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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 South Western Area Health Board (SWAHB), which took 
place on the 7th – 9th October 2003.  Readers wanting a more detailed account should refer to the 
main sections of the report.  
 
High support units were defined in a report ‘Definition and Usage of High Support in Ireland’ 
(April 2003) by Social Information Systems (SIS). The report states that high support units 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 units 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 childcare provision 
within the board. They were also an alternative to Special Care designed to ensure that only 
those most seriously at risk were placed in Special Care Units.   
 
This HSU opened in 1997 as a high support service for six children aged between 10 and 12 
years. The unit included a special school providing education based on individual education 
plans. The SIS report contains the SWAHB definition of the high support service at the HSU. It 
states that high support is for children with emotional and behavioural problems whose 
difficulties may include aggression, absconding, and inappropriate sexual activity, and whose 
needs cannot be met in the mainstream placements.  It has a high staff to child ratio, and 
provides a high level of supervision and more direct work than might be found in a standard 
children’s centre. It should provide a high level of flexible therapeutic input on site. The HSU 
differs from Special Care in not requiring a court order for access and not having authority to 
detain children. 
 
Originally, it took referrals from the Eastern Health Board area. When the board was split into 
three the SWAHB managed the unit as a regional resource.  The unit took children at the age of 
10 on the point of referral and placements were for two years mirroring school years. Four of the 
children originally placed in the unit were there for two years, and another two were there for a 
further year. At the time of inspection a proposal to shorten the length of placement was under 
discussion in the board and in the staff group.  
 
At the date the inspection was announced there were four children, three girls and one boy, 
resident in the unit. Inspectors interviewed all four children, even though two had left between 
the announcement and the inspection itself. At the time of the inspection the unit had a staff 
group of 23 staff representing a considerable depth of experience in childcare. The average 
length of service in the unit was three years three months, with six staff having worked in the 
unit for over five years.   There was a good gender balance in the staff group with just over a 
third being male. Inspectors were impressed by the support being offered to some of the staff to 
qualify in childcare, and by the extensive range in-service training provided for the majority of 
the staff.  
 
Inspectors found evidence of a strong commitment to providing a high quality service to the 
children. They were cared for in a professional manner, and were generally positive about the 
care they received and about the relationships they had with the staff. There was a clear ethos of 
respect for the children’s families.  The children were consulted about decisions that affected 
their lives and had confidence that any complaints or worries that they brought to the attention of 
the acting unit manager would be dealt with. The quality of primary care in the unit was of a 
high standard.  Children 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. Their 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. 
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 The unit itself was well equipped to provide the children with a wide range of new experiences. 
It had a gymnasium, a large garden with play equipment, and an impressive array of equipment 
for sports and outdoor pursuits. It owned a mobile home by the coast that was used by the 
children in the unit, and occasionally by their families.  Children recognised the staff’s 
commitment to them.  The unit staff are commended for their commitment to the children in 
their care. 
   
All the staff had Garda clearances, however four staff who commenced employment before 
February 2001 started work before the clearances were received.  The Department of Health and 
Children’s guidelines on vetting require staff to have three references and inspectors found 
deficiencies in this area. Eleven staff had three, eight had two, three had one, and one member of 
staff had none.  Of the 52 references received, 40 were received before the staff concerned 
commenced employment.  Inspectors also had concerns about the quality of some of the 
references.   
 
Communication between the staff and social workers was generally good. Inspectors noted that 
whilst social workers were promptly informed that significant events had taken place, in the case 
of physical restraint they were not routinely given details of each incident.  Overall, the 
frequency of social work visits to the unit was consistent with statutory requirements.  
 
The unit is commended for supporting the children in their education. The school had a teaching 
principal and one teacher. It carried out assessments, and it supported the children in their 
transition to other educational settings. It was able to provide the children with one-to-one 
attention. For the most part, provision for meeting the health needs of the children was within the 
requirements of the standards.  
 
Inspectors found examples of good practice in preparing the children for transition from the unit. 
There were difficulties in moving children on because of the problems encountered by social 
workers in getting suitable placements. This added to the difficulties in finding a school for the 
children, and although the unit staff worked with the children to prepare them over a long period 
of time the moves were finalised quickly and some children found adjustment problematic.   
 
Accommodation in the unit was of a high standard. The house was spacious and well maintained. 
The standard of décor and furnishings was high, providing a comfortable setting for the children. 
The children had their own bedrooms.  
 
Generally, the unit was well managed, and the administration systems and care files were 
maintained to a good standard, providing evidence of clear accountability. The unit had been 
visited by the monitor whose initial focus was on the use of physical restraint. Inspectors have 
recommended that the monitor’s role should be developed to ensure that it can comply with the 
requirements of the standards.   
 
Safeguarding and child care practices were generally good, but inspectors found some issues that 
needed to be addressed, such as the practice of carrying out hourly checks in bedrooms 
overnight, and the arrangement of the staff roster so that there is a gender mix in the night 
staffing. Inspectors also had concerns about the frequency of the use of physical restraint and 
recommend that its use in the unit should be subject to a radical review.   
 
While the report outlines a number of recommendations to bring aspects of the service to a level 
that will meet the requirements of the National Standards for Children’s Residential Centres 
the staff team are commended for the extent to which they provide a consistent quality of care 
for the children.  
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2 Introduction 
 
The Social Services Inspectorate (SSI) carried the inspection of the High Support Unit (HSU) in 
Community Care Area 9 (CCA9)  of the South Western Area Health Board (SWAHB) 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.   
 
A pre-inspection visit was made on the 24th September 2003 during which the inspection process 
was explained to staff, and the premises were seen for the first time. The inspection took place 
over three days from 7th – 9th October 2003. 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: 
 

• A statement on the purpose and function of the centre, 
• The centre’s statements of policies and procedures,  
• The children’s case files, 
• The children’s daily log books, 
• All administrative and recording systems, 
• Questionnaires completed by teachers, 
• Census forms on staff members, 
• Census forms on children, 
• 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 three of the children living in the centre 
and one who had recently moved to another residential centre.  Interviews were conducted in the 
unit with the acting unit manager, the school principal, and nine staff. Others interviewed 
included: a relative of one of the children,  the assistant chief executive officer (ACEO) (Child 
Care and Acute Hospital Services) of the SWAHB who was line manager for the acting unit 
manager, the child care operations manager, the board’s monitor of residential services, one 
social work team leader and two social workers.  
 
2.1    Acknowledgements 

 
Inspectors wish to acknowledge the co-operation of the staff of the centre, health board managers 
and other professionals in this inspection.  We also wish to thank the children for their assistance 
and hospitality. 
 
3 Setting the scene: background, the centre and its population 

 
3.1   Background 

 
The unit opened in 1997 as a high support service for six children aged between 9 and 11 years 
on referral. The property was owned by the health board and modified to facilitate the new 
service. The unit included two classrooms making up a special school providing education based 
on individual education plans. The HSU took referrals from the Eastern Health Board region. 
When the board was split into three the SWAHB managed the unit as a regional resource. Four 
of the children originally placed in the unit were there for two years, and two more were there for 
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another year.  At the time of the inspection six of the original group of staff were still working in 
the unit.  
 
3.2   Data on Children 

 
At the date the inspection was announced there were four children, three girls and one boy, 
resident in the unit. Inspectors interviewed all four children. One child was admitted to the unit 
on the day that the inspection was announced, another left shortly after the announcement of the 
inspection, and another the weekend before the inspection commenced. Of those who left, one 
was interviewed during the pre-inspection visit and the other was interviewed in the placement 
that she had moved on to. During the inspection there were two children in the unit.  Details of 
legal status and length of placement are shown in the table below.  

 
Details of Children  in  Unit  –    26th August  2003 

 

Child Age in Years Legal Status Length of time in centre Previous placements 

Girl 12 Voluntary 
Agreement 2 years 3 months Foster Care & 

Residential Placements 

Girl 12 Voluntary 
Agreement 2 years 2 months Foster Care & 

Residential Placements 

Boy 12 Care Order 3 months Foster Care & 
Residential Placements 

Girl 11 Voluntary 
Agreement One day Foster Care & 

Residential Placements 
 

4.     Standards: the findings 
 
4.1 Statement of purpose and function 

 
The HSU had a written statement of purpose and function.  With it there was a set of documents 
clearly outlining policies and procedures covering several aspects of the service provided in the unit. 
The documents provided guidance to staff on dealing with a wide range of situations. Individual 
policies are referred to in the appropriate sections of the report.  The statement said that the centre 
had capacity for six children in need of high support aged between nine and eleven years on 
admission and from areas covered by the Eastern Regional Health Area (ERHA). The HSU provided 
a high level of support in an open setting for children with emotional and behavioural difficulties for 
whom other options had already been tried. The length of placement, while determined to some 
extent by the needs of the individual child, coincided with academic years, and was described in the 
document as for a minimum of one and maximum of two school years.  The document stated that the 
function of the unit was to initially stabilise the children’s behaviour, and then attend to the 
children’s complex emotional needs.  A key element of stabilising children’s behaviour was to 
enable them to accept external controls and internalise them. Identified areas of emotional need that 
may require attention included issues of attachment, separation and loss, and anger management. 
Children were also encouraged to develop self-esteem through therapeutic relationships.  
 
The acting unit manager said that the typical referral was for children who had been in care for a 
considerable time, had experienced placement breakdowns, had difficulties in school attendance, and 
were engaged in behaviour presenting themselves or others with high risk.  She told inspectors that 
of all the referrals taken by the centre only one child had been referred directly from home. 
Inspectors found that at the time of the inspection that much of the statement was reflected in 
practice.  

The unit has a clear written statement of purpose and function that accurately describes what the unit sets 
out to do with children and the manner in which that is provided.  The statement is available, accessible, and 
understood.  
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The acting unit manager and staff told inspectors that the staff team had engaged in an internal 
evaluation process of team practice and outcomes of placements over a number of months. The result 
of this process was to develop a new draft policy and procedures document with a proposal to 
develop the service. At the time of the inspection the strategic proposal and draft policies and 
procedures had been put to the ACEO of the SWAHB for approval. As the service is a regional one, 
the NAHB and the ECAHB will be involved in approving the new plan. The draft plan also 
recommended greater access to consultancy to help focus therapeutic work and to reduce the 
supervision levels of children in the early days of their placement.  If the plan is implemented in full, 
it would bring about a greater turnover of children in the unit. Inspectors welcome the revision of the 
policies and practices, and particularly commend the fact that the changes were developed through 
the staff team. 
  
Since the implementation of the Children Act 2001 will require the Special Residential Services 
Board to look at alternatives to special care before an application can be made for a special care 
order, it may be necessary for high support units to provide shorter placements for some children and 
have more flexibility in their response to referrals. Inspectors found that while the major emphasis 
was on providing a structured environment within clearly defined boundaries in the unit, there was 
less emphasis on provision for the emotional needs of the children. In order to fulfil all the objectives 
of the statement of purpose and function there needs to be greater access to specialists and 
consultancy for staff to support them in dealing with the complex range of emotional needs of the 
children.  
 
Recommendation 

 
1. The board should review the statement of purpose and function to reflect the proposed 

changes in the service provided by the unit in full consultation with the children, their 
families, and professionals involved in their care.    

 
4.2 Management and care staffing 

 
 

 
 

 
4.2.1    Management 

 
The unit was managed by an acting unit manager. She reported to the Assistant Chief Executive 
Officer (ACEO) (Child Care and Acute Hospital Services) of the SWAHB, and received supervision 
from the Child Care Operations Manager of the SWAHB.  

 
There was a referrals and admissions committee made up of: a representative from the office of the 
ACEO, the acting unit manager, deputy manager and school principal of the HSU, a child 
psychiatrist, and representatives from the East Coast Area Health Board (ECAHB) and the Northern 
Area Health Board (NAHB).  

 
The acting unit manager had worked at the centre for six years and had been in the post of manager 
for two. Within the unit there was a deputy manager, four shift co co-ordinators. The composition of 
the teams of staff varied with each shift. The shift co-ordinators were line managers to 14 child care 
leaders and three relied staff.  Inspectors were told that the acting unit manager and the deputy 
manager shared on-call duties. This was sometimes covered by the shift co-ordinators.  
 
The management structure of the HSU is shown in the table below.  
 
 

 

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. 
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Management Structure of High Support Unit – September 2003 
 

 
  
4.2.2  Register 
 
The centre had a register. It was held in an electronic format and had most of the details required by 
the regulations Child Care (Placement of Children in Residential Care) Regulations, 1995, Part IV, 
Article 21 (2). It did not have the gender of the children or the address of the unit. There was also no 
duplicate of the register held in central administrative offices of the health board as required by 
national standards. Inspectors recommend that the register is amended to include all the details 
required by the regulations, and that a duplicate is kept in an administrative office of the board. 
 
Recommendation 
 
2. The board should ensure that the unit’s register is amended to include all the details 

required by the regulations and that a duplicate 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 good procedure for the prompt notification of significant events. Staff told inspectors 
and parents and social workers confirmed that they were routinely notified about significant events. 
 
On examination of the records inspectors found that that the notification of significant events, except 
for Therapeutic Crisis Intervention (TCI), was in accordance with the national standards.  In 
incidents where TCI was used it was practice to send a letter to the social workers informing them 
that the incident had taken place, but not to send the details of the incident unless they requested 
them. The letter gave the social workers a choice of times when they could request further details of 
the significant event ranging from immediately, at the three monthly placement plan review. 
Inspectors found that there had been 40 episodes of physical restraint during the nine months before 
the inspection and that the recording on TCI was thorough. However, inspectors also found that 
social workers did not ask for details immediately after an incident, and waited until the placement 
plan review for the information.   

 
Inspectors recommend that the unit review its practice in respect of notification of TCI to ensure that 
social workers and the boards receive the full details of all episodes, as they have of other significant 
events. Similarly, inspectors recommend that social workers respond appropriately when the details 
of a single incident or a pattern of incidents require it. Where there has been a series of significant 

Assistant Chief Executive Officer, (Child Care & Acute Hospital Services)  SWAHB 

Acting Unit Manager  
HSU 

Deputy Unit Manager 
HSU 

Shift Co-ordinator Shift Co-ordinator 
 

Shift Co-ordinator 
 

Referrals 
&  

Admissions 
Committee 

Child Care Operations 
Manager, SWAHB 

Supervisor 

School Principal, HSU 

Teacher 

14 Child Care Leaders & 3 Relief Child Care Workers 

Shift Co-ordinator 
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events involving one child over a short period of time a review should be held to determine ways in 
which the behaviour of the child might be managed differently. The practice in the unit in respect of 
physical restraint is dealt with in detail in 4.6.5 below. 

 
Recommendation  
 
3. The acting unit manager should ensure that the unit has a procedure for the notification 

of all the details of Therapeutic Crisis Intervention.  
 

4.2.4  Care staffing 
Staffing of the High Support Unit – 12th September 2003 

 
 

Staff Hours Employment 
Status Qualification Length of Service 

in Centre 

#1 Acting 
Unit Manager 33.75 Full Time  

Permanent 
Post Grad Diploma in Management 

Diploma in Child Protection & Welfare 
5 years 

11 months 

#2 Deputy 
Unit Manager 33.75 Full Time  

Permanent 
Diploma in Addiction Counselling 

Diploma in Theology 
6 years  
1 month 

#3 Child Care Leader 39 Full Time  
Permanent 

National Diploma in Applied Social Studies in 
Social Care 

6 years  
1 month 

#4 Child Care Leader 39 Full Time  
Permanent BA Environmental and Leisure Studies 5 years  

2 months 

#5 Child Care Leader 39 Full Time  
Permanent MSc Management of Human Services 5 years 

#6 Child Care Leader 39 Full Time  
Permanent No Qualification 6 years  

1 month 

#7 Child Care Leader 39 Full Time  
Permanent 

National Diploma in Applied Social Studies in 
Social Care 

4 years  
5 months 

#8 Child Care Leader 39 Full Time  
Permanent No Qualification 2 years 

#9 Child Care Leader 39 Full Time  
Permanent 

BSc Psychology 
Diploma in Psychology 

1 year 
 9 months 

#10 Child Care Leader 39 Full Time  
Permanent 

National Diploma in Applied Social Studies in 
Social Care 

2 years 
 7 months 

#11 Child Care Leader 39 Full Time  
Permanent BA Psychology 3 years  

3 months 

#12 Child Care Leader 39 Full Time  
Permanent No Qualification 3 years  

1 month 

#13 Child Care Leader 19.5 Part Time  
Permanent No Qualification 2 years  

8 months 

#14 Child Care Leader 39 Full Time  
Permanent No Qualification 4 years 

 8 months 

#15 Child Care Leader 39 Full Time  
Permanent No Qualification 2 years  

11 months 

#16 Child Care Leader 39 Full Time  
Permanent No Qualification 8 months 

#17 Child Care Leader 39 Full Time  
Temporary 

National Diploma in Applied Social Studies in 
Social Care 

1 year  
5 months 

#18 Child Care Leader 39 Full Time  
Temporary BA Applied Social Studies in Social Care 2 years  

3 months 

#19 Child Care Leader 39 Full Time  
Temporary 

BTEC National Diploma in Social Care 
NCVA Social Studies 

2 years  
4 months 

#20 Child Care Leader 39 Full Time  
Temporary BA in Social Studies 3 years  

6 months 

#21 Child Care Leader 39 Full Time  
Temporary MSocSc (Social Work) & NQSW 4 years  

3 months 

#22 Child Care Leader c24 Part Time  
Temporary No Qualification 2 years  

8 months 

#23 Child Care Leader c24 Relief BA in Social Care 3 months 
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At the time of the inspection the unit had 23 staff.  Fifteen were in full time permanent posts, one 
part time permanent, six were full time temporary and one was relief.   Eighteen staff worked a 39-
hour week, two staff worked 24 hours per week, and one part time member of staff worked 19.5 
hours per week.  One member of the permanent staff was on secondment to the board’s training unit.  
In practice, there were fourteen full time and three relief care staff under the four shift co-ordinators, 
as indicated in the table in 4.2.1 above. 
 
Eight of the staff had qualifications in child care. As shown in the table above, the staff group had a 
range of other educational achievements, including degrees and diplomas in management, child 
protection and welfare, social work, theology, psychology, addiction counselling and social studies.  
 
The staff group comprised people with a depth of experience. The average age was just over 31 
years, with a range of 23 to 47 years. The average length of service in residential care was nearly five 
years, and the average length of service in the centre was three years three months, with six staff 
having worked in the unit for over five years.   There was a good gender balance in the staff group 
with just over a third being male.  
 
The Department of Health and Children’s guidelines on vetting require boards to have Garda 
clearance and three references prior to commencement of employment of members of staff. 
Inspectors were provided with information before the inspection showing that while all the staff had 
Garda clearances, four staff commenced employment (prior to February 2001) before the clearances 
were received.   
 
Eleven staff had three references in accordance with the requirements of the Department of Health 
and Children, eight had two, and three had one.  Of the total of 52 references received by the centre, 
40 were received before the staff concerned commenced employment.  When inspectors examined 
personnel files they found that some of the references were either insubstantial or pre-dated 
employment in the unit by several years. It was difficult to determine whether they were taken up 
when the person first started working for the board and although it might be guessed, the records did 
not indicate continuous service with the board. Other documents being described as references were 
produced by the unit manager at the point where individual staff were being considered for 
permanent posts, and strictly were appraisals rather than references.   
 
The HSU had a clerical officer, and two housekeepers. All had been in service in the unit for over 
five years, and all three had Garda clearances.   
 
It is worthy of note that the majority of staff did not commence employment until Garda clearances 
were in place. However, the purpose of vetting is to provide a safeguard for children in the unit, and 
the system should be thorough and complete in order to achieve this. Inspectors are of the view that 
the vetting of staff needs to be more rigorous and subject of regular monitoring by the board. It is 
unacceptable to employ staff before all the checks, including references, have been taken up.  
 
The board should pursue the outstanding references at the HSU, and review its system of vetting to 
bring it in line with the Department of Health and Children’s guidelines, paying particular attention 
to the sources, substance and currency of references. It should also satisfy itself that the safeguarding 
of children in its care is as thorough as possible and develop its own system for assessing the 
integrity of its vetting procedures by ensuring that staff checks are regularly monitored.    

 
Recommendation 
 
4. The board should ensure that all outstanding 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 vetting of staff looking after children in the board’s care is regularly monitored.  
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4.2.5  Supervision and Support 
 
The unit had a written policy on supervision that stated that all staff should receive supervision for a 
minimum of one hour once a month. It described the key areas of focus in supervision as operational 
and developmental childcare work. It required supervision sessions to be recorded by the supervisor 
and the record seen and signed by the supervisee. It covered the issue of confidentiality of the record. 
The policy included a process whereby the supervision sessions would be evaluated every four 
months.  
 
The acting unit manager received supervision once a month from the board’s childcare operations 
manager. Six of the staff, including the manager, the deputy manager and shift co-ordinators, had 
received training in staff supervision. The acting unit manager supervised the deputy manager and 
two shift co-ordinators. The deputy manager supervised the other two co-ordinators.  The terms of 
supervision were drawn up in individual supervision contracts, and time was allocated in the staff 
rota to ensure that the sessions took place. Staff confirmed that they received supervision and found 
it beneficial. The policy was well reflected in practice. The standard on supervision was met.  
 
Staff described the acting unit manager’s approach as firm but fair. They said that they got on well 
and supported each other, and that the team had a professional approach to the resolution of 
difficulties. They all appreciated the regular monthly staff meetings and the aspect they particularly 
valued was discussion about the purpose and function of the unit, and the evaluation of aspects of the 
service.  
 
Additionally, staff team meetings took place every week, supported by minutes. The children’s 
meetings were held weekly on the evening before so that issues raised there could be brought to the 
staff meetings for discussion and resolution. 
 
The unit’s policy documents included a policy on induction. It described a process of gradual 
introduction to the unit’s work. It put emphasis on the newly appointed staff’s responsibility to 
familiarise themselves with the unit’s policies and procedures. Staff confirmed that there was a 
formal induction process in the centre. Twelve of the staff had attended a series of training sessions 
in March 2001 designed as induction for the staff as a group. Several of the same group and two 
other staff also attended a series of in-service training sessions facilitated by the board over five days 
in February 2003. The subjects covered along with other training provided by the unit staff and by 
the board are shown in the training table below.  
 
Inspectors were impressed by the thoroughness of the induction process and commend the acting 
unit manager and unit staff for ensuring the policy was realised in practice.  
 
4.2.6  Training and Development 

 
The standard on training and development was particularly well met. Four of the HSU staff were at 
various stages of training for professional qualifications in child care. Inspectors commend the board 
for supporting them with fees and time in order to facilitate their attendance at the courses.  
 
The training received by staff at the centre is shown in the table below. Inspectors were impressed 
that the training provided drew on the expertise within the staff group, with the more experienced 
giving a wide range of training to others. They commend the unit highly for the fact that such 
training has been provided to so many of the staff.   
 
Apart from the courses listed some staff also had training in Marte Meo therapy, dealing with 
disclosures of abuse, treatment of children with aggressive and sexually aggressive behaviour, and 
computer skills.  
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Training of Staff in HSU – 12th September 2003 

 
*TCI = Therapeutic Crisis Intervention      ~ ICMP = Individual Crisis Management Plan 
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TCI (5 Days)*                   
23 

√ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ √ 

TCI Refresher                  
17 

√ √ √  √ √ √ √ √ √ √ √   √ √ √ √ √  √   

Fire Safety                        
16 

√ √ √   √  √ √ √ √ √  √  √ √ √ √  √  √ 

Children First (Briefing) 
16 

√ √ √  √ √   √ √ √ √  √ √ √ √ √ √  √   

Report Writing Skills       
15  √ √  √ √   √ √ √ √  √ √  √ √ √  √  √ 

Abused Children              
15 

√ √ √  √ √   √ √ √ √  √ √  √ √ √  √   

Child Development           
15 

√ √ √  √ √   √ √ √  √  √  √ √ √  √  √ 

Staff Induction                 
13 

√ √ √   √   √ √ √ √  √   √ √ √  √   

First Aid                            
13 

√ √ √   √   √ √ √ √  √   √ √ √  √   
Sexual Development        

13 
√ √ √   √   √ √ √ √  √   √ √ √  √   

Attachment Theory          
13 

√ √ √  √    √ √ √    √  √ √ √  √  √ 

Working with Families    
12 

√ √ √  √    √ √ √    √  √ √ √  √   

Challenging behaviour    
12 

√ √ √  √    √ √ √    √  √ √ √  √   

Legislation                        
12 

√ √ √  √    √ √ √    √  √ √ √  √   
Milieu Therapy                

12 
√ √ √  √    √ √ √    √  √ √ √  √   

The Keyworker Role        
12 

√ √ √  √    √ √ √    √  √ √ √  √   

Role of Education            
12 

√ √ √  √    √ √ √    √  √ √ √  √   

ICMP ~                             
12 

√ √ √  √   √   √   √   √ √ √  √  √ 

In -Service Training         
11  √ √  √    √ √ √    √  √ √ √  √   

Courtroom Skills                
8     √ √   √ √ √    √   √ √     

Healthy Eating                  
8 

√ √ √  √ √  √ √ √     √         

Gender Identity                  
8 

√ √ √     √  √ √    √    √     

Staff Supervision            
6 

√ √ √  √ √        √          

Anger Management           
5       √ √ √ √    √          

Health & Safety                  
2  √    √                  

Life Saving                         
2         √      √         

TCI Trainers’ Course       
2 

√             √          

Sexualised Behaviour        
2     √            √       

Supervisory 
Management  1      √                  

Child Protection Policies   
1                       √ 
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Several of the staff had attended a briefing session on Children First, the National Guidelines for the 
Protection and Welfare of Children. Inspectors are of the view that training in child protection and 
safeguarding is essential that all staff in the board’s children’s residential centres receive full training 
in Children First, and are familiar with the SWAHB implementation of the national guidelines. 
Inspectors recommend that the full training in Children First be provided for all the HSU staff.   
 
The unit had provided training in Therapeutic Crisis Intervention (TCI) to all the staff, consistent 
with the board’s policy that all staff working directly with children and young people should be 
trained in its use. One permanent member of staff and two relief staff were due refresher training at 
the time of the inspection. 
 
Recommendation 
 
5. The board should arrange for all HSU staff to receive full training in Children First.  
 
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, and there was evidence that records were 
checked from time to time by the acting unit manager. Overall, the system was good and the standard 
was well met.   
 
4.3  Monitoring 

 
 
 

 
 
 
The SWAHB had appointed a monitor for its residential centres in accordance with Childcare 
(Placement of Children in Residential Centres) Regulations, 1995, Part III, Article 17.  The monitor 
was interviewed by inspectors and explained that the focus of the role had been on the use of 
physical restraint in the board’s children’s centres. The managers of the SWAHB told inspectors that 
they had asked the monitor to look at the use of TCI in all the centres in order to provide professional 
advice to the centre managers. As a result of doing this there has been a conference on the use of 
restraint and a sub-group had been established to examine how de-escalation techniques were put 
into practice.  

 
The understanding of the managers of the SWAHB is that the monitor’s role would extend to all 
aspects of the regulations and standards in residential settings.  To begin with the incumbent of the 
post was asked to check the records in centres and provide a listening ear to the children and staff.  
 
Inspectors welcome the appointment of the monitor, and urge the board to support the role by 
ensuring that its scope and limits are understood by the acting unit manager and staff in the HSU, 
and managers and staff in the board’s other residential settings.  
 
Recommendation 
 
6. The board should develop further the role of the monitor to ensure that all the 

requirements of the regulations and standards in respect of monitoring can be fulfilled.  
 
 
 
 

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. 
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4.4 Children’s rights 
 
 
 
 
The unit had a policy on the rights of the child that stated that all staff should respect and guard the 
rights of children. The document described ways in which this could be achieved: promoting 
individuality, facilitating involvement of families in the daily lives of the children, an individual 
programme of care, consultation and communication with children, providing children with clear 
written information about their rights. The policy on the rights of the child did not make reference to 
privacy however this area was made explicit to staff in written practice guidelines.  

 
The unit also had a children’s booklet that described the unit in child-friendly terms. It described the 
complaints procedure clearly, and included the possibility that children might want to talk about an 
issue that is bothering them with a member of their family. It explained that each child was allocated 
two keyworkers and a major part of their role was to give children special time to talk about anything 
that was meaningful to them. It also mentioned children’s rights, along with being safe and well 
cared for, being treated with respect, and being kept informed of decisions relating to care. It was 
produced to a high standard with age-appropriate art-work and photographs and room for children to 
complete their own details in it so as to personalise it.  
 
There was a similar booklet for parents and social workers produced to a similarly high standard. 
Inspectors suggest that the booklet intended for parents be reviewed in terms of the difficulty of 
some of the language in it. Inspectors commend the staff for the quality of both booklets, particularly 
the children’s. 

 
4.4.1 Consultation 

 
Within the documentation on children’s rights there was list of the subjects and arenas of 
consultation with children: developments and changes in procedures in the unit, development of the 
child’s individual plan, changes in the daily plan, weekly meetings of children, and informal 
discussions.   
 
Inspectors found that practice in relation to consultation in the centre was good.  The staff and 
children confirmed they were consulted age-appropriately on issues affecting their daily lives, and 
that they were able to exercise choices about activities.  
 
Children’s meetings took place every Tuesday evening in advance of the staff meetings the 
following day.  
 
4.4.2     Complaints 
 
The unit had a clear and thorough complaints policy that distinguished complaints about the service 
provided by the centre from allegations of abuse and gave clear guidelines about the role of staff and 
of the unit manager in the event of complaint or allegation being made.  
 
Practice in relation to formal complaints was of a high standard. During the year prior to the 
inspection there had been three complaints. Only one of these concerned practice within the unit. The 
other two were about services received in previous placements. The one complaint about the centre 
concerned the use of physical restraint. The child complained to the acting unit manager, who, as per 
the policy, referred the matter to the child’s social worker.  It was investigated by the social worker 
for the child and the report from the investigation was sent to the principal social worker who 
concluded that TCI methods had been inappropriately used and recommended that all staff receive 
TCI refresher training. The process of investigating the circumstances of the complaint and reaching 

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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a conclusion that was satisfactory to the child took three weeks, and the recommendation regarding 
training was followed up without delay.   

 
Other complaints about services received or child protection issues in previous placements were 
dealt with promptly by the unit staff in accordance with their policy.  In one instance this was 
followed up with a meeting between the child, staff from the unit, and staff from the previous setting. 
The meeting served to resolve the complaint to the child’s satisfaction and was an example of good 
practice in relation to complaints.  
 
Inspectors were concerned that a complaint made by a child to a staff member in August 2002 
alleging child protection concerns in a previous placement remained unresolved in July 2003. The 
unit staff fulfilled their role exactly, acted promptly and referred the allegations to the social worker 
when it was made. The child, who was placed in the HSU by a board other than the SWAHB, had 
given a verbal account of the allegations to her keyworker but did not want to make a complaint in 
writing to the social worker. It was unclear to inspectors what the reasons for the delay were. 
Inspectors were seriously concerned regarding the delays in investigating these allegations and urge 
the board involved to remedy the situation as a matter of priority.  
 
The children interviewed by inspectors explained that they could bring any concern to the attention 
of their keyworker or another member of staff, and the complaint would be dealt with promptly. 
However, on reading records inspectors found that some complaints were not recorded formally but 
appeared elsewhere such as in the TCI life space interview (LSI) where a child said that he was sore 
after a physical restraint but the record did not refer to the comment as a complaint or record it as an 
‘injury’ in the TCI form.  

 
Inspectors found practice in the centre in relation to children’s complaints generally good but advise 
that all complaints are recorded as a complaint in the appropriate record. 
 
4.4.3  Access to information 
 
The centre had a policy on children’s access to information. It required staff to refer requests for 
access to information to keyworkers or the managers of the unit. It stated that staff should encourage 
children to access information about themselves, and that reading of records should take place in a 
private area with plenty of time for support for any questions and discussions that may arise from the 
reading of the information.   
 
Inspectors found that the policy was realised in practice. The acting unit manager said that any 
information produced in the unit was accessible to the children, but that staff were aware that they 
had to protect information about third parties. Access was not limited because of the age of the 
children.   The children interviewed confirmed that they did have opportunities to read their files. 
The standard was met  
  
4.5 Planning for children  
 
 
 
 
 

 
 

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 emotional and behavioural difficulties such 

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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that if placement in the high support unit were not made the child would be at risk in terms of health, 
safety, development and welfare. There was a list of requirements of referral agents including: the 
child having an allocated social worker and a care plan, a comprehensive needs assessment, an up-to-
date social history, a detailed description of all previous social services intervention, and details of  
post high support placement which will be pursued by the referring agents during the placement.  At 
the time of the inspection two referrals were being assessed. Inspectors recommend that managers of 
the board ensure that, while referrals remain appropriate and within the criteria for the high support 
service, the level of admissions to the unit is consistent with its high level of staffing and resources 
and with the unit’s role as a unique resource for this age group within the ERHA region.   
 
Recommendation 
 
7. The managers of the board should ensure that the level of admissions to the HSU is 

consistent with its capacity, staffing and resources. 
 
The referral was considered by an admissions committee, 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 links with the unit straightaway. To facilitate this 
each child was allocated two keyworkers, and they were given responsibility for arranging a 
programme of introductory visits to the unit. The acting unit manager told inspectors that care was 
taken when making decisions about admissions to ensure that the mix of children in the unit was 
manageable in terms of the need to protect children from peer abuse. This is consistent with the 
requirements of the standards. Wherever possible, parents were also involved in the admission 
process.  
 
Inspectors found that the procedures for admissions were followed closely. However, it was clear 
that several of the children had learning difficulties and required special education as discussed in 
4.8 below. The school principal told inspectors that some of the children came to the unit without 
previous educational assessments having taken place. This would present a problem since, in some 
instances, the assessment of capability took place after admission, and information needed to 
determine the level of a child’s learning difficulties was not available at the time that the admission 
was being considered.   That said, the overall standard on admissions was good.  
 
4.5.2      Statutory care plans 
 
All the children in the unit had care plans. They were produced within the statutory timescales. Some 
were on lengthy forms which were completed for the most part, and had action plans identifying 
those responsible for certain tasks, but two were not signed by any party to the plan, and there was 
no indication on them of who had received copies of the plan. The sections on consultation 
confirmed what staff and social workers told inspectors, that the children and parents were consulted 
about the plans.  The general quality of the plans was good, and the unit staff and social workers are 
commended for their production. The unit’s placement plans were based on the broad objectives 
outlined in the care plans. The children were aware of their plans and said that they were kept 
informed of changes by their keyworkers.  
  
4.5.3     Statutory care plan reviews 
 
Inspectors found that over the period of the placements reviews were held on average every six 
months. The children prepared reports for the reviews and attended them. They told inspectors that 
they were able to get their points of view across in the reviews. Some of the reviews did not make 
reference to care plans, but focussed instead on placement plans. Minutes of the reviews found on 
the children’s files had been produced by centre staff, but social workers told inspectors that minutes 
produced within the social work team were sent to parents.  
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Statutory care planning and review meetings are the responsibility of the social worker. Inspectors 
are of the view that the unit had worked hard to maintain a schedule of reviews within the statutory 
timescales. However, the first reviews after admission should take place within two months and this 
was not the case before internal evaluation took place over the spring of 2003, after which practice 
reflected the requirements of the regulations. One care plan, developed five months before the child 
was admitted to the unit, identified a need for speech therapy. This was accessed four months after 
his placement, nine months after initial identification. Overall, practice in respect of reviews was 
reasonably consistent. Improvements could be made by having a stronger focus on outcomes and by 
a tighter system of documentation which includes completion of the forms, signatures of the social 
worker and other signatories, and clear responsibility for the collation and distribution of minutes.  
 
Recommendation   
 
8. The ACEO should give the highest priority to arranging for the child in need of speech 

therapy to access the service without further delay.  
 
4.5.4      Contact with families 
 
Practice in regard to contact with families was good.  The children 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 large and comfortably furnished room where children could meet their families in 
private. Children were particularly well facilitated in maintaining contact with their siblings.  The 
unit had a mobile home near the coast which had been used from time to time for families to have a 
break together. The children spoke highly of the efforts made by staff to facilitate access to their 
families.  
 
Children could access one of three telephones to talk to their families, two of these telephones could 
allow for privacy. However, the children told inspectors that they did not feel that they could use the 
telephones privately, and inspectors’ observations during the inspection would suggest the need for 
discussion between children and staff about their differences in perception regarding privacy.  
Inspectors recommend that the issue of privacy for the children when using the telephone should be 
re-considered by the acting unit manager and staff. 
 
Overall, the manager and staff of the unit are commended by inspectors for the standard set in 
respect of access with families.  
 
4.5.5      Social work role 
 
 
 
 
 
 
All of the children had an allocated social worker. Although one child had a social worker at the time 
of the inspection, inspectors were told by the current social worker that the case had been unallocated 
for two years when the child was placed in a relative foster placement.  
 
The records indicated that social workers of the children resident in the unit at the time of the 
inspection made regular visits within the statutory timescales. However, for one of the children who 
had recently left the unit visits had been less frequent. Social workers did not read records from time 
to time as required by the regulations. Inspectors advised them that there is an expectation in the 
standards that they should.  
 

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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Social workers told inspectors that they received notifications on significant events. They did not 
receive details of physical restraints. Instead, they received a format letter stating that a restraint had 
taken place.  This issue is subject of a recommendation in 4.2.3 above. 
  
With the exception of minutes of review meetings noted above, social workers provided the unit with 
social histories and copies of assessments and background reports as required.  

 
Social workers interviewed by inspectors reported that relationships between themselves and the unit 
staff were good, with clear and consistent communication to and from the keyworkers being a 
significant element in the sense of partnership they described. They said that the children received a 
high standard of care, had been provided with the stability they needed, and were safe in the unit.  
They were concerned that the unit staff should have more support in their responses to the needs of 
the children for therapeutic input, and regarded the absence of consultancy to the staff in particular as 
a concern.  
 
4.5.6      Emotional and specialist support 
 
Inspectors found that relationships between the staff and children were characterised by warmth, and 
respect.  The unit had a comprehensive policy on keyworking. The role was described as critical in 
providing the children with reassurance that they would have someone to approach about any aspect 
of their lives in the HSU, “be it lost socks or family access.” 
 
Staff were familiar with the policy and took their keyworking responsibilities seriously. They 
described various aspects of the role such as: direct work with children on subjects such as sex 
education, anger management, offending behaviour, and the stay safe programme; facilitation of 
access and family contact; organising the introductory programme before admission; and 
negotiating, planning and facilitating the transition process when a child leaves the unit.  The 
children spoke well of the support they received from their keyworkers, and described them as 
people they could trust.  
 
Keyworkers wrote reports for review meetings, and there was facility for separate recording on the 
children’s files for keyworker sessions. The reports of the sessions were signed and dated. They 
showed behavioural targets set for the child, and reported on each of them. Given the complexity of 
the areas key workers were engaged with, the unit managers should sign off these reports to evidence 
their supervision of the work.  Access to external consultancy would assist key workers expand the 
range of work offered to the children to include therapeutic responses to emotional difficulties as 
well as the management of behaviour.  
 
Recommendation  
 
9. The acting unit manager should sign off key workers reports on therapeutic interventions 

with children. 
 
The children who required specialist therapeutic services were referred to the local community 
clinic, and seen as individuals. However, staff and social workers expressed concern that the 
emotional difficulties and at times extremely challenging behaviour of the children were of a level of 
seriousness to warrant regular access to consultancy for the staff team. Inspectors agree with this 
view. In the case of one child, in spite of intensive supervision over a two year period and a high 
ratio of staff to children in the HSU patterns of volatile behaviour which had been seen nearly three 
years prior to the inspection in another residential centre were still present. Following discharge from 
the unit they persisted elsewhere. While this could be attributable to factors beyond the unit, it would 
be of benefit to the staff to understand how the development of each individual child is affected by 
history and background, and to tailor their own intervention to each child’s individual needs more 
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precisely.  There would be implications for the staff in terms of how behaviour is understood and 
managed, and how the ethos and daily routines of the unit are determined.  
 
Recommendation   

 
10. The ACEO should provide external consultancy to the unit to expand the range of 

therapeutic interventions offered to the children.   
 
4.5.7  Preparation for leaving care 
4.5.8            Discharges 
4.5.9            Aftercare 
 
They children in the unit were not of an age where an after care plan was required. Instead they were 
prepared for transition to other care settings. For the two children who left immediately prior to the 
inspection the settings were children’s residential centres. The staff, particularly the keyworkers, 
prepared the children for transition, but found it difficult to support the children at this crucial stage 
in their lives because they frequently did not know the placement to which the child was moving 
 
Inspectors found thorough transition plans in the children’s files. The two children concerned found 
aspects of the transition problematic. They both told inspectors that they felt that being told what to 
do, and, in their view, being supervised all the time when they were in the HSU did not prepare them 
sufficiently for the less restrictive environments to which they were going. Inspectors are of the view 
that these observations by the children could be used as a prompt for the staff to look at the routines 
and structures in the unit with a view to enabling them to build up their sense of identity, 
responsibility and independence.  
 
4.5.10 Children’s case and care records 
 
Inspectors found that the care files were mostly of a high standard. Records were detailed and 
complete. There was a common standard and style in the centre, and information was easily 
accessed. Some individual files varied in quality and had excellent records alongside others that were 
confusing. There was some evidence of confusion on the part of staff about how to classify some of 
the information they were required to record. All the files contained relevant documentation 
including care plans, birth certificates, care orders, medical information, and school reports. 
Inspectors advise that manager sign files as evidence of their monitoring.  
 
4.6 Care of Children 
 
 
 
 
 
 
 
4.6.1 Individual care in group living 
 
The day-to-day care of children, both individually and in a group, was a key strength of the centre.  
 
The staff and children gave an account of the daily routine to inspectors. The children got up each 
weekday between 8.30 and 9.00 a.m. Breakfast was between 9.00 and 10.00 a.m. which school 
started. The children returned to the unit for a quarter of an hour break at 11.15 a.m., lunch at 1.00 
p.m. and the end of school at 3.15 p.m.  At the end of the school day they had a small snack, and then 
did homework in separate rooms in the unit. Staff offered assistance at the request of the children. 
After homework there were activities and dinner was at 6.00 p.m.  There would be leisure time from 

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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after dinner until bedtime at 9.00 or 9.30 p.m. Children had an earlier bedtime on arrival to enable 
them have a half hour one-to-one stories or relaxing games with staff in order to settle. 
 
The range of leisure activities was extensive and included: soccer, rollerblades, bicycles, hill 
walking, using the play apparatus, swimming, cinema, fishing, tennis, picnicking, dancing, shopping, 
horse-riding, and scouts. On rainy days the children could use the gymnasium, read books, play 
board games, play pool, use a playstation, work or play on a computer, paint and draw, watch videos 
or TV, dance, and practise soccer in the gym.  They were also allowed to lounge in their rooms 
looking at magazines or listening to music.   They had enjoyed holidays away in Dingle and at a 
mobile caravan at the coast that belonged to the unit.   

 
Birthdays were celebrated either by parties or outings depending on the wishes of the child. 
Christmas was a time for major celebration with presents, and for those who were in the unit on 
Christmas Day, visits from their families.  
 
The children 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 basic make-up.   
 
There was an allocated budget for clothing. Children 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.  Pocket money was €7 per week. The children could choose how to spend it 
themselves. Inspectors commend the manager and staff of the centre for an extremely high standard 
of primary care.    
 
The children told inspectors that the staff were people they could trust.  However, all the children 
interviewed said that the main aspect of their care they objected to was being under constant 
supervision. The children who had recently left the unit did not feel that the level of supervision had 
eased off over the period of their placement sufficiently even though they acknowledged that they 
had more freedom of movement in the unit and outside in the community. Inspectors are mindful that 
this aspect of care was reviewed during the internal evaluation conducted by the staff team and 
practices have changed to allowed more unsupervised period.   
 
4.6.1      Provision of food and cooking facilities 
   
The inspectors shared meals with the staff and children and were impressed by the level of courtesy, 
spontaneous interaction and good-humoured conversation between the staff and children. Food was 
plentiful and varied.  The menu was discussed regularly and the preferences of children were taken 
into account every day. Food was prepared by two housekeeping staff who had worked in the unit 
for several years. They presented a wide variety of healthy food of a high quality, and were 
successful in encouraging the children to eat healthy options. There were no restrictions on access to 
food, and staff could prepare a snack or a sandwich for the children on request as they wished. 
Inspectors were told that, in general, children were not permitted to prepare snacks unaccompanied 
by a staff member owing to considerations of safety in the kitchen. Exceptions were made for some 
individual children following a risk assessment.  
 
4.6.2      Race, culture, religion, gender and disability 
 
The children 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 the inspection, nearly a third of the staff group 
were male. This represented a reasonable gender balance, and presented the children with individual 
role models as well as models of co-operative working relationships between men and women that 
demonstrated values of respect and equality.   
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There was a written policy on anti-discriminatory practice. In practice the staff at the centre 
encouraged the participation of the children in all aspects of life so that their experiences did not 
differ from those of their peers.  
 
The centre recognised the importance of the family as a source of heritage and identity. Appropriate 
information about the family was shared with the children, and all opportunities to promote positive 
contact were taken. The unit had photographs of family members and of the children in their day-to-
day lives in the unit. These were not put on display but were kept safely for the children.   
 
4.6.3      Managing behaviour 
 
The acting unit manager said that the basis for day-to-day management of behaviour is the 
relationship between staff and children. The centre had a sanctions policy that listed permitted and 
prohibited sanctions. The unit manager and staff said that sanctions were used sparingly. Staff told 
inspectors that no more than 30% of pocket money could be deducted from a child’s pocket money 
and that sanctions were used that made sense to the child. The unit had a system whereby sanctions 
were agreed among the team and not imposed by a single team member.  The unit’s endeavour was 
to ensure that the sanction was connected to the behaviour; so for example, misbehaviour at night 
time might result in an early night the following day. Inspectors found that sanctions were sparingly 
used 
 
However, the supervisory presence of staff and repeated reminders about the expected standard of 
behaviour were seen by all the children interviewed by the inspectors as a major restriction. One 
member of staff described the reminders as a form of sanction.  Inspectors found evidence that some 
children found bedtimes difficult, and advise the staff to keep their own practice regarding 
management of behaviour in the evenings and at settling time under review.  
 
Inspectors recommend that the management of behaviour, particularly at bedtimes, be reviewed by 
the board, and that staff have access to consultancy in addressing the issues that arise from their 
management of the children’s behaviour.  
 
Recommendation   
 
11. The acting unit manager should implement that aspect of the internal review of care 

practices that decreased the level of supervision of children as appropriate.  
 
4.6.4      Restraint 
 
The SWAHB had a policy that Therapeutic Crisis Intervention (TCI) was the only approved method 
of crisis intervention, de-escalation of conflict and physical restraint. Additionally, ten staff had 
received training in Individual Crisis Management Plans (ICMP), which is a form of risk assessment 
more recently introduced to the TCI method.    
 
Inspectors recognise that children placed in the unit have experienced trauma and loss, have had 
disrupted placements and frequently show challenging and violent behaviour. They acknowledge the 
need for children to learn not to harm themselves or others and the necessity for staff to keep all 
children in the unit safe.  
 
During the nine month period from January 2003 to the time of the inspection there had been 40 
incidents in which physical restraint had been used with four children.  Inspectors were concerned 
that the number of restraints involving individual children were high, even though there were periods 
of time when there were few. The gaps between episodes of restraint reached a maximum in 35 days 
in April and May 2003.  However, in June 2003 there had been ten restraints over a period of just 
over three weeks.  In August and September 2003 there had been 16 incidents, 14 of which involved 
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one child. Seven of the incidents happened over a ten day period, and were restraints of an 11 year 
old girl of small stature.  
 
Managers told inspectors that most restraints occurred in the settling in period of children recently 
arrived in the unit, and indeed the records confirmed this, where one child was restrained 17 times 
between 22.8.03 and 8.10.03. Three of these restraints involved a standing hold, six a restraint by 
one member of staff and 13 were restraints by two members of staff. There was evidence that, in 
most cases, as children settled the use of physical restraint decreased significantly.  
 
There was evidence from the record of one child that prior to her placement in the unit, which lasted 
two years, there had been a series of restraints in another children’s centre. This child was restrained 
eight times in her first six months in this unit, and then not again for 18 months. She was next 
restrained in the run up to her transferring to another centre. 
 
The board’s monitor had received copies of the restraint reports from the beginning of August 2003, 
and at the time of the inspection she had received a total of 18.  She told inspectors that a review of 
the use of TCI and physical restraint in all the board’s children’s centres was the chief focus of her 
role in respect of the unit.  
 
Whilst recognising the unique challenges facing the staff in the unit, inspectors are of the view that 
this area of practice is in need of radical reappraisal. The board should give earnest attention to the 
use of such levels of physical restraint in the settling in period of children. Serious consideration 
should be given to the age and size of the children involved. The unit team need the input of 
consultancy to assist the managers and staff in lowering the number of restraints in the early days of 
placements.  
 
The behaviour of the children was undoubtedly challenging, and after a complaint about a restraint, 
referred to in 4.4.2 above, the board provided further training for staff in TCI. However, the records 
seen by the inspectors suggest that some aspects of the method may have been misapplied. 
 
Inspectors are also concerned that social workers did not routinely receive all the details of the 
episodes, as mentioned in 4.2.3 above. The incidents where restraint is used should be reviewed by 
people outside the unit such as the monitor and the social worker, and such reviews should include 
interviews with the children to hear their account of them. When there has been a series of restraints 
involving the same child over a short period of time there should be a review in order to assess the 
triggers and examine staff practice in managing the behaviour of the child. There should be a similar 
review of practice where restraint has been used frequently and involved several children.  Social 
workers should examine patterns of restraint over time involving one child and assess its 
appropriateness in terms of meeting that particular child’s needs.  
 
Recommendations 
 
12. 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.  
 
13. The board should provide consultancy to the unit to support the staff team in keeping 

children safe as they settle in the unit. 
 
4.6.5      Absence without authority 
 
The centre had a thorough, detailed written procedure for unauthorised absences. During the year 
prior to inspection there had been no unauthorised absences.  
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4.7      Safeguarding and Child Protection 
 
 
 
 
4.7.1      Safeguarding 
 
The centre had written policies on safeguarding. They included practice guidance on professional 
boundaries and one to one supervision of children.  Staff interviewed by inspectors showed a clear 
understanding of the policies.  
 
Inspectors examined the records of the night shifts. There was one waking night staff, and one 
sleeping in. Inspectors were concerned to find that checks on bedrooms were carried out throughout 
the night by the waking member of staff. These were half-hourly up to midnight and hourly 
thereafter. The explanation offered for the practice was to ensure the safety of the children, and staff 
told inspectors that it had been introduced as a result of having a child in the unit in the past that had 
threatened to self-harm.  Inspectors looked at the night records over several months and found that 
for the majority of the time there were no disturbances at all, and that children sometimes woke in 
response to the fact that someone had looked into the room, or used the opportunity to ask staff to get 
them a drink of water.  The doors of the children’s bedrooms had sensors that printed off a record in 
the night station if the door was disturbed. These records were checked in the mornings by the 
managers. 
 
Inspectors were concerned that the practice presented a safeguarding problem for the children and 
staff. This situation is unsatisfactory for several reasons. The checks were intrusive of privacy, and 
represented a generalised institutional response to a perceived risk. They did not allow the child to be 
treated in a normal age-appropriate way, and there was evidence that they were disturbing children 
who had gone to sleep. They also had the potential to compromise the safety of the children as well 
as the staff. Where there is a risk of self-harm a programme of checks could be introduced for an 
individual child in the context of a risk assessment and be part of a risk management action plan. 
Since the field work inspectors have been told that this practice has ceased. 
 
Occasionally the arrangements for night staffing meant that there were male members of staff in both 
roles, and on occasion a male member of the management team on call. The acting unit manager 
should rearrange the duty rota so that there is no occasion when only male staff are on duty at night. 
In some instances where a young girl of 12 years needs attention for a personal or medical issue it 
would not be suitable for a male staff member to attend to her.   
 
Recommendation 
 
14. The managers of the unit should ensure that a female member of staff is always available 

at night time.   
 
4.7.2  Child protection 
 
 
 
 
 
The centre had a series of written policies on child protection. They included policies on anti-
bullying and anti-discrimination, and were supported by practice guidance on recognising child 
abuse. The unit’s policies were consistent with Children First, and 16 of the 23 care staff had 
attended the briefing sessions on Children First.  The recommendation in 4.2.6 above is that all the 
unit staff have access to the full training in Children First.  

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. 

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. 
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Practice was generally good. Staff were clear that they should immediately tell the manager if 
abusive behaviour has been disclosed or an allegation made, and record it in the log book.  There 
was a child protection officer appointed from within the staff team who was expected to have a 
thorough knowledge and understanding of the principles of child protection. The role entailed 
ensuring that all the children in the unit were fully aware of their rights, and ensuring that they 
understood how to access their rights, for example making a complaint.  The key feature of the role 
was to act as a support and advocate for any individual child who made a complaint, and ensure that 
the child’s voice was clearly heard in the complaints procedures.  
 
4.8 Education 
 

 
The unit had an on-site special school consisting of two classrooms, one inside the main building, 
and another in a separate building. The school had been established in 1998 and it was under the 
administration of the primary section of the Department of Education and Science. The school had a 
teaching principal and one whole time teacher. The school had capacity for six pupils aged up to 12 
years. In addition to the classrooms the school had shared use of a gymnasium, and rooms within the 
house.  The principal was a member of the referral committee for the HSU. She reported to the 
ACEO (Child Care and Acute Hospital Services) of the SWAHB, who was chairman of the school 
board as well as line manager for the acting unit manager.  
 
The principal told inspectors that it was important for the unit to have a special school because most 
of the children referred to the HSU had emotional and behavioural difficulties and came with 
histories of disrupted education. Several of the children found classroom settings difficult to manage, 
and had been absent from schools prior to placement in the HSU. They required one to one attention 
and considerable support in order to raise the level of their confidence in their ability to learn. The 
educational input in the HSU was an important factor in the overall function of the unit since one of 
its objectives was that the children should be able to learn about themselves, understand their 
emotional condition, and develop control over their own behaviour.  
 
The principal told inspectors that the overall objective of the school was to bring the children to a 
point where they could be re-integrated into mainstream schooling.  However, transition to other 
schools was problematic. The planning necessary to effect a smooth transition was often delayed 
because a school could not be identified until a placement was agreed, and social workers had 
difficulty finding placements for the children to move on to.  
 
There was a further difficulty in transition for each individual child because the length of their 
placement at the unit removed them from mainstream school at a critical time for a significant period 
and did not afford them the opportunity to work alongside and maintain pace with peers. Conversely, 
if they were already in mainstream schools at the point of admission to the unit the link between the 
length of placement and school years would no longer be necessary.  In practice, the principal 
established links with the principal of the school that a child was going to after discharge from the 
unit and maintained liaison afterwards. One child was found a place in the local National Primary 
School for a year before she was due to leave the unit. She spoke well of this arrangement. 
Inspectors commend the principal for measures taken to ease the children’s transition between 
schools.   
 
Some of the children placed in the HSU did not have educational assessments. Where this was the 
case the principal assessed the children herself.  She felt that educational assessments would be a 
benefit to the children and to the school.   

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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Inspectors learned of difficulties in accessing specialist educational assessment managed by the 
Department of Education and Science. For example, a social worker referred a child to be assessed 
by an educational psychologist early in 2002, 15 months before he was admitted to the HSU. The 
child had been in care for several years, and had experienced five changes of placement during the 
four years prior to his admission to the unit. He had not been in full time education since early 2002.  
At the time of the inspection the child had still not accessed the educational psychologist.  This delay 
in accessing a service is unacceptable and although the health board is not responsible for delivering 
the educational assessment services inspectors urge the board to ensure that children in their care 
receive essential assessments as a matter of priority. 
 
 Recommendation 
 
15. The board should ensure that children in the HSU are able to access specialist educational 

services without delay.  
 
4.9 Health 
 
 
 
 
 
The children all had medical examinations on admission to care. Care records contained information 
on medical and health issues, and the children 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.  Health promotion was covered 
in keyworker sessions.  Staff received appropriate training to cover some of the issues that came up 
in those sessions, such as healthy eating. Generally, the standard on health was met.  
 
4.10   Premises and safety 
 
 
 
 
 
4.10.1 Accommodation 
 
The accommodation was a detached house standing in its own grounds in a country location.  The 
unit was decorated and furnished to a high standard. The ground floor was spacious having two large 
sitting rooms and two other rooms used for recreation, as well a centrally located kitchen, dining 
room, office and laundry room. The rooms on the ground floor were carpeted and decorated to a high 
standard, and the walls had framed pieces of the children’s art.  Beside the house there was a well 
equipped gymnasium that provided a good space for playing in wet weather.  
 
The children had individual bedrooms that were spacious and well maintained, but not as 
comfortable as the reception rooms downstairs.  There was a large garden in the front and at the rear 
of the house with adequate space for the children to play outdoors.  There was good quality play 
equipment, and outhouses with a wide range of equipment for outdoor pursuits including fishing, 
canoeing, camping, sledging, and cycling.  There was a patio set outside the rear of the house, and 
children were allowed to engage in age-appropriate activities such as making dens.  
 
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 2004.  
 

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. 

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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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.  
 
4.10.3      Safety 
 
The unit had two health and safety representatives. Both had received training in health and safety. 
Inspectors found that staff’s general awareness of safety was good. However, there were areas 
behind the house where palettes and other materials had been left in an unsafe state, and an obsolete 
fridge was stored. When this was pointed out to the acting unit manager by inspectors she arranged 
for the items to be removed immediately.  
 
The unit had a health and safety audit carried out by a safety advisor from the Eastern Health Shared 
Services (EHSS) in May 2003.  It identified 37 hazards. Of the nine high risk hazards, eight had been 
attended to quickly, and the other concerning safety data sheets about household chemicals had been 
responded to, but the unit was awaiting information from the health and safety department of the 
board. Ten of the 12 recommendations regarding medium to high risks had been met, and four of the 
recommendations concerning the remaining risks had not been met at the time of the inspection.  The 
most serious matter still needing attention was the recommended installation of a smoke alarm in the 
classroom situated in the exterior building.  Inspectors were told that this had been discussed with a 
fire officer, and the necessary equipment had been ordered the day before inspectors checked the unit 
accommodation themselves.  Sixteen staff were trained in fire safety, 12 in first aid, and two in life 
saving. The unit had a health and safety statement amended in August 2003 in accordance with the 
recommendation of the health and safety audit.  
 
Inspectors were of the view that the overall standard on safety was good, but recommend that the 
outstanding recommendations of the safety audit be attended to as soon as possible.  
 
Recommendation 
 
16. The board should ensure that the outstanding recommendations of the health and safety 

audit are carried out without further delay.  
 
The unit had a medicine cabinet in the night station on the first floor for the safe storage of 
medication.  The children did not have access to the room. The unit’s policy was that all medication 
should be in the lockable cabinet, but inspectors found other medication in a tin under the table. 
There were two systems of recording, - one for prescribed and one for over-the-counter medication.  
Inspectors advise the record be revised in order to streamline it into one system, and that two staff 
signatures are required instead of initials. Inspectors recommend that all medication be kept in only 
one lockable cabinet.  
 
Recommendation 
 
17. The acting unit manager should review the system and practice for storage and 

administration of medication.  
 
4.10.4      Fire Safety 
 
The centre had a fire certificate as required by Child Care (Placement of Children in Residential 
Care) Regulations, 1995, Part III, Article 12.  It was issued by the local authority in 1997 after the 
last programme of alterations to the building undertaken by the health board.  
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The centre had an automatic fire alarm and emergency lighting system. It was checked regularly. The 
last two checks of the system had taken place in March and August 2003. One of the team co-
ordinators was fire safety officer. He had ensured that fire drills took place regularly because the fire 
escape from the upper floor was unusual and it was necessary for everyone in the unit to familiarise 
themselves with it.  
 
The one outstanding issue regarding fire safety was the installation of a smoke alarm in the 
classroom, as discussed in 4.10.3 above.  
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5 Summary of Recommendations 
 

1. The board should review the statement of purpose and function to reflect the proposed 
changes in the service provided by the unit in full consultation with the children, their 
families, and professionals involved in their care.    

 
2. The board should ensure that the unit’s register is amended to include all the details 

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

 
3. The acting unit manager should ensure that the unit has a procedure for the notification 

of all the details of Therapeutic Crisis Intervention. 
 
4. The board should ensure that all outstanding 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 vetting of staff looking after children in the board’s care is regularly monitored. 

 
5. The board should arrange for all HSU staff to receive full training in Children First. 
 
6. The board should develop further the role of the monitor to ensure that all the 

requirements of the regulations and standards in respect of monitoring can be fulfilled. 
 
7. The managers of the board should ensure that the level of admissions to the HSU is 

consistent with its capacity, staffing and resources. 
 
8. The ACEO should give the highest priority to arranging for the child in need of speech 

therapy to access the service without further delay. 
 
9. The acting unit manager should sign off key workers reports on therapeutic interventions 

with children. 
 
10. The ACEO should provide external consultancy to the unit to expand the range of 

therapeutic interventions offered to the children.   
 
11. The acting unit manager should implement that aspect of the internal review of care 

practices that decreased the level of supervision of children as appropriate. 
 
12. 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.  
 

13. The board should provide consultancy to the unit to support the staff team in keeping 
children safe as they settle in the unit. 

 
14. The managers of the unit should ensure that a female member of staff is always available 

at night time 
15. The board should ensure that children in the HSU are able to access specialist educational 

services without delay. 
 
16. The board should ensure that the outstanding recommendations of the health and safety 

audit are carried out without further delay. 
 
17. The acting unit manager should review the system and practice for storage and 

administration of medication. 


