspectors commend the system in place, but 
recommend that it is modified to include all the details required by the regulations, and that a true 
replication of the information in the unit’s register is maintained, albeit in an electronic format.   
 
Recommendation 
 
3 The board should ensure that the unit’s register includes all the details required by 

the regulations and that a duplicate of the information it contains is kept in 
administrative offices of the health board as required by the standards.  

 
4.2.3 Notification of significant events 
 
The unit had a procedure for the notification of significant events. Staff told inspectors, and parents 
and social workers confirmed, that they were routinely notified about significant events. However, 
on examination of the records inspectors found that it was unclear whether social workers received 
written notification after some incidents, and there were significant delays of between a week and 
ten days in sending the written accounts of others. There was evidence that a record of the routing 
of information to the parties entitled to be notified had been introduced recently.  Information had 
been routinely sent to monitors from early March 2004 after centres had received a memorandum 
clarifying which significant events required notification.  
 
One parent interviewed by inspectors said that with one exception she was kept very well informed 
of events.    Inspectors are of the view that the policies accompanying the statement of purpose and 
function should include a written policy on notification of significant events.  
  
They recommend that the HSU develop further the procedure on the prompt notification of 
significant events and produce clear practice guidelines for staff, and that the managers of the unit 
monitor the system to ensure that it is effective and complete. The practice guidelines should 
identify those matters that should be notified routinely, but should not preclude the possibility that 
an agreement is reached between the social worker and the unit about how events are notified.  
 
Recommendation  
 
4 The acting unit manager should ensure that the procedures for notification of 

significant events are included in the policy documents, and that the unit has written 
practice guidance for staff.   
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4.2.4 Care staffing 
 
At the time of the inspection the unit had 24 care staff.  Fourteen were in full time permanent 
posts, three part time permanent, three full time temporary and four relief.   Fifteen staff worked a 
39-hour week, two staff worked 35 hours per week, and three part time members of staff worked 
32, 24 and 16 hours per week respectively.   
 
Full details of the staffing of the unit are shown in the table below.  
 

Staffing of the High Support Unit – 1st April 2004 
 

 Staff Hours Employment
Status Qualification Length of Service 

in HSU 

#1 Acting 
Unit Manager 35 Full Time  

Permanent 
BA Social Science 

 Higher Diploma in  Social Work, NQSW  
2 years  

8 months 

#2 Acting Deputy 
Unit Manager 35 Full Time  

Permanent 
National Diploma in  

Applied Social Studies in Social Care 
1 year 

10 months 

#3 Child Care Leader 39 Full Time  
Permanent No qualification 1 year  

4 months 

#4 Child Care Leader 39 Full Time  
Permanent 

BA Social Science 
 Diploma in Non-direct Play Therapy 

2 years 
5 months 

#5 Child Care Leader 39 Full Time  
Permanent 

National Diploma in  
Applied Social Studies in Social Care 

2 years 
3 months 

#6 Child Care Leader 39 Full Time  
Permanent Bachelor of Social Work 2 years 

8 months 

#7 Child Care Leader 24 Part Time  
Permanent 

National Diploma in  
Applied Social Studies in Social Care 

2 years 
8 months 

#8 Child Care Leader 16 Part Time  
Permanent 

NCVA 
 Level 2 Child Care 6 months 

#9 Child Care Leader  Relief Registered General Nurse 7 months 

#10 Acting Child Care 
Leader 39 Full Time  

Permanent 
BA in Applied Social Studies  

in Social Care 
2 years  
1 month 

#11 Acting Child Care 
Leader 39 Full Time  

Permanent MA in Social Anthropology 1 year  
8 months 

#12 Child Care Worker 39 Full Time  
Permanent Registered General Nurse 2 years  

8 months 

#13 Child Care Worker 39 Full Time  
Permanent 

FETAC 
Level 2 Child Care 

2 years 
8 months 

#14 Child Care Worker 39 Full Time  
Permanent 

National Diploma in  
Applied Social Studies in Social Care 

2 years  
4 months 

#15 Child Care Worker 39 Full Time  
Permanent 

BA in Applied Social Studies  
in Social Care 

1 year  
7 months 

#16 Child Care Worker 39 Full Time  
Permanent 

BA in Theology 
Higher Diploma in Education 

1 year  
6 months 

#17 Child Care Worker 39 Full Time  
Permanent 

BA in Applied Social Studies  
in Social Care 3 months 

#18 Child Care Worker 32 Part Time  
Permanent 

National Diploma in  
Applied Social Studies in Social Care 

2 years  
2 months 

#19 Child Care Worker 39 Full Time  
Temporary 

National Diploma in  
Applied Social Studies in Social Care 3 months 

#20 Child Care Worker  Relief Diploma in Residential Child Care 1 year  
8 months 

#21 Acting Child Care 
Worker 39 Full Time  

Temporary Bachelor of Social Science 1 year  
7 months 

#22 Acting Child Care 
Worker 39 Full Time  

Temporary Diploma in Youth and Community Work 3 months 

#23 Acting Child Care 
Worker  Relief Diploma in Child Care, Diploma in Child 

Psychology, Diploma in Counselling.  3 months 

#24 Acting Child Care 
Worker  Relief No qualification 2 months 

 
Twelve of the staff had qualifications in child care. As shown in the table below, the staff group 
had a range of other educational qualifications, including degrees and diplomas in social work, 
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nursing, social science, play therapy, theology, psychology, counselling, youth and community 
work, and social studies.  
 
The staff group comprised people with a depth of experience. The average age was 33 years, with 
a range of 23 to 58 years. The average length of service in residential care was four years eight 
months, and the average length of service in the unit was one year eight months.   
 
There was a gender imbalance in the staff group with only four staff being men. Its significance for 
the young male adolescents in the unit was noted by the managers. The general manager and child 
care manager told inspectors that in the board’s recruitment drives for child care workers there was 
a low response rate from men.  Inspectors urge them to persevere in finding a solution to the 
problem since the male staff provide important role models for young people in care both in 
themselves and in their interactions with women staff.  
  
In the inspection process the assessment of the unit’s vetting of staff is achieved through the 
following stages: before the inspection the manager provides a list naming all staff and showing 
the dates of their Garda clearances and references; inspectors check the information and identify 
omissions; during the inspection inspectors look at a sample of the staff files in order to verify the 
information received. In this inspection, inspectors interviewed a representative of the personnel 
department, and examined a sample of ten staff files. Within the information provided by the unit 
and in the personnel files seen by inspectors omissions in the vetting of staff were found.  
 
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 the 
commencement of employment of child care staff. Inspectors found that 21 of the staff in the unit 
had Garda clearances, but one started work before the clearance was received. Three of the staff 
did not have Garda clearances. One held a permanent post, and the others were in temporary 
positions. They were employed by the board over periods of between five and 12 years, and had 
moved between the board’s children’s residential centres. Inspectors were seriously concerned that 
throughout that time their files were not checked to ensure that the vetting requirements had been 
met. Inspectors were told by the representative of the personnel department that the practice of 
keeping a register of Garda clearances of permanent staff in the personnel department had recently 
been introduced.  
 
Five staff had three references in accordance with the requirements of the Department of Health 
and Children, fifteen had two, three had one, and the one member of staff had none.  Of the total of 
48 references received by the centre, 43 were received before the staff concerned commenced 
employment.  It is worthy of note that the majority of staff did not commence employment until 
Garda clearances and references were in place. However, the purpose of vetting is to provide a 
safeguard for young people in the unit, and in order to achieve this, the system should be thorough 
and complete. Employing staff before all the checks have taken place is unacceptable. 
 
Inspectors are of the view that the board’s procedure for the vetting of staff is unsatisfactory and 
needs to be much more rigorous. Previous inspection reports on several of the board’s centres have 
recommended that the vetting procedures be revised and improved. The monitor made a visit to the 
unit in March 2004 and examined personnel files in order to assess the standard on vetting. He 
found deficiencies in the files and recommended that all staff be appropriately vetted. 
Accompanying the report that he sent to the unit he attached a copy of the relevant DoHC 
guidelines.  
 
The board should satisfy itself that the safeguarding of young people in its care is as thorough as 
possible and assess the integrity of its vetting procedures by ensuring that they are regularly 
monitored. The SHB managers should pursue the outstanding references for staff in the HSU, and 
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put systems in place to ensure that all staff are fully vetted, in accordance with the DoHC’s 
guidelines, before taking up employment. Inspectors advise the board to introduce the practice 
whereby each manager of a residential centre verifies that staff have been appropriately vetted at 
the point where they join the staff team, even if they have previously worked for the board in 
another centre. They also strongly recommend that a deadline is set for gathering the outstanding 
Garda clearances and references for staff in all the board’s residential children’s centres, and that 
from now on a more rigorous system of vetting is used when recruiting child care staff.      
 
Recommendation 
 
5 The board should ensure that all outstanding Garda clearances and references for 

current staff are acquired, that the Department of Health and Children’s guidelines 
regarding procedures for vetting staff before employment are rigorously applied in all 
future appointments, and that the system is regularly monitored.  

 
4.2.5 Supervision and Support 
 
The unit had a policy that all staff should receive supervision for a minimum of one hour once a 
month. There was no written policy, but in several interviews with staff the expectation that 
supervision would happen on a monthly basis was confirmed. The policy on safeguarding included 
a statement that each member of staff should receive regular, formal supervision, and that overall 
staff performance would be subject of regular appraisal.  
 
The acting unit manager received supervision once a month from the child care manager. The 
unit’s system of supervision was that the acting unit manager was supervisor to the deputy unit 
manager and five of the child care leaders. The acting deputy unit manager was supervisor to  
other child care leaders, and they in turn were the supervisors of child care workers. During 
interviews inspectors were told by several staff of their concern that they did not receive 
supervision as regularly as they should in accordance with the policy and the system.   
 
Inspectors examined supervision records and found that sessions were intermittent, and that there 
were long gaps between the sessions for some staff.  Others told inspectors that were not receiving 
formal supervision, but that there were opportunities to talk things through with a manager 
informally. Some of the supervision sessions included a performance appraisal matrix, which was 
a tool to support human relations decisions to be made by the employer.  
 
Inspectors were aware of high levels of anxiety and stress amongst the staff they interviewed. 
These were associated with a high incidence of use of physical restraint, and high levels of assault 
on members of staff. The need for a system of regular formal supervision was all the greater 
because of the level of support staff required when facing these challenges.  
 
Three of the staff had received training in supervision. The acting unit manager and two child care 
leaders were attending a training course on supervision at the time of the inspection.  
 
Although there were records indicating that supervision had taken place for some staff, inspectors 
are of the view that in order to meet the standard priority needs to be given to the development of a 
written policy and procedure on formal supervision, and that there should be no undue delay in its 
implementation. Inspectors also advise that serious consideration be given to separating the 
appraisal function from supervision.    
 
The unit did not have a written policy on induction at the time of the inspection, but one was in the 
final stages of development, and was presented to the inspectors after the inspection. Staff 
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described to inspectors a process of gradual introduction to the unit’s work, and were happy that 
they had received formal induction. 
 
Recommendation 
 
6 The acting unit manager should develop a written policy on staff supervision, and 

ensure that a formal system of regular supervision is in place for all staff as soon as 
possible.  

 
The staff at the unit were issued with personal alarms, which they carried and used; and all staff 
had received training in therapeutic crisis intervention (TCI).   
 
The staff rota consisted of a series of 24 hour shifts within an eight week cycle. Some staff 
described the rota as ‘staff friendly’, but others said that the concentration of hours in some weeks 
was exhausting, particularly when staff were up for several hours at night dealing with a crisis. 
Inspectors recommend that rota be reviewed in order to ensure that it is optimal for the care of the 
young people and that it does not leave staff on duty whose judgement may be affected by 
tiredness.  
 
On-call duties were covered by the acting unit manager, and the acting deputy unit manager. They 
were on call during weekday evenings and nights, and each was on-call on alternate weekends 
from 9.00 a.m. to 5.00 p.m. Inspectors were told by the acting unit manager that on-call support 
was not routinely offered, but only in times of crisis. Staff said that they made little use of the on-
call facility. For example, four calls were received by one of the managers over a period of 10 
months. Having read files, log books and several records of serious incidents inspectors formed the 
view that there were several more occasions on which calling the manager would have been 
appropriate. Since the majority of incidents indicated that there were major difficulties in the unit 
in settling the young people in the late evening, the usefulness of an on-call facility from nine to 
five only at weekends was questionable.  
 
Staff team meetings took place every week. Inspectors were told that owing to the fact that up to 
four staff a day were required to attend schools in the company of the young people it was not 
possible for all staff to be present at any staff meeting. Inspectors are of the view that given the 
complexities of the needs of the young people and the nature of the challenges they can present to 
staff it is essential that the team has an opportunity to meet regularly. They suggest that 
consideration is given to the use of the relief staff to carry out supervision in the schools when staff 
meetings take place in order to facilitate the attendance of all the full-time staff. 
 
Recommendation 
 
7 The acting unit manager should rearrange rosters to facilitate the regular attendance 

of all the full time staff at staff meetings.  
 
Inspectors found that at the time of the inspection staff morale was low owing to a sustained period 
of three months when they were called on to handle seriously challenging behaviour. During that 
time there had been several assaults on staff. As well as the assaults there had also been several 
incidents in which physical restraint had been used. These are referred to in more detail in 4.6.5 
below.  Much of the challenging behaviour and many of the assaults and restraints took place in 
the evenings and nights, and inspectors were told that tiredness was often a problem for staff. 
Inspectors were told by some of the staff interviewed that the sequence of events involving 
physical restraints, threats and acts of aggression towards staff had had an impact on staff morale.  
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Inspectors were given a copy of the SHB’s statement on ‘Violence to Health Board Staff’. It was 
the product of a working group looking at violence towards staff in the board’s various services in 
1995. It recommended a risk management process to prevent violence, an education and training 
programme to support staff, and a post-violent incident support system. By the time of the 
inspection the board had taken measures to ensure that all of these were in place. Information 
about the board’s occupational health unit (OHU) was included in the health and safety statement. 
The unit was said to provide advice, training, and surveillance on occupational health issues as 
well as developing policy on protection of staff from occupational health risks. 
 
Inspectors found that there were difficulties with the system as it applied to the HSU. The 
information on staff assaults was not systematically collected so that strategic decisions could be 
made on the basis of an overview of the problem. Managers told inspectors that this was partly due 
to the fact that violent incident report forms were not always completed, and some of the forms 
were sent to OHU directly rather than through the manager. The completion of the forms was 
voluntary. Staff and unit managers were confused about which elements of the post-incident 
support system were confidential; and several staff expressed the view that taking time off work 
because of stress after a violent attack was regarded as ‘taboo’.  The acting unit manager informed 
inspectors that this did not reflect the view of the management of the HSU. Nonetheless, several 
staff expressed views about this, and the managers of the HSU need to address it.  
 
The lead inspector interviewed a representative of the OHU who said that ideally the manager of 
the children’s unit should refer a member of staff to the unit after an episode of violence. It was the 
board’s policy that the form reporting violence and the attendant health and safety form should 
both be completed every time. The manager could refer members of staff to the OHU for referral 
on to the EAP if she thought they needed a counsellor. Staff were advised to go to their GP or to an 
accident and emergency unit if they had sustained an injury, but they could also be seen by the 
doctor attached to the OHU if they required assessment and treatment, for example, physiotherapy.   
 
In order to meet the standard on staff support inspectors recommend the following:  

• The application of the policy of the board on measures to deal with violence against staff in 
the HSU should be subject to an evaluation in consultation with the unit’s staff with a view 
to restoring the staff’s confidence in it as a support for them, 

• The reporting of incidents within the occupational health system should be streamlined so 
that an overview of the extent of the problem can be used to inform planning and changes 
in practice in the HSU,  

• Training in the management of the staff group, and particularly in the management of 
anxiety within the staff group, should be made available to the acting unit manager and the 
acting deputy unit manager. This should be specific to residential child care, and may take 
the form of on-site tutoring rather than attendance at more generic training elsewhere.  

• An evaluation of the all the support systems in place in the HSU, including supervision, 
training, consultancy, and the on call facility, should be undertaken with a view to 
assessing their effectiveness and making the changes necessary to improve them, 

• Other changes, such as to the management of behaviour, the routines of the house and to 
the staff roster, should be given serious consideration as possible ways of making the 
working environment safer for staff.   

  
Recommendations 
 
8 The board should undertake an evaluation of the effectiveness of the staff support 

systems in place in the HSU in order to satisfy itself that they achieve their objective 
of supporting staff.  
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9 The board should provide training in the management of staff groups to the acting 
unit manager and the acting deputy unit manager.  
 

10 The acting unit manager should look at ways in which the routines of the unit and the 
staff rosters could be changed to make the working environment safer.  

 
4.2.6 Training and Development 
 
The training received by staff in the HSU is shown in the table below. As well as the training 
shown, some staff had training from other sources in family mediation, child psychology, holistic 
therapies, and supervision.  
 

Training of Staff in HSU – 1st April 2004 
 

*TCI = Therapeutic Crisis Intervention 
 
Twenty of the staff group attended the briefing session on Children First. Inspectors are of the 
view that it is important that all staff in the HSU receive full training in Children First, and are 
completely familiar with the SHB implementation of the national guidelines. It is recommended 
that the full training in Children First is provided for all the HSU staff.   
 
The SHB policy on physical restraint is that Therapeutic Crisis Intervention (TCI) is the only 
approved method of crisis intervention, and that all staff working directly with children and young 
people should be trained in its use. Three of the staff had not received TCI training.  In order to 
meet this objective the board should arrange TCI training for those staff in the centre who have not 
received it.   
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Acting Unit Manager √ √ √ √ √ √  √ √ √ √    √ √  √   

Deputy Manager √ √ √ √ √ √             √  

Child Care Leader √ √ √ √ √ √    √           

Child Care Leader √ √ √ √  √ √ √  √    √       

Child Care Leader √ √ √ √ √ √ √ √   √ √         

Child Care Leader √ √   √ √ √ √  √  √ √ √   √    

Child Care Leader √ √ √ √ √ √ √ √ √ √ √ √ √        

Child Care Leader                     

Child Care Leader                     

Acting Child Care Leader √ √ √ √ √ √              √ 

Acting Child Care Leader √ √ √ √ √ √ √   √           

Child Care Worker √ √ √ √ √ √ √ √ √  √  √        

Child Care Worker √ √ √ √ √ √  √ √  √    √ √     

Child Care Worker √ √ √ √ √ √ √ √ √            

Child Care Worker   √ √ √     √           

Child Care Worker √ √ √ √ √ √ √  √            

Child Care Worker √ √    √               

Child Care Worker √ √ √ √ √ √  √ √ √           

Child Care Worker √ √    √               

Child Care Worker √ √ √ √ √ √ √ √   √  √        

Acting Child Care Worker √ √ √ √ √ √   √            

Acting Child Care Worker √ √    √ √              

Acting Child Care Worker √ √                   

Acting Child Care Worker √ √    √               
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Recommendation 
 
11 The board should ensure that full training in Children First is extended to all staff in 

the centre.  
  
4.2.7  Administrative files 

 
The unit’s recording systems were well organised, maintained to a high standard, clear, and 
accessible. Staff were diligent in their record keeping. Further reference to the records is made in 
4.5.10 below. Overall, the system was good and the standard was well met.  
 
4.3 Monitoring 

 
 
 

 
 

The SHB had appointed two monitors for its residential centres in accordance with Childcare 
(Placement of Children in Residential Centres) Regulations, 1995, Part III, Article 17. The 
monitor for the HSU had his first visit to the centre in October 2003. He made three further visits 
thereafter until the time of the inspection.  During his visits he looked at the issues of children’s 
rights, admissions, social work visits, care plans, vetting of staff and education. The monitoring of 
the vetting system is referred to in 4.2.4 above. The monitor and his colleague issued a statement 
to all the board’s residential centres making it clear that they were to be routinely notified of all 
significant events in accordance with criterion 3.7 of the standards.   
 
Inspectors welcome the appointment of the monitor. They noted that the recommendation made by 
the monitor in October 2003 about discrete records of social work visits being kept on the young 
people’s care files. This is discussed further in 4.5.10 below.    

 
4.4 Young people’s rights 

 
 
 
 
The unit had a young people’s booklet that described it in child-friendly terms. It described the 
rights to consultation and making a complaint briefly together on one page under the heading: 
‘Opinions, Views and Complaints’. It said that meetings of the residents in the HSU were held 
once a week, and that the complaints procedure would be explained to each young person on the 
point of admission. It also explained how files were maintained and referred to a right of access to 
some of the information they contained.  Inspectors suggest that the booklet be revised to assert the 
right of the child to be consulted, as in article 12 of the United Nations Convention on the Rights 
of the Child, and to include in the text a simple explanation of the steps a young person needs to 
take in order to make a complaint.  
 
4.4.1 Consultation 
 
Inspectors found that practice in relation to consultation in the centre was good.  The staff and 
young people confirmed they were consulted age-appropriately on issues affecting their daily lives, 
and that they were able to exercise choices about activities. Although it was described in the policy 
documents as a responsibility for young people to attend their reviews, they were able to exercise 
choice about attending. They had forms to complete in preparation for the six weekly placement 
plan reviews. Inspectors found that several of the forms were not appropriately completed, and 

The Health Board, for the purpose 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 units. 

The rights of young people are reflected in all unit policies. Young people and their parents are informed of their 
rights by supervising social workers and unit care staff.  
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suggest that the young people would benefit from guidance from staff on how to use them to 
maximum effect to get their views across.   
 
Young people’s meetings took place every week. Sometimes they were drawn to a close quickly 
owing to the young people being unsettled. Each young person met with a keyworker once a week, 
and that was seen as a time when consultation should take place. Inspectors noted that the HSU 
had recently appointed from within the child care leaders in the staff group a person to specialise in 
issues concerning child advocacy. The role should raise awareness of the need for advocacy for 
each young person, without taking away the responsibility of each member of staff caring for a 
young people to advocate for them.   
 
4.4.2 Complaints 
 
The unit had a written policy on complaints that used a description of a complaint taken from the 
SSI guidance notes on complaints work with young people, as “any expression of dissatisfaction 
about the quality, lack of, or refusal of a service that the person complaining is entitled to use.” It 
said that young people are provided with freepost cards to enable them to contact their social 
worker, solicitor, parents or anybody else of their choice. The managers and staff interviewed by 
inspectors distinguished between informal complaints that could be dealt with immediately by staff 
on the floor, and formal complaints that required the completion of forms. The policy document 
said that all complaints should be investigated as soon as possible by the acting unit manager or 
her deputy. There was provision for an appeal against the outcome of an investigation. This was 
through the child care manager, social worker, or guardian-ad-litem, private solicitor or the 
Ombudsman for Children, - all of whom were able to provide an independent review of the 
complaint. This list was extended in the safeguarding policy to include the Irish Association of 
Young People in Care (IAYPIC), the monitor, the SSI, Gardai and Childline.  
 
In part of the complaints policy there was a section on serious complaints. It said that complaints 
of a serious nature should be reported to the child care manager and principal social worker, but 
did not say who made the decision and what would constitute a serious complaint. There was 
confusion in the policy document between an allegation and a complaint. It was not clear that the 
primary role in assessing an allegation rests with the social work department and not with the unit 
manager. The unit had a child protection policy that was not HSU specific but which did make this 
clear. It is referred to in 4.7.2 below. 
 
During the year prior to the inspection there had been four formal complaints. Three of these 
concerned alleged physical contact or excessive use of force in physical restraints. All three should 
have been referred to the social worker so that an assessment could be carried out under Children 
First. Instead, they were investigated by the acting unit manager and a report of the outcome was 
sent to the social worker. In two of the complaints the social worker was invited to investigate 
further if he saw it necessary. He did not do so. In the other, the social worker interviewed the 
young person concerned and wanted to resolve the matter differently to the way in which the 
manager of the unit had done. She was supporting the wish of the young person as to how he 
would like to see the complaint resolved, and this was consistent with the unit’s procedure which 
invites the young person to indicate their view about how it should be dealt with on the complaint 
form. At the time of the inspection the complaint was still subject of discussion between the unit 
and the social worker. Since the inspection inspectors have been informed by the acting unit 
manager that it has been resolved, and the social worker has confirmed that she is happy with the 
outcome.  
 
Inspectors of the view that the policy on complaints needs to be revised so that the procedures are 
more clearly described. While they welcomed the inclusion in the list of a wide range of agencies 
that young people could contact, they thought that there should be greater clarity about how the 
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agencies in the list could be involved in the complaints process.  A clear distinction should be 
made between the procedure for dealing with complaints and that for allegations, in line with the 
board’s child protection policy referred to in 4.7.2 below. Full training in Children First for the 
staff at the unit, as recommended in 4.2.6 above, will go some way to emphasising their duty to 
assist the social worker who is assigned to assess an allegation. Even if an allegation is made, the 
requirement to respond to a complaint remains.  Reasons for not following the wishes of the 
complainant should be decided through a process of consultation and be part of the record.   
 
The board’s managers told inspectors that a new post was in the process of being formulated 
giving one person a regional responsibility for overseeing complaints in all the SHB children’s 
residential centres. With the creation of the post the procedure is due to be reviewed, and some 
clarity introduced in order to ensure that the holder of the new post maintains a degree of 
independence from each individual centre. 
 
Recommendation 
 
12 The acting unit manager, in consultation with the child care manager and the 

principal social worker, should revise the HSU’s policy and procedure on dealing with 
complaints.  

 
4.4.3 Access to information 
 
The centre had a policy on young people’s access to information. It encouraged young people to 
ask to see their daily log books and advised them that accessible information was kept in one file, 
and information requiring permission from other parties in another. Young people could read the 
records themselves, but in order to allow for difficulties they might have in reading they were told 
that once a week their keyworkers could read the permitted records to them.   
 
The policy was straightforward, and inspectors found that it was reflected in practice and well 
understood by the staff and young people.  The standard was met  
  
4.5 Planning for Young People 

 
 
 
 
 

 
 
4.5.1  Suitable placement and admissions 

 
The centre had a detailed written admissions procedure. It set down clear criteria for admission, 
namely that the child referred had to have a history of absconding, violence or recklessness 
regarding his own and others’ safety, and emotional difficulties such that placement in a 
mainstream unit is not possible, but the problems are not of such a nature as to justify placement in 
a special care unit. A young person referred to the HSU should not have been assessed as having a 
general learning difficulty to a degree that would preclude constructive intervention in the unit, nor 
should they have a history of serious offending or drug abuse. 
 
The unit had a newly prepared booklet for young people describing the service in accessible terms. 
It gave clear information about topics such as the keyworker role, pocket money, bedtimes, visits 
and phone calls, complaints, access to records and reviews. It had a series of photographs of unit, 
and was presented in a colourful format.   

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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An admissions committee considered the referral, as mentioned in 4.2.1 above. Once admission 
was agreed there was a strong emphasis on ensuring that the child knew about the reasons for the 
decision and was enabled to start making immediate links with the unit. To facilitate this each 
young person was allocated two keyworkers, and they were given responsibility for arranging a 
programme of introductory visits to the unit. The policy document stated that care was taken when 
making decisions about admissions to ensure that the mix of young people in the unit would not 
adversely compromise the well-being of individual group members. Wherever possible, parents 
were also involved in the admissions process, and part of the preparation phase was a home visit 
by one of the keyworkers.  Inspectors found that the procedures for admissions were followed 
closely, and that the overall standard on admissions was good.  
 
4.5.2 Statutory care plans 
  
Inspectors commend the social workers for the fact that all the young people in the unit had care 
plans. They were all produced in accordance with requirements of the regulations. There was 
evidence of wide consultation in the preparation of the plans. The overall quality of them was 
good. All three were signed and dated by the social workers and team leaders, but none was signed 
by the young people and their parents. 
 
Inspectors found that the care plans were used as a structural basis for regular review of the 
placements, and that they informed forward planning in each case. The young people were 
involved in the regular reviews, and two of them had a clear understanding of where they would be 
going after their placement in the HSU and of the steps being taken to achieve the objectives.  
 
Inspectors were pleased to note that the monthly return forms sent by the unit to the childcare 
information officer of the board referred to in 4.2.2 above required information on the number of 
young people in the unit with allocated social workers, along with details of whether or not they 
had care plans, and how frequently statutory care plan reviews were held.  
  
4.5.3  Statutory care plan reviews 
 
Placement plan reviews took place every six weeks, and were organised by the case management 
team in the unit. Every so often one of the meetings was chaired by a representative of the social 
work department and classified as a statutory care plan review. Inspectors found that the statutory 
reviews were held within the timescales set by the regulations, but that some were difficult to 
distinguish from placement plan reviews. The young people prepared reports and generally 
attended them. Each review set objectives and tasks to be carried out before the next. For the most 
part these were completed. Minutes of the reviews were taken by unit staff and distributed to 
parents and other significant parties. The parent interviewed by inspectors confirmed that staff in 
the unit sent her minutes of the meetings. The reviews were multi-disciplinary. They included the 
senior clinical psychologist, and other therapists involved with the young people, as well as the 
education co-ordinator for the on-site educational facility. The records indicated that the reviews 
were of a high standard, and that every effort was made to consult with and include the young 
people and parents in the process. They were detailed and complete, with signed and dated reports 
and minutes for each meeting. Inspectors were told that the systems for care planning were under 
review. They suggest that the records be modified to make it clear beyond doubt which of the six 
weekly meetings fulfils the purpose of the statutory care plan review.  They also suggest that there 
should be clarity about whether social workers take minutes of reviews themselves, or delegate the 
task to unit staff.  
 
Inspectors commend highly the unit staff, social workers and other professionals involved for their 
hard work in maintaining a schedule of six-weekly placement reviews and fulfilling the 
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requirements of the regulations in respect of statutory care plan reviews.  They also commend the 
model of partnership which characterises the system of reviews adopted in the HSU.   
 
4.5.4 Contact with families 
 
Practice in regard to contact with families was extremely good.  Those young people who were 
able to have access to their families had regular contact with their parents, relatives and siblings. 
The unit staff were involved in facilitating access off site. Within the unit there was a room where 
young people could meet their families in private. The parent interviewed by inspectors said that 
communication between herself and the staff was of a high standard, with the one exception noted 
in 4.2.3 above. The unit staff are particularly commended for their perseverance and success in 
helping one young person re-establish contact with a parent.  The unit had two policy statements 
about parents, one was on ‘how the parent is viewed’, and the other was on partnership.  
 
Inspectors are of the view that the statement about how the parent is viewed was incongruous with 
the statement on partnership, and each should be re-considered. Particular consideration should be 
given to the appropriateness of listing the responsibilities of parents. The attendance of parents at 
reviews is listed as a right, and later as a responsibility. Inspectors also recommend that equality in 
the partnership between the unit and parents is more clearly emphasised in the review of the 
statement of purpose and function.   
 
The unit’s policy document on access said that staff could supervise any visit if the case 
management team decided that it was in the young person’s best interests.  Inspectors are 
concerned that the principle of young people having visits from their families in private should be 
upheld. The supervision of visits should be on the basis of a child protection concern. Inspectors 
recommend that the policy be revised so that a decision to supervise visits is the product of the 
care plan, or a review of the care plan, based on the recommendation of a risk assessment that is 
formally recorded, and is not made by any group outside the statutory care planning process.  The 
decision should be clearly discussed in a forum that includes the young person and parents, and 
kept under regular statutory review.  The acting unit manager and staff of the unit are commended 
by inspectors for the standard set in respect of contact with families.  
 
Recommendation 
 
13 The managers of the unit, in consultation with the principal social worker, should 

review the policy on supervision of access visits.  
 
4.5.5 Social work role 
 
 
 
 
 
 
All of the young people had an allocated social worker. The records indicated that social workers 
made regular visits within the statutory timescales. Social workers told inspectors that they 
received notifications of significant events, and said that the standard of communication with them 
and the unit was generally good. There were some difficulties in notification as noted in 4.4.2 
above. They received weekly reports, and attended meetings every six weeks, as indicated in 4.5.3 
above. 
 
The social workers were happy with the quality of care being received by the young people. They 
described the staff as caring and child-centred, in spite of the challenging and sometimes violent 

Supervising social workers have clear professional and statutory obligations and responsibilities for young 
people in residential care.  All young people need to know that they have access on a regular basis to an 
advocate external to the centre to whom they can confide any difficulties on concerns they have in relation 
to any aspects of their care. 
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behaviour they had to handle. Two of the social workers expressed admiration and concern for 
those staff, particularly female staff who had sustained injuries and personal assaults, who returned 
to work the following day and carried on caring for the young people in a professional manner. 
They saw the fact there was a psychologist on site as an advantage in that it supported the unit 
having a therapeutic identity.  They regarded the six-weekly placement planning meetings as 
beneficial. The social workers had provided the unit with care plans, as noted in 4.5.2. above, and 
other required documentation including social histories that were detailed and gave staff a 
comprehensive range of background information. 
 
The unit’s policy documents did not make clear the role of the supervising social worker.  This is a 
significant omission since the role is central in the planning processes during the placement and is 
an important means for the board to ensure that the young people in the unit are safe and that their 
welfare and development is promoted. It should be clearly explained not only for the unit’s staff 
but also for the young people and their parents. Inspectors recommend that this is included in the 
revision of the statement of purpose and function and the policy documents.    
 
Social workers said that it was not their practice to read records from time to time as required by 
the standards. One told inspectors that she received a large volume of information from the unit 
and believed that she was kept fully informed by staff of any events concerning the young person, 
as well as attending meetings in the unit regularly. However, the supervising social worker has a 
duty to satisfy him/herself that the child placed in the unit is safe and that his welfare is being 
promoted, and checking relevant records is an aspect of that duty.  Inspectors recommend that 
supervising social workers fulfil the requirement of the standard to read the records in the unit 
from time to time.  
 
Recommendation 
 
14 The principal social worker should ensure that all supervising social workers read the 

records of young people in the HSU from time to time, as required by the standards. 
  
4.5.6 Emotional and specialist support 
 
As detailed in 4.2.5 above and 4.6.4 below, over the three month period immediately prior to the 
inspection there had been a high level of violence in the unit which the staff had serious difficulties 
in managing. Along with a high level of use of physical restraint and sanctions this contributed, in 
the view of inspectors, to an environment in which the staff were unable to provide a sufficiently 
stable base in which to meet the emotional needs of the young people in their care.  This is a matter 
of serious concern to inspectors and one that needs the urgent attention of the acting unit manager 
and the staff.  
 
The unit had a system of keyworking. Each young person had two keyworkers, and one of them 
met with him once a week. The keyworker’s role was not evident from the files. The principal 
duties were development of a relationship with the individual young person, liaison with parents 
and family, and preparing the weekly reports and reports for the six-weekly placement review 
meetings.  The emotional needs were given prominence within the care planning and placement 
planning processes, and staff endeavoured to assist the young people in finding appropriate ways 
to express feelings. Aggressive behaviour was being addressed through individual therapeutic 
programmes, but the problems in day-to-day control persisted. 
 
Inspectors were concerned that some of the assaults on staff were also the result of inappropriate 
sexualised behaviour on the part of a young person.  These are referred to at length in 4.6.4 below. 
Inspectors were concerned that the level and frequency of assaults, restraints and sanctions had 
impacted negatively on the relationships between the staff and young people. 
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The unit had a dedicated senior clinical psychologist. He was based in the same building and 
served the unit and three other children’s centres. He visited the unit each Monday morning, 
attended staff meetings each week, and attended the six-weekly placement planning reviews. He 
was available to staff for consultation about issues concerning the therapeutic work of the unit and 
about the challenges presented by individual young people.   
 
His primary role was to promote the psychological health and development of young people placed 
in the HSU and in three other local children’s residential centres. This included contributing to the 
effectiveness of the therapeutic residential environment in meeting the needs of each young 
person. In practice, his service to the unit could take the form of individual clinical work with a 
young person, consultancy to staff as groups and consultancy to unit managers, keyworkers, and 
others. Inspectors found that the senior clinical psychologist attended a meeting with whichever 
staff were on duty on each Monday morning, and the fuller staff team meetings each Thursday. He 
also attended all care plan and placement plan reviews, and was a member of the admissions and 
discharges committee for the unit.  
 
One young person had access to other therapists. Not only was his placement the subject of six-
weekly meetings of the case management team in the unit, but there were overview meetings every 
four weeks in the social work office to oversee the social work management of the case. This was 
due to be replaced by another forum called the core group which was scheduled to meet in the 
social work office in parallel to the placement plan review meetings. The group was made up of 
two external therapists, a principal social worker and the senior clinical psychologist attached to 
the HSU.     
 
The acting unit manager told inspectors that generally there were no difficulties in accessing 
specialist services for the young people. However, there was a considerable delay in accessing an 
educational assessment for one young person. When it was accessed there was then a difficulty in 
engaging the young person in order to get it completed.   
 
4.5.7 Preparation for leaving care 
4.5.8 Discharges 
4.5.9 Aftercare 

 
The young people in the unit were not prepared for leaving care. They were not of an age where an 
after care plan was required. Instead they were prepared for transition to other care settings. They 
were provided with some opportunities to develop skills needed for independent living such as 
control of their own money, and opportunities use the laundry facilities in the unit. Two of the 
three young people had a clear idea of how they would be moving on from the unit. The other had 
been in the unit for only three months, and had yet to settle there. His move from the HSU had yet 
to be determined. 
 
4.5.10 Young people’s care records 

 
Inspectors found that several parts of the care files were of a high standard. Records produced by 
the unit staff were detailed and complete. All the young people’s files contained relevant 
documentation including care plans, birth certificates, care orders, medical information, and school 
reports. All files contained social histories. They were of reasonable quality, but two were undated, 
one was unsigned. The unit had a system whereby weekly reports were sent to social workers and 
parents. These were diligently maintained, and provided a summary of the key events of the week, 
as well as a systematic gathering of information, which was useful for the keyworkers in preparing 
reports for reviews.  
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Medical details were kept in separate files that were in less good order. Although it was a policy of 
the centre that all young people have a medical at the time of admission, it was difficult to 
determine what constituted the record of it, even though inspectors were assured by managers and 
staff that the medicals took place. Even though some of the documents in them were countersigned 
by the acting unit manager and her deputy, the files did not contain evidence that the managers 
carried out regular checks to ensure their overall consistency and quality; and they did not have a 
place for social workers and the monitor to record that they had seen them. Inspectors advise that 
this practice be introduced. 
 
Generally, the main files were well organised, information was easily accessed, and there was a 
common standard and style in many of the records. However, inspectors found evidence that there 
was duplication in the records, and that differing accounts of the same event were to be found in 
different forms or reports. Also, inspectors found that the volume of information in the files was 
such that there was a concern that the significance of some of the information could be lost in the 
detail. Inspectors recommend that the records be reviewed in order to reduce the volume of 
information and that headlining and cross-referencing be introduced in order to ease access to the 
information and make it a more effective tool for the staff in support of their duty to care for the 
young people in the unit.  The monitor had made a recommendation after a visit to the unit in 
October 2003 that there should be a discrete record kept of social work visits on each young 
person’s file. Inspectors found that there was no discrete record on the files, but that the dates of 
visits were kept in the log books and incorporated into the weekly report forms. The system should 
be revised to ensure that the discrete record is on each young person’s care file.  
 
Recommendations 
 
15 The acting unit manager, in consultation with the staff and other professionals 

associated with the unit, should review the system of recording in the unit to 
determine ways in which it could be streamlined. 

 
16 The acting unit manager should integrate the medical section of each young person’s 

records into the main files, and ensure that it is similarly organised.  
 

4.6 Care of Young People 
 
 
 
 
 
 
 
4.6.1 Individual care in group living 
 
The staff and young people gave an account of the daily routine to inspectors. The young people 
were woken up each weekday from 9.00 a.m. in order to get ready and be in school for 9.45 a.m. 
The acting unit manager informed inspectors that the breakfast routine was not formalised. Staff 
said that they had tried to set the table and have breakfast set out for the young people to no avail. 
Sometimes staff brought cereal to an individual boy in his room. Lunch was provided in the HSU 
at 12.30 p.m., and the young people returned for the afternoon session of school from 1.15 p.m. to 
2.45 p.m. Homework was done on return from school. The rest of the afternoon was taken up with 
appointments or activities in and around the unit.  The time of dinner varied. It was said by some 
staff to happen between 6.00 p.m. and 7.00 p.m., but the young people interviewed by inspectors 
said that it could be as early as 5.30 p.m., and as late as 8.30 p.m.  Settle time in the evening varied 
according to age, with the youngest going to his room at 9.30 p.m. and the eldest at 10.00 p.m.  At 

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.  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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the weekends the young people had a lie-in and were called at 11.00 a.m.  On Saturdays, the 
morning was taken up with chores. At weekends there were visits home, contact with family 
members, and a variety of activities.  
 
The range of leisure activities included: soccer, swimming, climbing, cycling, walking, football 
training, cinema, and occasional canoeing. Within the unit there were board games, playstation, 
TV, radio and computer. There was equipment for table tennis and pool. There was large open 
grassed area around the unit which the young people used for recreation.    
 
Birthdays were celebrated either by parties or outings depending on the wishes of the young 
person. Christmas was a time for major celebration with presents. Other important events, such as 
confirmation, were celebrated with members of the family with appropriate events to mark the 
occasion.   
 
The young people helped with shopping for groceries. They were able to declare their choices 
when the weekly shopping was being planned, and they enjoyed going to the shops with staff for 
food shopping. The weekly shop also included toiletries, and young people also received some 
extra pocket money once a month for personal toiletries.   
 
There was an allocated budget for clothing. Young people chose their own clothing, and bought it 
from shops of their choice, with cash. Usually there were two main trips to the shops for clothing, 
in summer and winter, but clothes could be bought at other times as needed.  Pocket money was 
set at between €7 and €11 per week, according to the age of the young person. The young people 
could choose how to spend it themselves.  
 
The young people had their own bedrooms. The rooms had fixed furnishings and en-suite showers 
and toilets. They were painted and personalised according to the taste of each young person.    The 
young people told inspectors that they did not want other young people entering their rooms. 
Inspectors found that usually when this happened it was as a result of intrusion rather than 
invitation, but there were times when the policy was not realised in practice. The policy documents 
stated that young people could only enter other young people’s rooms if accompanied by staff. 
Inspectors recommend that the policy be reviewed in response to the wishes of the young people 
and in order to affirm their right to privacy, and that how it is reflected in practice be monitored 
closely by the managers of the unit.  
 
One of the young people described his keyworker as someone in whom he had complete trust. The 
young people told inspectors that they were cared for well by the staff. However, they also said 
that sometimes all the staff ‘behaved like managers’. This was a reference to the way in which they 
were asked to do things. During the inspection, inspectors found that relationships between the 
staff and young people were characterised by a degree of tension, and formed the view that the 
young people would benefit from having a code of conduct that sets out common expectations in 
terms of respect, boundaries and appropriate social interaction within the unit. This should be 
developed in consultation between the young people and staff.  
 
Recommendations 
 
17 The managers of the unit should review policy and practice in relation to access to 

young people’s bedrooms. 
 

18 The managers should draw up a code of conduct for the unit that is the product of 
consultation between the staff and the young people.  
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4.6.2 Provision of food and cooking facilities 
   

The inspectors shared meals with the staff and young people. The HSU had a spacious and well-
equipped kitchen with a large dining area. It was well decorated and well lit with direct access to 
the patio area in front of the building. The variety and range of food was good, but the young 
people interviewed by inspectors said that the unit seemed to regularly run out of food. They were 
aware of the amount that was spent on the weekly shop, but did not have the same view as staff 
that when the amount of food was low in the fridge it was because they snacked frequently. This 
may be a matter of differing perceptions, but it needs to be addressed by the managers of the unit.  
Through their own observations during the inspection, inspectors found that meals in the unit 
lacked adequate organisation.  At the lunch attended by the inspectors some of the young people 
ate at speed and left the table immediately, going out of the building in order to have a cigarette. 
Inspectors were concerned to find that other meals, such as breakfast, had little structure or 
predictability, and that young people were accessing foods which boosted their energy levels at a 
time of day when they were required to settle. The nurturing associated with the provision of food 
for young people is a fundamental element in primary care. It is also a key component in the way 
young people perceive the role of the staff in a care setting.  It is important to get it right, and 
inspectors urge the managers and staff of the board to review practice in respect of the provision of 
food so that the nurturing aspect can be maximised.  
 
Recommendation 
 
19 The manager and staff of the HSU should carry out a review of practice in relation to 

the provision of food.  
 
4.6.3 Race, culture, religion, gender and disability 

 
The young people were facilitated in the practice of their religion. The centre had ascertained the 
wishes of parents at the point of admission.  At the time of inspection one of the young people was 
in preparation for his confirmation, and staff in the unit are commended by inspectors for the way 
n which the event was organised with the inclusion of the family. At the time of the inspection, 
only one sixth of the staff group were male. The gender balance in the staff group is referred to in 
4.2.4 above.  
 
The centre recognised the importance of the family as a source of heritage and identity. 
Appropriate information about the family was shared with the young people, and all opportunities 
to promote positive contact were taken.  Unit staff are commended for their work with the families 
of the young people. 
 
4.6.4 Managing behaviour 
 
The characteristics of young people in HSUs are that their behaviour may be extremely 
challenging and that they are in need of high levels of support and a therapeutic intervention.  At 
the time of the inspection inspectors found that the behaviour of the young people in the unit was 
challenging on several levels. Firstly, there was a low level of respect for and co-operation with 
staff, and this had a serious impact on the provision of primary care, and often gave the staff 
difficulties in controlling situations where adult intervention was essential. Secondly, boundaries 
and routines were problematic.  The young people were in need of clear and much more effective 
direction and guidance about personal boundaries, physical boundaries and the expectations in 
terms of time, for example regarding going to bed, settling and letting others settle, and getting up 
early enough to attend school.  Thirdly, the most significant challenges were in the form of assaults 
on staff and other young people, and as indicated in 4.6.5 below, the use of physical restraint to 
control young people when those incidents occurred.   
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There had been episodes of serious assaults during the year prior to the inspection, but these 
became more frequent and more focussed on staff during the period of late January to late April 
2004.  All of the assaults on staff during that period were carried out by one young person.  
 
Inspectors observed during the inspection that the morale of staff was low. Some staff told them 
during interviews of being exhausted at the end of shifts, particularly if there had been 
disturbances during the night.  It was hard to gauge whether or not the tense atmosphere at the time 
of the inspection was the norm or confined to a specific period, but the records suggested that there 
was a history of difficulties in managing severely challenging behaviour over several months that 
had resulted in the level of morale observed by the inspectors.   
 
The centre had a sanctions policy that listed permitted and prohibited sanctions.  Amongst 
prohibited sanctions were early bedtimes. Amongst permitted sanctions were fines of up to 25% of 
pocket money per week for reparation for damage. The policy said that staff offered support for 
underlying feelings while at the same time challenging the negative behaviour and helping the 
young person to find appropriate ways of expressing feelings.  It also said that in the HSU there 
was ‘an understanding that the behaviours were not the problem, but a revelation of it’.  The 
theoretical bases for the management of behaviour were described. One was the concept of two 
good choices, and the other was that behaviours had natural and logical consequences.  In the unit 
sanctions were referred to as ‘consequences’. The overall aim of the policy was to enable young 
people develop controls from within themselves. 
 
Inspectors were of the view that the approaches to managing behaviour in the unit were not 
adequate in that they did not give staff a sound structure within which to build confidence in 
tackling difficult behaviour consistently and establish a culture of safety for the young people and 
staff. Staff interviewed by inspectors were able to explain the theories underpinning the behaviour 
management system being used in the unit, but said that for some of the more serious unacceptable 
behaviour, such as assaults on staff, there were no natural consequences. The policy document 
affirmed their right to refer to the Gardai after an assault, but they were also aware of the fact that 
every effort was being made by the HSU and the social workers to prevent young people from 
entering the juvenile justice system. Overall, they did not have confidence in the system of 
behaviour management they were required to use, even though they clearly understood it.  
 
Inspectors found the incidence of sanctions extremely high. They examined the records covering 
the period from 1st January to 24th April 2004 and found that one young person had 83 and another 
55 sanctions. The third had 53 sanctions from the 24th January to 24th April 2004. Examples of 
sanctions used were grounding for leaving the building after settle time at night, and being 
required to sleep in the quiet room the following night after waking the sleep-in staff in the early 
hours of the morning. The quiet room was on the main corridor of the unit. It was a room with 
minimal furnishings where young people could be placed separately from the rest of the group and 
observed.  Inspectors were told by the young people and found evidence that some sanctions not 
permitted in the policy document were threatened in order to secure compliance with a request. 
This is unacceptable. The system needs a total review, particularly in respect of its effectiveness. 
Inspectors recommend that a review of the sanctions system is carried out within the context of a 
review of the management of behaviour in the unit, that staff are given practice guidance to assist 
them in the management of behaviour, and that the use of sanctions is regularly monitored and 
reviewed. They also recommend that the revised policy and practice guidance is endorsed by the 
board.  
 
Other measures that were used in the management of behaviour included removing a young person 
from the group. This was affected by separating the young person in a part of the unit away from 
the others and locking the central door in the corridor, effectively preventing them from mingling 
with the group. Managers of the unit explained that although this did not allow access to the rest of 
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the unit it did not prevent access to the exterior of the building since the young person could go out 
via fire escape doors. Therefore, they believed that it did not constitute single separation. The 
acting unit manager provided information about the frequency of use of this measure of control. 
Two criteria were used when deciding on this course of action: if the young person was infringing 
the right of other young people, for example preventing them from settling to sleep at night; and if 
the staff had serious safety concerns for a young person.  Inspectors found evidence in the records 
that this measure was used in August 2003 in order to keep one young person away from another 
after an extremely serious assault. The action was taken as part of a risk management action plan 
that had been drawn up by a meeting of relevant professionals including the child care manager, 
the senior clinical psychologist, the unit manager and acting deputy unit manager of the HSU.   
 
This period of single separation lasted for five weeks, but was not used at weekends when one of 
the young people went home.  The young people both attended the education facility attached to 
the HSU and received their education in separate classrooms. Some limited, highly supervised 
contact was allowed each day. During the five weeks the young person who had assaulted another 
was assessed and the decision to separate him within the unit was reviewed after 10 days.  
 
In the year prior to the inspection there were three other occasions when the measure was used.  At 
other times the quiet room was used as an alternative bedroom for young people that were 
disruptive to others at night. Inspectors are of the view that both of these are appropriate reasons 
for using the facility to have young people in another part of the unit. However, on some occasions 
young people were being sent to the quiet room at night as a sanction for disruption on a previous 
night. Inspectors recommend that practice in respect of separation to another zone of the unit be 
subject to review and that it is used in the context of a risk management action plan, but not as an 
option within the sanctions system.    
 
Many of the sanctions and episodes of use of physical restraint happened in the evenings before 
and at bedtime. There were major problems in settling the young people, and it was a time of 
anxiety for them and for staff. There were instances of assaults on staff, horseplay amongst the 
young people, and disruption into the early hours of the morning.  Inspectors were concerned that 
this level of disruption impacted on a principle feature of good primary care, namely the provision 
of a safe setting in which to go to sleep. They recommend that the managers and staff of the unit 
review the management of evenings and bedtimes with a view to making it more effective, and that 
they make further use of the psychological consultancy available to them and consult with the 
young people in order to assist them in that process.  
 
There were problems with physical boundaries. Occasionally young people gained access to areas 
where they were not permitted, and they themselves had concerns about others accessing their 
bedrooms, as referred to above in 4.6.1 above. There were also problems with personal boundaries, 
and this was a serious concern for female staff. The quality of relationships between the staff and 
young people suffered as a result of the difficulties presented by challenging behaviour. Inspectors 
observed the interactions between the young people and particularly some of the female staff, and 
noted a tension between them. Staff need to give clear expectations to the young people about how 
they should be treated in a respectful manner, and the establishment of appropriate boundaries and 
methods of interaction could properly be included in the process of drawing up a unit code of 
conduct referred to in 4.6.1 above.  
 
Young people told inspectors that the management of behaviour was sometimes inappropriate. 
They said that staff attempted to carry out life space interviews after episodes of restraint when a 
young person was still ‘in a rage’, and suggested that it would be better if staff waited until the 
person was calm. It was also said to inspectors that when staff are engaged in a difficult incident, 
such as a restraint, it takes up the time and attention of all the staff, and those not involved do not 
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get attention.  Undoubtedly, these incidents raise the levels of anxiety of those young people who 
witness them, and these views should be given due consideration by the managers of the unit.  
 
In examining the reports on serious incidents inspectors found that there were episodes when 
bullying took place between the young people for sustained periods of time. The young people 
engaged in slapping, punching, kicking and throwing mud at each other. These incidents happened 
at bedtime, and in one instance for over half an hour between 10.00 and 11.00 p.m.  In each 
instance the youngest person in the group became upset. Such episodes are inconsistent with the 
aim of the unit, as described in the statement of purpose and function, to provide a secure base for 
the young people.  
 
The unit managers and staff should review practice in relation to instances of this behaviour and 
ensure that it is responded to by staff through appropriate intervention and controls. Inspectors 
recommend that the review of practice be carried out in consultation with the newly appointed co-
ordinator of residential services and the unit’s monitor.  
 
Recommendations 
 
20 In consultation with the co-ordinator of residential services and the unit’s monitor, 

the acting unit manager should carry out a total review the management of behaviour 
in the unit, particularly the use of sanctions and the management of problems 
presented by young people at bedtimes. The revised policy should be supported with 
practice guidance for staff and be endorsed by the SHB. 

 
21 The acting unit manager should review the policy and produce clear practice 

guidance for staff in respect of separating young people from each other.   
 
4.6.5 Restraint 
 
The SHB had a policy that Therapeutic Crisis Intervention (TCI) was the only approved method of 
crisis intervention, de-escalation of conflict and physical restraint. All of the staff were trained in 
TCI. Two had been on a TCI trainers’ course. The term ‘safety intervention’, taken from the TCI 
process, was used in the HSU to refer to that part of an intervention which involved the use of 
physical restraint.    
 
During the year prior to the inspection there had been 31 episodes of physical restraint. The 
majority of those had occurred between late January and late April 2004, and involved one young 
person.   The majority of the restraints also occurred at bedtime or later in the night. As indicated 
in 4.4.2 above, three out of the four formal complaints concerned physical contact or the alleged 
use of excessive force in physical restraints. After one episode the young person complained of 
being hurt during the restraint. In that instance the social worker interviewed the young person on 
the day following the incident and the complaint was written after her interview with the young 
person concerned.  This is referred to in detail in 4.4.2 above. 
 
Managers told inspectors that they were aware of the level of restraints and that the SHB monitor 
for TCI, who had been temporarily assigned to another post, would be able to give time to the staff 
group in the unit in order to review the use of physical restraint.  Inspectors recommend that this be 
carried out urgently.  They recommend that the board’s monitor for residential centres adjust his 
schedule of visits in response to changes in the frequency of incidents in which physical restraint is 
used.  
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Recommendations 
 
22 As a matter of priority, the board should carry out a thorough review of the use of 

TCI in the HSU and introduce regular systems of review when the use of physical 
restraint becomes frequent.  

 
23 The board’s monitor for residential centres should adjust his schedule of visits to the 

unit in order to respond to changes in the frequency of use of physical restraint.  
 
4.6.6 Absence without authority 
 
The centre had a detailed written procedure for unauthorised absences. During the year prior to 
inspection there had been 15 unauthorised absences. They ranged between fifteen minutes and 10½ 
hours. The acting unit manager informed inspectors that the length of time before the Gardai are 
informed is determined through a determination of risk made by each individual young person’s 
case management team. The unit’s policy was to call the Gardai if a young person was out of their 
sight for more than 10 minutes, and this was reiterated to inspectors by some of the staff they 
interviewed.  Inspectors are of the view that policy and practice on unauthorised absences should 
be reviewed, and that the length of time before the Gardai are called should be seriously re-
considered. The staff should exercise judgment about each episode, and early calls to the Gardai 
should be used only in the context of a risk assessment that has been incorporated into the statutory 
care plan review process. The young person and parents should be involved in the process. The 
revised policy should be endorsed by the board.  Records showed that all relevant parties were 
notified when a young person was absent and when he returned. The exception was the monitor, 
who has been included in the list of those to be notified from April 2004, as indicated in 4.2.3 
above.  
 
Recommendation 
 
24 The managers of the unit should review the policy and practice on unauthorised 

absences. The revised policy should be endorsed by the board.  
 
4.7 Safeguarding and Child Protection 
 
 
 
 
4.7.1 Safeguarding 
 
The unit had a written policy on safeguarding that was based on criterion 7.2 of the National 
Standards for Children’s Residential Centres, Children First, and the practice guidance notes 
produced by the SSI. It covered the safeguarding issues listed in the standards, except informed 
therapeutic interventions and the right of young people to private access and communication with 
social workers, advocates, solicitors, and others with a legitimate interest in their welfare. It 
included a brief anti-bullying policy in accordance with criterion 6.21 of the standards, and a brief 
statement about a sanctions policy. The unit also had a recently prepared written policy on 
professional relationships between staff members and young people. This had been produced in 
accordance with criterion 7.4 of the standards. It was not clearly indicated, but the text suggested 
that the policy was for board-wide application. It drew principally on Children First and Our Duty 
to Care, both being guidelines issued by the Department of Health and Children in relation to child 
protection. Staff interviewed by inspectors showed an understanding of the policies and principles 
of safeguarding.  
 

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. 
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Inspectors found that parts of some of the policies were reflected in practice. For example, the unit 
had a nominated member of staff for the promotion of young people’s rights and advocacy. As 
indicated in 4.4.2 above, the board was also in the process of creating a post for a person 
independent of the centre who could provide an option for young people wishing to complain. This 
development is commended since it can extend the range of factors contributing to safeguarding in 
the unit, and serve to promote young people’s rights. 
 
Staff interviewed by inspectors showed an understanding of safeguarding issues. There was a 
strong emphasis on security of young people and staff within the unit. The records indicated that 
the personal alarms were used where staff found themselves, and occasionally young people at risk 
of assault. The need for professional boundaries was understood and influenced practice, but staff 
faced challenges in the difficulties the young people had in maintaining boundaries, as referred to 
in 4.6.4. above.  
 
4.7.2 Child protection 
 
 

 
 
The unit had a written policy on child protection. It stood apart from the main group of policies 
contained in the statement of purpose and function, and was not HSU specific. However, it was 
clearly based on Children First, and required the unit to pass allegations of abuse on to the child 
care manager and the social work department.   
 
Staff were clear that they should immediately tell the manager if abusive behaviour had been 
disclosed or an allegation made, and record it in the log book.  All of the staff group had received 
briefing in Children First. Inspectors are of the view that they should receive full training in 
Children First. This is subject of a recommendation in 4.2.6 above.  
 
The unit had an anti-bullying policy. It said that when a young person says that they are being 
bullied a complaint form must be completed. Inspectors are of the view that this should not be a 
necessary condition for dealing with bullying, and that the policy should be reviewed to look at the 
issue of bullying more widely than on an incident by incident basis.  For example, the unit’s 
position on horseplay should be considered by the manager and staff of the unit, and the issue of 
intimidation between young people could be dealt with when drawing up a code of conduct for the 
unit.  This is referred to in 4.6.4 above.  Inspectors recommend that the manager, in consultation 
with the staff team, should review the anti-bullying policy.  The policy should treat the issue as a 
child protection one. 
 
Recommendation 
 
25 The manager, in consultation with the management committee and staff, should 
 review the anti-bullying policy.  The policy should treat the issue as a child 
 protection one. 
 
4.8 Education 
 

 
The unit had an on-site educational facility that it shared with three other local young people’s 
residential settings. It had been established in 2001 at the same time as the HSU. It was managed 

There are systems in place to protect young people from abuse.  Staff are aware of and implement practices, 
which are designed to protect young people in care. 

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 education facilities. 
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by an education co-ordinator under the aegis of the County Cork VEC. It was attended by two of 
the young people living in the unit at the time of the inspection. The other young person attended a 
special school in the community, which he had attended prior to placement.  
 
All three young people attending school were accompanied throughout the day by care staff from 
the HSU in order to support the teaching staff by being available in case a young person has to be 
withdrawn from the classroom setting. At the time of the inspection this arrangement was under 
review, and the intention of the managers and the education co-ordinator was that the number of 
support staff needed from the care staff teams in each of the four units using the education facility 
could be reduced.   
 
Inspectors received questionnaires from the education co-ordinator and had an opportunity to 
interview her during the inspection. She told inspectors that the attitude of the HSU staff towards 
the education of the young people was extremely positive, and that they co-operate with the 
education facility in every way possible. This included HSU staff attending the educational facility 
on a daily basis to back-up the teachers by being available if a young person needed to be 
withdrawn from a classroom.    
 
The education co-ordinator was on the admissions and discharges committee of the HSU and 
attended most of the six-weekly reviews to which she contributed a report on educational progress. 
She said that all the young people had the opportunity to sit either their junior certificates or 
applied leaving certificates. They could also follow FETAC courses for certification. She said that 
access to assessments and reports had recently improved, and that she was beginning to address the 
problem of continuity in education for those young people who move from one residential setting 
to another.  She also said that the staff in the educational facility had access to the senior clinical 
psychologist attached to the unit, and that they found his visits to discuss individual cases useful.     
Overall, the standard on education was met.   
 
4.9 Health 
 
 

 
 

 
Inspectors were told by managers of the unit that the young people all had medical examinations on 
admission to the HSU. It was not clear from the files when these had taken place. A separate 
section of the care records contained information on medical and health issues, and the young 
people received medical, dental, and ophthalmic and specialist services as required. Parents signed 
consents for medical treatment. Inspectors found evidence on files that parents were consulted 
about medical matters, with the exception mentioned above in 4.2.6 above. Health promotion was 
covered by reference to an organisation outside the unit.   The young people had three different 
general practitioners.  Two were registered with the GPs they had before being transferred to the 
HSU from other of the board’s children’s residential centres. The other was registered with the 
local GP associated with the unit.  
 
At the time of the inspection none of the young people was on medication for the control of 
behaviour. The administration of medication is referred to in detail in 4.10.3 below.  
 
Inspectors were also told that the unit had a policy that no young person should smoke. However, 
two of them did. The practice of staff, which was explained by some of the staff interviewed and 
observed by inspectors, was to stand in silence near the young people as they smoked in order to 
register disapproval. Inspectors were concerned that this practice would have the effect of 
diminishing the authority of staff and fail to produce the desired effect. They suggest that 

The health needs of the young people are assessed and met. They are given information and support to make 
age appropriate choices in relation to their health. 
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alternative ways of managing young people’s smoking are further explored, and that the 
exhortation not to smoke is backed by clearly evidenced guidance to individual young people, and 
a concerted health education programme encouraging them to stop.     

  
4.10  Premises and safety 
 
 
 
 
 
 
4.10.1 Accommodation 

 
The accommodation was in a section of a two storey building that was one of a series of buildings 
on a hospital campus.  It stood in spacious grounds. Access to the unit was via the main entrance 
and through the campus passing other buildings still used for long-term patients. It had been 
refurbished in 2001 for the opening of the HSU, and while there were some small signs of wear and 
tear, inspectors were impressed with the overall standard of maintenance and décor.  Young people 
told inspectors that they were unhappy about the fact that they were living in close proximity to 
long term patients. Inspectors shared their concern and question the suitability of the building in 
that setting as a residence for vulnerable children. They recommend that the board address the 
concern by implementing measures to ensure that the unit is made separate from the hospital.  This 
might include a defined boundary such as a fence, and separate access.  
 
Recommendation 
 
26 The board should give consideration to the suitability of the building and setting as a 

residence for children in care; and they should take measures to ensure that the unit 
has a separate identity from the hospital.  

 
There were two sitting rooms and other rooms used for recreation, as well a large kitchen and 
dining room, and a staff office and laundry.  The rooms were carpeted and decorated to a high 
standard, and there were some pictures on the walls, but the overall impression was that there were 
few ornaments or moveable furnishings. Staff explained that they had been reduced to the 
minimum in order to ensure safety. One of the young people interviewed by the inspectors 
expressed regret that it was necessary to do so, and said that ways of re-introducing them should be 
tried by the staff.  Inspectors also noted from the records some institutional terminology. For 
example, the reference to one of the rooms as a ‘relaxation room’ did not convey a homely tone. 
Inspectors advise that the managers and staff of the unit look at ways in which to make the unit as 
close as possible to a home environment.   
 
The young people had individual bedrooms with en-suite showers and toilets. The bedrooms were 
on a separate corridor at ground floor level, and there was a staff room for night staff and two 
sleep-in rooms in the same area. The rooms had fixed furnishings and reinforced glass in the 
windows. The young people were allowed to personalise them with pictures and posters.  There 
was a large lawn in the front of the unit, and a paved area where they could sit out in favourable 
weather. There was direct access to it from the dining room.  
 
Inspectors were given written confirmation that the unit was covered by an insurance policy for 
public liability, employer’s liability and fire and associated risks. The policy was due for renewal 
on 1st January 2005.  

 

The premises are suitable for the residential care of young people and their use is in keeping with their stated 
purpose.  The unit has adequate arrangements to guard against the risk of fire and other hazards in 
accordance with Articles 12 and 13 of the Child Care Regulations, 1995. 
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4.10.2  Maintenance and repairs 
 
The maintenance of the centre was carried out by the board’s maintenance department from a local 
hospital. Staff said that the maintenance team was responsive to requests. Inspectors found only 
two examples of work that needed to be completed. Both were in shower rooms in the bedrooms. 
In general, as noted above, the unit was in good repair.  

 
4.10.3 Safety 
 
The unit had five health and safety representatives. Inspectors found that staff’s general awareness 
of safety was extremely good, and commend the representatives for their thorough knowledge 
about safety issues and commitment to their task. The unit had a health and safety audit carried out 
by the unit manager in accordance with the SHB policy at the time in May 2003. Attached to the 
audit was a copy of the each of the five forms that would need to be completed in the event of a 
violent incident, accident and/or exposure to blood or body fluid. The last of these had provision 
for the testing of “source patients” in the event of, for example, a bite or some other circumstances 
where there was a possible exchange of fluids between two people. Staff at the HSU told 
inspectors that when they were bitten by a young person the OHU had requested that the young 
person concerned should have a blood test. Inspectors were concerned about the ethical 
considerations in carrying out such testing, and in a interview with the representative of the OHU 
established that the system had been adapted from hospital settings where tests could be carried out 
easily, and that in all instances the test would have to be done with informed consent on the part of 
the patient. The part of the form relevant to this testing belies its origins in that the “source 
patient’s” address is indicated as being a ward on a hospital. Inspectors are concerned about the 
assumptions that could be made about young people in care on the basis of their assumed potential 
to present a risk of infection to staff and others, and suggest that the board re-assess this procedure 
and its applicability to children’s centres.   
 
Managers told inspectors that the board had assigned a fire and safety officer to assist managers of 
all the board’s children’s residential centres in carrying out health and safety audits.  Inspectors 
welcome this development, and commend the board for its imaginative solution to the problems it 
faced when responsibility for health and safety assessments moved from the safety advisors to the 
centre managers.  
 
The unit had a health and safety statement. It had been updated in 2003. It named the child care 
manager, acting unit manager, acting deputy unit manager, six child care leaders, and four health 
and safety representatives as the local managers and persons responsible for the programme of 
health and safety in the unit. The statement gave specific details about the roles of each of the 
people named. It listed the eight members of staff that had first aid training, and the locations of 
first aid boxes. It identified various checks on the fire alarm and fire fighting systems to be carried 
out each day by the night staff. It had several appendices covering themes such as risk assessments 
and safe work practice.  
 
It classified restraint as manual handling and safety intervention, and put the former under the 
heading of physical hazards. Violence and aggression were classified as psycho-social hazards. 
Under the same heading, it was said that particular attention needed to be paid to the needs of 
pregnant workers. The management of the risks presented to pregnant workers was based on 
individual risk assessments.   Inspectors found that this process had already been used for one 
member of staff, and that it was being undertaken for another.      
                          
The unit had a locked medicine cabinet in the staff room for the safe storage of medication.  The 
young people did not routinely have access to the room, but had once gained access after wresting 
the keys from a member of staff.  There was a single system for recording the administration of 
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prescribed and over-the-counter medication. It was used diligently by staff. Inspectors found a 
significant quantity of paracetemol in the cabinet. They were told by staff that it could be used by 
staff, but that staff did not complete the dispensing record when they used it. In the view of 
inspectors this has a potential for error, particularly if the young people have a demonstrated 
ability to gain access to the room, and it is strongly advised that the method by which staff can 
access medication be separated from that used for the young people.  
 
4.10.4 Fire Safety 
 
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 so long as the plans were followed and three 
conditions were met. 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.     
 
The centre had an automatic fire alarm and emergency lighting system. It was checked regularly. 
The last check had taken place in January 2004. Inspectors examined the fire register and found 
that fire drills were sporadic. Since January 2004 to the time of the inspection there had been only 
one. However, there were fire safety representatives on the staff who ensured that checks of the 
alarm and fire fighting equipment were regularly carried out. From the 1st January 2004 there had 
been 36 checks on the means of escape, 38 on the fire extinguishers, 4 on the emergency lighting 
system, and weekly checks on the fire alarm system.  Ten of the staff had received fire safety 
training. The last training session was on 7th March 2004. A check on the fire safety systems was 
carried out by the board’s safety officer with particular responsibility for children’s residential 
centres on 29th March 2004.  The HSU had a fire safety procedures document prepared in March 
2004 which gave guidance to staff about what to do in response to a fire and in order to evacuate 
the building.  
 
In the view of inspectors, staff took a serious and well informed approach to fire safety, and were 
diligent in carrying out frequent checks of the systems designed to ensure the safety of the young 
people and themselves, and there was considerable evidence that the board was satisfying itself 
that the systems in place for fire safety were adequate.  
 
Recommendation 
 
27 The board should provide inspectors with written confirmation that statutory 

requirements relating to fire safety and building control have been complied with. 
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5 Summary of Recommendations 
 
1 Managers of the HSU should revise the statement of purpose and function to make it 

unequivocally clear that unit staff do not have the authority to detain young people.  
 
2 In consultation with others, the acting unit manager should review the statement of 

purpose and function and ensure that all staff are familiar with its content.   
 
 
3 The board should ensure that the unit’s register includes all the details required by 

the regulations and that a duplicate of the information it contains is kept in 
administrative offices of the health board as required by the standards.  

 
4 The acting unit manager should ensure that the procedures for notification of 

significant events are included in the policy documents, and that the unit has written 
practice guidance for staff.   

 
5 The board should ensure that all outstanding Garda clearances and references for 

current staff are acquired, that the Department of Health and Children’s guidelines 
regarding procedures for vetting staff before employment are rigorously applied in all 
future appointments, and that the system is regularly monitored.  

 
6 The acting unit manager should develop a written policy on staff supervision, and 

ensure that a formal system of regular supervision is in place for all staff as soon as 
possible.  

 
7 The acting unit manager should rearrange rosters to facilitate the regular attendance 

of all the full time staff at staff meetings.  
 
8 The board should undertake an evaluation of the effectiveness of the staff support 

systems in place in the HSU in order to satisfy itself that they achieve their objective 
of supporting staff.  
 

9 The board should provide training in the management of staff groups to the acting 
unit manager and the acting deputy unit manager.  
 

10 The acting unit manager should look at ways in which the routines of the unit and the 
staff rosters could be changed to make the working environment safer.  

 
11 The board should ensure that full training in Children First is extended to all staff in 

the centre.  
 
12 The acting unit manager, in consultation with the child care manager and the 

principal social worker, should revise the HSU’s policy and procedure on dealing with 
complaints.  

 
13 The managers of the unit, in consultation with the principal social worker, should 

review the policy on supervision of access visits.  
 
14 The principal social worker should ensure that all supervising social workers read the 

records of young people in the HSU from time to time, as required by the standards. 
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15 The acting unit manager, in consultation with the staff and other professionals 
associated with the unit, should review the system of recording in the unit to 
determine ways in which it could be streamlined. 

 
16 The acting unit manager should integrate the medical section of each young person’s 

records into the main files, and ensure that it is similarly organised.  
 
17 The managers of the unit should review policy and practice in relation to access to 

young people’s bedrooms. 
 

18 The managers should draw up a code of conduct for the unit that is the product of 
consultation between the staff and the young people.  

 
19 The manager and staff of the HSU should carry out a review of practice in relation to 

the provision of food.  
 
20 In consultation with the co-ordinator of residential services and the unit’s monitor, 

the acting unit manager should carry out a total review the management of behaviour 
in the unit, particularly the use of sanctions and the management of problems 
presented by young people at bedtimes. The revised policy should be supported with 
practice guidance for staff and be endorsed by the SHB. 

 
21 The acting unit manager should review the policy and produce clear practice 

guidance for staff in respect of separating young people from each other.   
 
22 As a matter of priority, the board should carry out a thorough review of the use of 

TCI in the HSU and introduce regular systems of review when the use of physical 
restraint becomes frequent.  

 
23 The board’s monitor for residential centres should adjust his schedule of visits to the 

unit in order to respond to changes in the frequency of use of physical restraint.  
 
24 The managers of the unit should review the policy and practice on unauthorised 

absences. The revised policy should be endorsed by the board.  
 
25 The manager, in consultation with the management committee and staff, should 

review the anti-bullying policy.  The policy should treat the issue as a child protection 
one. 

26 The board should give consideration to the suitability of the building and setting as a 
residence for children in care; and they should take measures to ensure that the unit 
has a separate identity from the hospital.  

 
27 The board should provide inspectors with written confirmation that statutory 

requirements relating to fire safety and building control have been complied with.  


