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1.  Introduction 
 
The Health Information and Quality Authority (the Authority) Social Services 
Inspectorate (SSI) carried out a themed announced inspection of a young 
people’s residential centre in the Health Services Executive (HSE), Dublin Mid 
Leinster area (DML) under Section 69 (2) of the Child Care Act 1991. Orla 
Murphy (lead inspector) and Eimear Short (co-inspector) carried out the 
inspection on the 26th June 2012. 
 
The centre had previously been inspected by the Authority in 2009 
(Inspection Report ID Number 283), and a follow up inspection was carried 
out later in the same year (inspection Report ID 340). 
 
This themed inspection examined a selection of the standards in the National 
Standards for Residential Centres. The standards examined were 
Management and Staffing, Children’s Rights, Care of Young People, 
Safeguarding and Child Protection, and aspects of Premises/Safety. In 
examining these standards, Inspectors also considered specific aspects of 
other standards, such as Preparation for leaving care. These are all detailed in 
the Findings section of this report. 
 
The centre was a six bed-roomed detached house in a Dublin suburb, which 
provided residential care for four young people (boys and girls), aged 
between 13 and 17 years. On the day of the inspection, there were four 
young people resident in the centre. One young person was 18 years, one 
was 17 years and the remaining two young people were both aged 14 years.   
 
Overall inspectors found that the young people received a good standard of 
care within the centre and had developed links and connections within the 
local community. The staff team and manager were working well together at 
the time of this inspection, but there had been some significant changes in 
the 18 months prior to this inspection. There had been four changes of Centre 
Manager, which had an unsettling impact on both staff and young people.  
 
The centre had a good standard of recording in relation to care files and 
administrative records. There was prompt and comprehensive follow up by 
the staff team and the manager in relation to child protection concerns and 
most significant events. 
 
The staff team were committed and concerned with young people’s welfare 
and wellbeing. Some young people had been supported to maintain their 
placements while displaying complex needs and behaviour which challenged 
the service and this had provided some stability to these young people. 
 
However, inspectors found that the case mix of young people in the centre 
had an impact on their interactions with each other, and consequently some 
bullying had occurred in the year prior to the inspection.  
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Inspectors also found that the provision of an aftercare plan and worker had 
been significantly delayed for one young person, and this had only been 
provided immediately prior to this inspection, four months after their 18th 
birthday. 
 
1.1 Methodology 

 
The judgements of inspectors are based on an analysis of findings verified 
from more than one source of evidence gathered through observation of 
practice, interviews with young people, relevant HSE staff members and 
managers, examination of records and documentation and a viewing of 
accommodation. As this was a themed inspection, a smaller range of specific 
documents were examined. 
 
The following documents were available to inspectors during this inspection: 

 
• young people’s care plans and care files 
• details of unauthorised absences (61) 
• details of physical interventions (0) 
• administrative records  
• Health Service Executive (HSE) monitoring reports (1) 
• previous inspection reports and follow-up reports (2) 
• questionnaires completed by the young people (4) 
• questionnaires completed by parents (3) 
• fire safety certificate 
• significant event details (132) 
• details of complaints (6) 
• staff personnel files 
• staff supervision records 
• Health & Safety audit 
• Fire safety records 

 
During the course of the inspection the following people were interviewed: 
 

• the Centre Manager  
• child care workers  

 
Three young people also met with inspectors individually and one parent 
spoke to inspectors. 

 
1.2 Acknowledgements 
Inspectors wish to acknowledge the assistance and cooperation of the young 
people, parents, staff members and others who participated in this inspection. 
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1.3 Management structure 
 
The Centre Manager reported to the Residential Care Coordinator in the HSE 
DML area. The Coordinator reported to the Regional Coordinator who, in turn, 
reported to the Integrated Service Area Manager of Dublin Mid 
Leinster/Kildare. 
 
1.4 Data on young people 
 
Listed in order of length of placement 
 

Young Person Age Legal Status Length of 
Placement No. of previous placements 

#1  17 Care Order 12 years 
4 foster care placements 

1 high support unit 
placement 

#2 14 Care Order 1 year 10 
months 

4 foster care placements 

1 special care placement  

#3 14 Voluntary 
agreement 

2 years 5 
months 1 residential placement 

#4 18 
 

Voluntary 
agreement 

11 months 1 emergency placement 
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2. Summary of Findings 
 
Practices that met the required standard 
 
Register 
The centre maintained an electronic register of all admissions and discharges. 
Inspectors found this held all the required information regarding young 
people. There was one discharge and one admission to the centre in the year 
prior to inspection.  
 
Notification of significant events 
This standard was met. Inspectors cross referenced significant event 
notifications with the centre log for each young person and found that these 
had been recorded as notified to all relevant parties. Inspectors found that 
there were 134 total notifications in the year prior to this inspection. The 
regional notification system includes significant incidents, accidents, 
complaints, child protection concerns, absences, conversations of note, and 
these are recorded in the centre log. Inspectors examined the notifications 
and found they were detailed and completed in full. Inspectors found that 
specific, significant events of concern were monitored and there was evidence 
that they were followed up by the Residential Co-ordinator, the Centre 
Manager, the Monitoring officer and individual social workers. 
 
Staffing 
This standard was met. The staff team comprised of a Centre Manager, A 
Deputy Centre Manager, a Child Care Leader and 12 Child Care Workers. 
Inspectors found that the staff team were suitably qualified and experienced. 
The staff demonstrated a good knowledge of the centre’s ethos and 
operations. When interviewed, staff spoke positively regarding the young 
people in their care.  Records of team meetings showed that meetings were 
held frequently and staff attendance was good. The placement plans of 
individual young people were discussed at each team meeting and actions 
arising from the meetings were clearly recorded.  
 
A sample of staff personnel files were examined by inspectors and were found 
to have the appropriate vetting on file. 
 
In the year prior to inspection, the staff team had been relatively stable, but 
held some vacancies which were covered by relief staff. In that year, four 
staff from other centres (which had closed) in the region had joined the team. 
These staff joined the team at different times and inspectors found that the 
staff team and young people felt they were experiencing an ongoing period of 
adjustment. Young people and staff that spoke to inspectors stated they 
found this unsettling which was acknowledged by the Centre Manager. 
Inspectors found that overall, at the time of this inspection, the new staff 
members had settled in and the Centre Manager felt that the team were 
working well together. 
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Administrative files 
This was met. Inspectors examined a range of administrative records and 
found them to be of a very good standard. Records were clear, 
comprehensive and could be cross referenced with related documents. 
Inspectors found evidence that the external line manager and Monitoring 
Officer monitored records regularly.  
 
Children’s case and care records 
This was well met. Each young person had a filed system for all records and 
documents, which was part of a wider regional record keeping system. 
Inspectors found that all statutorily required documents and records such as, 
copies of birth certificates, care orders/agreements, medical checks and 
immunisations were in place. All of the information regarding young people 
was securely stored. Each young person had a daily log record and these 
were detailed and informative. Young people’s views were sought and 
recorded in the daily log books and there was evidence of monitoring by the 
centre management and the HSE Monitoring Officer. 
 
Provision of food and cooking facilities 
This was met. The kitchen and dining area was similar to that of a family 
home. The dining area was the centre of a lot of the activity on the day of the 
inspection. Young people enjoyed the food provided and there was fruit, 
snacks and drinks available to them at all times. Staff were aware of young 
people’s likes and dislikes and these were also recorded in their care files. 
Some young people’s families had visited the centre and had meals there with 
them. Inspectors observed a meal in the centre and there was a wide range 
of attractive and nutritious food on offer. 
 
Accommodation 
This was met. The centre was a spacious detached property in a Dublin 
suburb which blended in well to the surrounding neighbourhood. It was close 
to shops, schools, churches and leisure amenities. There were good public 
transport links close to the centre. At the time of this inspection, the centre 
was being redecorated throughout. Inspectors found the décor and 
furnishings were homely and attractive, and young people were observed 
accessing all areas of the centre at ease during the inspection. There was a 
large, well maintained garden to the rear of the property and the young 
people had a large trampoline available for their use. One young person had 
been provided with a key to their bedroom following an issue with property 
going missing.  
 
Fire Safety 
This was met. Inspectors examined the fire maintenance records and found 
there had been regular drills in the year prior to inspection. Fire fighting 
equipment was serviced annually. The Deputy Centre Manager was the 
designated fire safety officer. Inspectors found that the centre scheduled 
weekly visual checks of fire fighting equipment, lights and alarms and these 
were up to date. The centre had written confirmation that the building 
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complied with all statutory requirements as required by standard 10:19. Child 
Care Regulations, 1995, Part III, Article 12. 
 
Practices that met the required standard in some respect only 
 
Preparation for leaving care 
This was met in part. One young person was allocated an aftercare worker at 
the time of their 17th birthday, and had developed positive links with this 
worker. There was a plan in place for this young person when they left care 
and a detailed plan was in place within the centre to prepare them for leaving 
care. This plan considered a range of tasks and actions required regarding 
budgeting, cooking, self care and independence. 
 
Another young person had moved to the centre a year prior to this inspection, 
aged 17 years.  Although there was limited time left for this young person to 
remain in care, no referral to aftercare was made at that time by the relevant 
social work department. This was identified as an issue of concern within the 
care planning process, but there was no aftercare plan developed. This young 
person then made a complaint to the HSE DML with the support of staff, 
regarding the lack of provision of an aftercare worker. Eventually, an 
aftercare worker was allocated to this young person four months after they 
turned 18 years. This young person had complex needs and particular 
vulnerabilities and ongoing support was essential to their wellbeing following 
discharge. Inspectors found that this was a source of a lot of stress and worry 
for this young person. They actively wanted the input of an aftercare worker 
to provide them with support and guidance when they left care. Because of 
the late appointment of the aftercare worker, there was very limited time 
available to prepare and support the young person prior to leaving care. As a 
result, the centre had extended the young person’s placement, in order to 
provide them with support while a plan for leaving care was developed with 
the newly appointed aftercare worker. 
 
Inspectors recommend that the HSE DML ensures that, in line with the 
National Standards for Children’s Residential Centres young people are:  
 

• allocated a named worker   
• an aftercare plan is drawn up on or nearest to their 16th 

birthday. 
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Management 
This standard was mostly met. Inspectors found during this inspection that 
the centre was well managed. The Centre Manager demonstrated positive 
leadership for the staff team and was committed to the wellbeing of individual 
young people. The Manager was supported in the day-to-day running of the 
centre by a Deputy Centre Manager. Inspectors found that the staff and 
young people were clear regarding the management structure within the 
centre. The external Line Manager met with the Centre Manager frequently, 
and visited the centre on a regular basis. During these visits the external Line 
Manager carried out supervision, attended staff meetings and engaged with 
young people. Inspectors found evidence of managers monitoring records, 
child protection concerns and significant events.  
 
Inspectors were advised that there had been four different managers in 
charge of the centre since 2010. Young people and staff told inspectors that 
they found the frequent change of management within the centre very 
unsettling. Inspectors recommend that the HSE DML ensures that the 
management of the centre remains stable. 
 
Supervision and Support 
This was mostly met. All staff received formal supervision and the details of 
these were recorded. Staff stated that the Centre Manager provided good 
support and leadership. The Centre Manager was supervised by the external 
line manager on a six weekly basis. The centre had a supervision policy and 
the Centre Manager undertook all staff supervisions. Inspectors examined a 
sample of staff supervision records. These were found to be of a good 
quality; structured, child centred and addressed areas such as keyworking, 
training and practice issues. Inspectors found that supervision for most staff 
was up to date, but that in a few cases the frequency of supervision was not 
in line with HSE policy. Inspectors recommend that the HSE DML ensures all 
formal supervision is kept up to date, in line with the HSE policy. 
 
Consultation 
This was met in part. Inspectors were informed that while young people’s 
meetings would normally be held regularly, the current group of young people 
did not wish to meet as a group. Inspectors found that this unwillingness to 
meet as a group may relate to the dynamic within the group. This is 
discussed further in the Individual care in group living section of this report. 
As a consequence, young people were consulted with individually by staff 
through their one-to-one key working sessions. Inspectors found some 
evidence of consultation in these records and in minutes of staff meetings, 
but could not find documentary evidence of communication with the young 
people about the outcome of their expressed opinions or requests. From 
completed questionnaires and discussions with young people, inspectors 
found that some had concerns about their views “not being listened to”. Some 
young people raised concerns with inspectors which were passed onto the 
Centre Manager with the permission of the young people. Inspectors 
recommend the HSE DML ensures a clear process of consultation with young 
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people is in place within the centre and evidence of feedback to young people 
is provided. 
 
Complaints 
This was met in part. The centre had a policy for concerns and complaints 
and this was described in the young peoples’ guide to the centre. All of the 
young people confirmed, through questionnaires and discussions that they 
were fully aware of how to make a complaint. Inspectors were notified of six 
complaints that were made by young people in the year prior to inspection. 
These related to issues such as missing items, access to services, and 
complaints about staff. Original complaints against staff were withdrawn but 
in one case, there was a significant delay before a young person’s social 
worker formally concluded the matter, despite the follow up of the centre 
management.  The majority of complaints were resolved to young people’s 
satisfaction, but inspectors found that one complaint which related to 
belongings going missing could have been addressed more comprehensively 
at the time of the incident. The young person who made the complaint still 
had ongoing concerns regarding the incident and the safety of their 
belongings. Inspectors recommend that the HSE DML ensures these concerns 
are addressed with the young person and the matter concluded with 
whatever actions are necessary. 
 
Individual care in group living 
This standard was met in part. Inspectors found that the staff team were 
committed to the young people and their wellbeing. Staff were aware of 
young people’s individual preferences and achievements. 
 
All of the young people had developed links locally with friends and activities.  
Young people received pocket money and a clothing allowance. It was clear 
to inspectors that young people were encouraged to develop and pursue their 
individual tastes and choices. The house was well furnished and there were 
photos of the young people on display throughout. Young people went on 
occasional trips away with their keyworkers and staff supported young people 
to engage in their daily lives by accompanying them to appointments, school 
events and activities. All parents who returned their questionnaires stated 
they felt welcome to visit the young people in the centre and records seen by 
inspectors showed that good communication was maintained by the staff 
team with families. 
 
Inspectors were concerned about a negative dynamic in the relationships 
between some of the young people. These difficulties were evident in 
discussions with young people, in their questionnaires and in some significant 
event notifications. Inspectors found that the mix of the types of needs of 
young people had an impact on this dynamic. The behaviour of young people 
with more complex needs was challenging at times, and this impacted upon 
other young people. All of the young people identified concerns about the 
behaviour of those they lived with and it was clear this had an impact upon 
them. In one case, inspectors found there were instances of bullying of one 
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young person. Inspectors found that most instances were addressed by staff, 
but were concerned that incidents continued to occur periodically.  
 
Some of the difficulties regarding the mix of young people will be addressed 
in coming months as some young people will be leaving the centre, but it is 
imperative that the case mix of young people is given significant consideration 
for future admissions to the centre given the experiences of the current 
young people. Inspectors recommend that the HSE DML ensures that:  

• the incidences of bullying relating to one young person are examined 
cumulatively and the seriousness of the behaviour is addressed with 
the young people concerned 

• significant consideration is given to the profile of new admissions to 
the centre given the experiences of the current group 

• ongoing efforts are made to support harmonious  group dynamics in 
the centre 

 
Managing behaviour 
This was met in part. The centre had written policies on the management of 
behaviour and bullying. Inspectors found there were detailed records 
maintained by staff regarding incidents of concern and other significant 
events. Inspectors examined sanctions that were recorded and found they 
were reasonable and appropriate.  
 
Inspectors found that the staff team dealt with and managed some very 
complex behaviours displayed by some of the young people. Some young 
people were extremely challenging at times and staff persevered to maintain 
their placements in the centre, providing much needed consistency for these 
young people. However, as described previously, many of these behaviours 
impacted negatively on other young people. Some young people informed 
inspectors they felt they could be protected more from the negative behaviour 
of their peers. Inspectors acknowledge the difficulties presented when young 
people of different ages and needs live together, but the needs of all young 
people must be considered when managing complex behaviours and  
recommendations regarding the mix of young people in the centre and 
bullying has been made in the Individual care in group living section of this 
report. 
 
All staff were trained in the chosen method of behaviour management, 
Therapeutic Crisis Intervention (TCI). There had been no restraints carried 
out in the year prior to the inspection. Inspectors found that each young 
person had a comprehensive behaviour management plan which included de-
escalation techniques and guidance to address individual young people’s 
behaviour. 
 
Inspectors found that some young people had engaged negatively together in 
the year prior to the inspection. These young people engaged in risk taking 
behaviour outside of the centre and resisted the rules and guidance of the 
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staff team. This is addressed further in the Safeguarding and Child Protection 
section of this report. 
 
Absence without authority 
Inspectors were provided with figures of absences prior to the inspection and 
found there were 61 absences reported for that period involving four young 
people. 50% of these related to one young person who was placing 
themselves at significant risk while absent. This young person was also 
engaging with another young person from the centre during some of these 
absences. In these two cases these absences triggered contact and strategy 
meetings between the HSE and Gardaí under the young people missing from 
care joint protocol between the Gardaí and the HSE, Children Missing from 
Care, A joint protocol between the Garda Síochána and the HSE. Inspectors 
found that staff had put significant boundaries and curtailments in place in 
one case which had initially been effective but at other times had not been. At 
the time of the inspection these absences had reduced but inspectors found 
the pattern and severity of risk one young person was exposed to while 
absent presented an ongoing risk. Inspectors recommend that the HSE DML 
ensures that any future absences of this young person are escalated through 
the protocol urgently given the vulnerability of the young person concerned.  
 
Safeguarding and Child protection 
Inspectors found that this standard was mostly met and staff had a good 
understanding of child protection and safeguarding issues. All staff had 
received training in, and followed Children First Guidelines (1999). These 
national guidelines have since been updated in 2011, and the Centre Manager 
had attended the revised training and cascaded the changes to all staff within 
a team meeting. Inspectors were provided with details of 21 child protection 
reports which staff referred to social work departments in the year prior to 
the inspection. These issues were investigated and concluded. There was 
clear documentary evidence that the Centre manager and external line 
manager followed up on child protection reports with social work 
departments. Inspectors found clear evidence of staff communicating with the 
relevant parties regarding any concerns raised, and seeking advice and 
outcomes of any concern investigated. 
 
Inspectors found that several of these reported concerns related to two 
young people who were engaged in a high level of risk taking behaviour. 
They were on occasion engaged in alcohol/ drug misuse, absent from the 
centre for significant periods and reported to be with unsuitable peers/adults 
at times. Despite individual concerns being addressed by social workers, these 
issues continued to be raised and one young person in particular was 
extremely vulnerable, though both young people were at risk. At the time of 
the inspection, the absences and risk taking behaviour had reduced greatly, 
but inspectors were advised that a professionals meeting had been planned to 
address the concerns. Inspectors noted a cyclical pattern in the case of one 
young person; as their risk taking behaviour and absences seem to worsen 
for a period of time, then improve. While the system had responded to each 
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period of risk, the level of concern waned once there was a reduction in the 
risk taking behaviour. Given the significant risk taking behaviour this young 
person has been engaged in during the past year; inspectors recommend that 
the HSE DML ensures that previous episodes of this young person’s 
behaviours of concern are considered cumulatively regarding the risk it 
presents, if future concerns arise.  
 
Safety 
This was mostly met. The centre followed the regional Health and Safety 
Statement, and various detailed procedures regarding specific aspects of 
safety and risk relating to staff, young people and buildings. Staff received 
core training in Fire Safety Awareness and First Aid. Inspectors found that the 
centre manager had undertaken a comprehensive safety audit of the 
premises and had identified potential hazards and actions to mitigate these 
risks. However, this audit did not address the area of self harm. Given that 
some young people had a history of self harm; inspectors recommend that 
the HSE DML ensures that capacity for self harm is included in the annual 
safety audit for the centre. 
 
Practices that did not meet the required standard 
 
There were no practices that did not meet the required standard during this 
inspection. 
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3. Findings 
 
1.  Purpose and function 
 
Standard 
The centre has a written statement of purpose and function that 
accurately describes what the centre sets out to do for young people and 
the manner in which care is provided. The statement is available, 
accessible and understood. 
 
 Practice met  the 

required standard 
Practice met the 

required standard in 
some respects only 

Practice did not 
meet the required 

standard 
Purpose and 
function 

  
 

 

  
2. Management and staffing 
 
Standard 
The centre is effectively managed, and staff are organised to deliver the 
best possible care and protection for young people. There are appropriate 
external management and monitoring arrangements in place. 
 
 Practice met  the 

required standard 
Practice met the 

required standard in 
some respects only 

Practice did not 
meet the 

required standard
Management  √  

Register √   

Notification of 
significant events 

√   

Staffing 
(including vetting) 

√   

Supervision and 
support 

 √  

Training and 
development 

√   

Administrative files √   
 
Recommendations: 
 
1. The HSE DML should ensure that the management of the centre remains 

stable. 
2. The HSE DML should ensure all formal supervision is kept up to date, in    

line with the HSE policy. 
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3.  Monitoring 
 
Standard 
The HSE, for the purposes of satisfying itself that the Child Care 
Regulations 5-16 are being complied with, shall ensure that adequate 
arrangements are in place to enable an authorised person, on behalf of the 
health board to monitor statutory and non-statutory children’s residential 
centres. 
 
 Practice met  the 

required standard 
Practice met the 

required standard in 
some respects only 

Practice did not 
meet the required 

standard 
Monitoring    
 
4.  Children’s rights 
 
Standard 
The rights of young people are reflected in all centre policies and care 
practices. Young people and their parents are informed of their rights by 
supervising social workers and centre staff. 
 
 Practice met  the 

required standard 
Practice met the 

required standard in 
some respects only 

Practice did not 
meet the required 

standard 
Consultation  √  
Complaints  √  
Access to 
information 

√   

 
Recommendation:  
 
3. The HSE DML should ensure that a clear process of consultation with 

young people is in place within the centre and evidence of feedback to 
young people is provided. 

 
4. The HSE DML should ensure the residual concerns are addressed with the 

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

 Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the 

required standard
Suitable placements 
and admissions 

   

Statutory care 
planning and review 

   

Contact with 
families 

   

Supervision and 
visiting of young 
people 

   

Social work role 
 

   

Emotional and 
specialist support 

   

Preparation for 
leaving care  
 
Discharges 

   

Aftercare 
 
Children’s case and 
care files 

 
 
√ 
 

√ 
 

 

 
Recommendation: 
 
5. The HSE DML should ensure that, in line with the National Standards for 

Children’s Residential Centres young people are  
• allocated a named worker,  and  

• an aftercare plan is drawn up for young people on or nearest to 
their 16th birthday. 
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6. Care of young people 
 
Standard 
Staff relate to young people in an open, positive and respectful manner. 
Care practices take account of the young people’s individual needs and 
respect their social, cultural, religious and ethnic identity. Young people 
have similar opportunities to develop talents and pursue interests. Staff 
interventions show an awareness of the impact on young people of 
separation and loss and, where applicable, of neglect and abuse. 
 

 Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 
Individual care in 
group living 

 √  

Provision of food and 
cooking facilities 

√   

Race, culture, 
religion, gender and 
disability 

√   

Managing behaviour  √  
Restraint √   
Absence without 
authority 

 √  

 
 
Recommendations: 
 
6. The HSE DML should ensure that  

• The incidences of bullying relating to one young person are examined 
cumulatively and the seriousness of the behaviour is addressed with 
the young people concerned 

• Significant consideration is given to the profile of new admissions to 
the centre given the experiences of the current group 

• Ongoing efforts are made to address the negative group dynamic 
within the centre 
 

7. The HSE DML should ensure that any future absences of the young person 
identified are escalated through the protocol urgently given the 
vulnerability of the young person concerned 
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7.  Safeguarding and Child Protection 
 
Standard 
Attention is paid to keeping young people in the centre safe, through 
conscious steps designed to ensure a regime and ethos that promotes a 
culture of openness and accountability. 
 

 Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 
Safeguarding and 
child protection 

 √ 
 

 

 
Recommendation: 
 
8. The HSE DML should ensure that previous episodes of the young person 

identified behaviours of concern are considered cumulatively regarding the 
risk it presents, if future concerns arise.  

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

 Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 
Education 
 

 
 

  

 
9.  Health 
 

Standard 
The health needs of the young person are assessed and met. They are given 
information and support to make age appropriate choices in relation to their 
health. 

 
 Practice met  the 

required standard 
Practice met the 

required standard in 
some respects only 

Practice did not 
meet the required 

standard 
Health 
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10. Premises and Safety 
 

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

 
 Practice met  the 

required standard 
Practice met the 

required standard in 
some respects only 

Practice did not 
meet the required 

standard 
Accommodation √   
Maintenance and 
repairs 

√   

Safety  √  
Fire safety √   

 
Recommendation:  
 
9. The HSE DML should ensure that capacity for self harm is included in the 

annual safety audit for the centre. 
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4. Summary of recommendations: 

1. The HSE DML should ensure that the management of the centre remains 
stable. 

 
2.   The HSE DML should ensure all formal supervision is kept up to date, in       

line with the HSE policy. 
 
3.   The HSE DML should ensure that a clear process of consultation with 

young people is in place within the centre and evidence of feedback to 
young people is provided. 

 
4.   The HSE DML should ensure the residual concerns are addressed with 

the young person identified and the matters concluded with whatever 
actions are necessary. 

 
5. The HSE DML should ensure that, in line with the National Standards for 

Children’s Residential Centres young people are: 
  

• allocated a named worker,  and  
• an aftercare plan is drawn up for young people on, or nearest to their 

16th birthday. 
 
6.   The HSE DML should ensure that  

• The incidences of bullying relating to one young person are examined 
cumulatively and the seriousness of the behaviour is addressed with the 
young people concerned 

• Significant consideration is given to the profile of new admissions to the 
centre given the experiences of the current group 

• Ongoing efforts are made to address the negative group dynamic within 
the centre 

 
7.   The HSE DML should ensure that any future absences of the young 

person identified are escalated through the protocol urgently given the 
vulnerability of the young person concerned. 

 
8.   The HSE DML should ensure that previous episodes of the young person 

identified behaviours of concern are considered cumulatively regarding 
the risk it presents, if future concerns arise. 

 
9.   The HSE DML should ensure that capacity for self harm is included in the 

annual safety audit for the centre.



 
Action Plan for Inspection No. 563 

 
Centre ID: 49   Date Action Plan Issued: 09th August 201            
HSE Area: HSE DML 
 
No. 
 

Recommendation Action to be taken Person 
Responsible 

Implementation
 Date 

1 The HSE DML should ensure that the 
management of the centre remains 
stable 

The current Centre Manager will 
remain in post and there are no 
plans to replace the Centre 
Manager at any point in the 
future. 

Service Manager 26.06.2012 

2 The HSE DML should ensure all formal 
supervision is kept up to date, in       
line with the HSE policy. 

A Supervision schedule is in place 
in the Centre. Any supervision 
sessions which do not happen on 
the scheduled date will be re-
scheduled within one week, with a 
note on the Supervision record 
stating the reason for the re-
scheduling. 

Centre manager 
Deputy Service 
Manager 

12.08.2012 

3 The HSE DML should ensure that a clear 
process of consultation with young 
people is in place within the centre and 
evidence of feedback to young people is 
provided. 

The Centre will schedule Young 
People's meetings and encourage 
all young people to attend. These 
meetings and any subsequent 
feedback will be recorded in 
Young Person Meetings book. In 
the event that young people 
refuse to attend this meeting, the 
young people will be consulted 
with individually about the living in 
the Centre. These conversations 

Centre Manager 
Deputy service 
Manager 

12.08.2012 
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will be recorded in the Young 
Person's Meeting Book and on a 
One to One session form.  
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Action Plan for Inspection No. 563 
 
Centre ID: 49   Date Action Plan Issued: 09th August 201          
HSE Area: HSE DML 
 
No. 
 

Recommendation Action to be taken Person 
Responsible 

Implementation
 Date 

4 The HSE DML should ensure the 
residual concerns are addressed with 
the young person identified and the 
matters concluded with whatever 
actions are necessary 

The concerns identified were 
addressed with the young person 
and the other young people were 
spoken to about the seriousness 
of their actions. Boundaries were 
re-iterated.  

Centre Manager 
Key worker 

10.08.2012 

5 The HSE DML should ensure that, in 
line with the National Standards for 
Children’s Residential Centres young 
people are  

• allocated a named worker  
• an aftercare plan is drawn up for 

young people on, or nearest to 
their 16th birthday 

The Centre will ensure that a 
letter is forwarded to each young 
person’s social worker at 16 years 
of age to request that a referral is 
made for an Aftercare Worker. On 
or as close as possible to the 
young person's sixteenth birthday, 
the Placement Plan will be 
amended following a Child in Care 
Review and will reflect the young 
person's needs and identify how 
these needs will be met in 
Preparation for Leaving Care. 
Once an allocated Aftercare 
Worker is identified, a meeting will 
be arranged to develop an 
Aftercare Plan.  
 
 

Centre Manager 
Social Worker 

Immediate and 
Ongoing 
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Action Plan for Inspection No. 563 
 
Centre ID: 49   Date Action Plan Issued: 09th August 201          
HSE Area: HSE DML 
6 The HSE DML should ensure that  

• The incidences of bullying relating to 
one young person are examined 
cumulatively and the seriousness of 
the behaviour is addressed with the 
young people concerned 

• Significant consideration is given to 
the profile of new admissions to the 
centre given the experiences of the 
current group 

• Ongoing efforts are made to address 
the negative group dynamic within 
the centre. 

The issue of bullying has been 
addressed with the young people 
and this work will continue on an 
ongoing basis. 
 
The Centre Manager has written 
to the Central Referral Committee 
outlining the complexities within 
the group of young people living 
in this centre and has requested 
that the centre be considered as 
having a "Restricted Vacancy". 
This denotes that the Centre can 
only admit a young person who 
has a specific type of 
presentation, in order to ensure 
that the Centre continues to 
provide a high level of care and 
support This request has been 
supported by the Service Manager 
and accepted by the Committee. 

Centre Manager 
Key workers 
Service Manager 

22.08.2012 
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Action Plan for Inspection No. 563 
 
Centre ID: 49   Date Action Plan Issued: 09th August 2012         
HSE Area: HSE DML 
 
No. 
 

Recommendation Action to be taken Person 
Responsible 

Implementation
 Date 

7 The HSE DML should ensure that any 
future absences of the young person 
identified are escalated through the 
protocol urgently given the vulnerability 
of the young person concerned. 

The young person in question did 
continue to absent from the 
Centre. The risk was escalated 
through the Protocols and the 
Gardai attended a Child Protection 
Case Conference which is due to 
be reviewed within in an eight 
week period. 

Centre Manager 
Social Worker 

16.08.2012 

8 The HSE DML should ensure that 
previous episodes of the young person 
identified behaviours of concern are 
considered cumulatively regarding the 
risk it presents, if future concerns arise. 

The young person in question did 
continue to place herself at risk. 
The risk was escalated through 
the Protocols and the Gardai 
attended a Child Protection Case 
Conference which is due to be 
reviewed within in an eight week 
period. 

Centre Manager 
Social Worker 

16.08.2012 

9 The HSE DML should ensure that 
capacity for self harm is included in the 
annual safety audit for the centre. 

The capacity for self harm has 
now been included in the Health 
and Safety Risk Assessment. 

Centre Manager 16.08.2012 
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