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Introduction

Welcome to the fourth annual report from the Social
Services Inspectorate (SSI). This report sets out the
work and reports to the Minister on findings of the
Inspectorate from the period January to December
2004. The inspections were based on services
located in health boards, this report, however, directs
its key messages and recommendations to the
recently established Health Service Executive (HSE).
The report also serves to inform other service
providers, the universities and institutes of
technology and colleges, and the public on standards
of care for children and young people in the care of
the former health boards.
Readers interested in further information on the SSI,
individual inspection reports and other publications
are referred to the SSI website www.issi.ie.
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Executive summary

This fourth annual report from the Social Services
Inspectorate is based on inspection findings of 17
centres over the 12 month period of January to
December 2004. The SSI also did a pilot inspection of
foster care services in three health board areas, and an
audit of foster care in all health boards, hence the
slightly fewer inspections of children’s residential
centres. These findings were reported on in last year’s
annual report and by way of a separate publication.1
2004 marks the end of the first complete round of all
health board run children’s residential centres, 107
inspections in total.

Readers should note that the health boards had
monitoring officers in all areas that had responsibility to
visit children’s residential centres and monitor their
standards of care. They informed senior managers of
issues that require attention and improvement, and their
reports were copied to the SSI. This acts as an early
warning system to the HSE on matters requiring
attention, and assists the SSI in developing an inspection
programme that makes optimal use of resources. A
useful analogy from the corporate world is that the
monitoring officers act as internal auditors on standards
of care while the SSI acts as the external auditor.

The year was marked by change and uncertainty at
central and local management in the health boards in
the light of impending health reforms. The SSI found
that the change management agenda for health boards
impacted on some implementation issues, but trusts
that as lines of responsibility are established, the
benefits of a national organisation will enhance the
quality of services for children in care. The SSI looks
forward to the Health Services Executive (HSE)
generalising key learning from individual inspections
across services nationally.

National information

The year 2004 was a period in waiting for the SSI as an
organisation, as the health reforms were bedded down
the establishment of the Inspectorate on an
independent basis was deferred. Ministerial assurances
that this situation will be rectified in the near future were
welcomed.
Information is now available to the Inspectorate on
standards in children’s residential centres from a range
of sources: SSI inspection findings; implementation
rates of recommendations; health board inspection and
registration details of non-statutory centres; and health
board monitoring reports and complaints. The
inspection programme in 2005 will prioritise centres and
areas which need to improve as well as inspecting key
standards in high support units.
1
2

Report of the Pilot Inspection of Foster Care Services 2004: SSI
Preliminary Analysis of Child Care Interim Dataset 2002 and 2003: Child
Care Legislation Unit Department of Health and Children

Information gathered by the Department of Health and
Children (DoHC) returned just under 5000 children in
care in 2003.2 This figure reduced to 4700 when
separated children seeking asylum in the care of health
boards, numbering 285, were removed. This group of
children had decreased significantly since 2001, when
there were 1009 in care.
Overall, there was an increase of 191 (4.24%) children
in care between 2001 and 2003 (less separated
children seeking asylum). Eighty per cent of all children
in care were in foster care. By examining only those
children in either foster care or residential care
(excluding pre-adoptive placements, living at home
under supervision and other) the proportion in foster
care increased to 88%.
The national rate of children in care was 46 per 10,000
population of children under 18 years (increased from
45 in 2001), with the range varying from 55 in the
Eastern Region Health Authority to 31 in the Western
Health Board.
The SSI’s annual census in October 2004 of children’s
residential centres found that there had been a slight
decrease in the overall number of centres from 154 in
2003 to 148 in 2004. Of these, 90 were run by health
boards and of the 58 non-statutory centres, 39 were
run by voluntary bodies and 19 were privately owned.
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There were 20 children in one child placements. Eleven
were in special arrangements designated to cater for
one child (eight run by private companies, three by
health boards). The remaining nine children were only
children in centres with capacity for greater numbers.
Across all sectors and categories of residential care
there were 739 residential places available with an
occupancy level of 76%.
This year marked the end of the first round of
inspections, where every health board centre had at
least one full inspection. Although the quality of care in
general improved since inspections began in 1999, this
varied significantly across centres, community care
areas and health boards. The care a child could expect
was not guaranteed, and a minority of health boards
were struggling to provide quality care. SSI does not
undertake a financial audit, however, it was clear that
some services had access to more resources, and that
some services were providing better value for money
than others.
The value of inspection is measured in its impact on
improving services. Inspectors are aware that the
majority of recommendations made have been
implemented. However, in a minority of cases they have
found that this has not occurred. The SSI and the DoHC
are in discussion regarding new methods of following up
inspection recommendations.
The health board’s registration and inspection units
have continued to inspect and register children’s
residential centres in the non-statutory sector, voluntary
and private. One board failed to register the nonstatutory centres due for re-registration in its area in
2004 and in another health board area the designated
accommodation for separated children seeking asylum
who were less than 17 years had not been registered.
Information from inspections
The 17 centres inspected in 2004 were in five health
board areas, and comprised 9 community-based
children’s residential centres, two special care units,
two high support units, two special arrangements and
two emergency hostels.
Findings from the 17 inspections showed that 85% of
young people were between 13 and 19 years of age.
The average number of children per centre was nearly
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five, but when a special care unit with 12 children and a
high support unit with 14 were excluded, the average
number of children per centre was just less than four. Two
of the centres had one child at the time of the inspection.
As with past annual reports, the Inspectorate is pleased
to commend the majority of centres for the day-to-day
care of children, and found that standards of primary
care, education, health, key-work, contact with family
members, hobbies and interests and consultation were
generally good. In five centres, inspectors found
institutional or stigmatising practices condemned by the
Inspectorate since 1999. These involved using
vouchers for clothes and uniform shopping or other
financial arrangements which were contrary to good
child care practice.
The main areas requiring improvement were similar to
previous years: management and staffing, care planning
for children, dealing with challenging behaviour, and
assurance regarding fire safety.
Children in care need confident and stable managers
and staff groups. In this round, only six of the 17
centres had a manager in a permanent post. Forty four
percent of staff were in temporary posts and 38% of all
staff were either part time or relief. These findings are
unacceptable, and underpin the challenge to provide
consistent confident care for vulnerable children.
All of the children in 15 of the 17 centres had a care
plan, a considerable improvement on previous years.
However, in over half the centres, the care plans were
not up to standard for various reasons. They were
significantly out of date, or did not involve key people
(including the young people), or lacked key information,
or did not examine the child’s need to remain in care and
the appropriateness of the placement. Some lacked
details of the support to be provided to families, or of
the preparation for leaving care and after care plan.
Assistance for young people leaving care and aftercare
continued to be provided in an uneven and
unpredictable way. Inspectors strongly urge the HSE to
act on DoHC guidelines on aftercare. The Inspectorate
recommends that the Minister should consider
amending the Child Care Act 1991, Section 45(1) to
establish the provision of aftercare as a mandatory
requirement on the HSE.
It is five years since the Inspectorate first noted the
poor quality of care planning. It is not acceptable that
good quality care planning is still not in place for all the
children concerned.

At the time of the inspections all children had a social
worker allocated to them. In two centres they were
allocated following the announcement of the inspection.
In general social worker’s visits were frequent and
regular. The SSI recommends that the HSE ensure, by
policy development and training, that social workers
fully undertake their role as supervising social worker,
to include planning, advocacy, and supervision of the
care of the child.
Findings on children’s rights were generally positive.
The deficits, in managing children’s complaints and
access to information, were similar to those of previous
years. The SSI recommends that the HSE develops
national policies and training on complaints and sharing
information with children in care.
Inspectors found the emotional needs of children were
generally well met where there was a stable and
confident staff team. Centres with multiple carers or
where staff had difficulties managing the behaviour of
children did not create a nurturing and secure base.
In general, safeguarding and child protection were
good. Safeguarding concerns were found in four
centres that had poor management, or an inadequate
complaints system. Additionally, the majority of centres
were urged to be more attentive to recruitment
procedures, particularly in taking up references.
Inspectors had child protection concerns in a few
instances where children were at risk from the
behaviour of other children, or where they were at risk
when absent without permission from the centre.

Key issues requiring attention


Planning for children at local and regional levels



Different ratios of children per 10,000 of the
population under 18 in care



Different ratios of foster care to residential care
across health boards



Inequity of standards in children’s residential centres
across health boards



Inequity of resources available to children’s
residential centres across health boards



Support for strong management, leadership and
staff permanency in children’s residential centres



Inspecting standards of care at a designated centre
for separated children seeking asylum under 17
years of age



Strengthening arrangements for children leaving care



The management of challenging behaviour



Fire safety not assessed in one-third of centres

Inspectors found that staff had significant difficulties
with the management of the children’s behaviour in
seven of the 17 centres. Evidence of this was apparent
in the use of sanctions, physical restraint and single
separation. Those services caring for children with
significant difficulties, high support and special care
units had higher levels of physical restraint. Inspectors
had concerns about the use of physical restraint and
single separation in some cases.
The Inspectorate found that, overall the standard on
monitoring by health boards of standards of care was
well met.
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Section One
Overview of Activities

1. Overview of Activities

1.1

Inspections

This year’s annual report gives an account of inspection
findings for the calendar year of 2004. By the end of
2004, the Inspectorate had completed one full round of
inspections of all health board run children’s residential
centres. Special care units were inspected annually, and
a small number of residential centres had repeat
inspections, making a total of 107. A national audit and
pilot inspection of foster care standards was
undertaken in 2004.3

1.2

Authority

The authority of the SSI derived from the Child Care Act
1991 which states that ‘The Minister may cause to be
inspected any service provided or premises maintained
by a health board under the Act’. The SSI team
consisted of a Chief Inspector, five inspector posts,
where one was vacant for part of the year, and three
administrative staff.
As stated in previous annual reports, under the Child
Care Act 1991, the SSI inspects health board
residential centres while health board inspectors
inspect those run by private and voluntary bodies,
referred to throughout this report as the non-statutory
sector. The SSI monitored the national standard of
children’s residential care by reading copies of health
board inspection reports and meeting regularly with
health board inspectors.

1.3

Inspections: the national picture

During this period the Inspectorate inspected 17
children’s residential centres comprising 9 community
based children’s residential centres, two high support
units and two special care units, two special
arrangements, and two emergency care hostels. Three
of the inspections were unannounced.

During 2004, the inspectorate had one inspector post
for foster care. This post, was dedicated to completing
a pilot inspection in foster care. No further inspection
of foster care was undertaken during the year.

1.4
Inspection of residential centres for children with
a disability
As outlined in last year’s annual report, the Department
of Health and Children (DoHC) has stated work in
progressing the legislative changes required to allow
the SSI and HSE registration and inspection units to
inspect residential units that care for children with
disabilities.
In preparation for the commencements of these
inspections, the SSI commissioned the Health
Research Board to compile a directory of full time,
respite and holiday residential placements for children
with disability. Additionally, on behalf of the SSI the
Children’s Research Centre at Trinity College Dublin is
undertaking a review of the literature and practice tools
for communicating with and ascertaining the views of
children with disabilities. These are both due for
completion in 2005.

1.5

During 2004, the Inspectorate contributed to
conferences internationally and at home, guest lectured
in third level institutions, contributed to research on
older people’s residential care and a standards advisory
group for disability services, organised a seminar on the
publication of inspection reports, and spoke to different
groups involved in service delivery in child care, older
peoples services and disability.

3
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Conferences, guest lectures and working groups

The Report of the Pilot Inspection of Foster Care Services 2004, SS1

1.6

Health Reforms

This year saw the health and social sector prepare for
major reforms in organisation as the ten health boards
combined in the Health Service Executive, and the
Department of Health and Children (DoHC) prepared
for a different role. The SSI welcomes the reforms and
anticipates that development of national information
and policies, and shared best practice and research,
should offer greater equity and quality of services to
children and their families across all geographical areas.
As a national Inspectorate, the SSI’s overview of all
residential services for children in care shows that while
some are of excellent standard, others require
significant improvement. The size of this sector is
relatively modest and the impact of the health reforms
on it could offer valuable lessons for other more diverse
sectors.

1.7

Establishment of SSI

The delay in the establishment of the SSI on an
independent statutory basis throughout 2004 continued
to impact on the Inspectorate’s capacity to develop,
and, in particular, temporary contracts impacted on the
stability of staff appointments. The Minister of State for
Children reiterated the government’s commitment to
the independent establishment of the office in the latter
part of the year.
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Section Two
National information on
children in care

2. National information on
children in care
2.1

Number of children in care by health board

2001 numbers
Table 1 shows the number of children per 10,000 of the
population under 18 in care across the 10 health boards
in December 2001 (the Annual Report 2003 showed
this information as children 0-19). The national average,
when separated children seeking asylum were
excluded, was 45 children per 10,000 under 18, with a
range from 54 in the Eastern Region Health Authority
area to 27 in the Western Health Board, exactly half.

DoHC figures show a total of 4,984 children in the care
of the health boards on 31st December 2003. This was
a decrease from 5517 in 2001 and a small increase
from 4921 in 2002. When the number of separated
children seeking asylum is subtracted, there was an
increase of 191 in the total number of children in care
over this period.

Reference: Table 1,2 & 3

Year

Total figure

Less separated children seeking asylum

New total

2001

5517

1009

4508

2002

4921

282

4639

2003

4984

285

4699

5

Number of Children in Care per 10,000 Population Aged under 18 in Health Board Area 2001
The figures are based on numbers of children in care as published by DoH&C in the 2001 Analysis of Child Care Interim Minimum
Dataset and the National Census of 2002

TABLE 1

Number in care per 10,000 of population aged 0-17

60

5

50

40

30

20

10

0

54

30

38

E.R.H.A.
M.H.B.
(2830)
(244)
(No. in care:1823,
Asylum seekers 1007)

44

M.W.H.B.
(391)

45

N.E.H.B.
(434)

36

47

N.W.H.B.
(221)

S.E.H.B.
(540)

25%

40

S.H.B.
(589)

27

W.H.B.
(268)

45

10

NATIONAL
(5517)
(No. in care: 4508
Asylum seekers 1009)

No. in care per 10,000 of population aged under 18 in each Health Board area 2001 (less separated children seeking asylum)
No. of Separated Children Seeking Asylum per 10,000 of population aged under 18 in each Health Board area 2001
6
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Preliminary Analysis of Child Care Interim Data Set 2002 and 2003:
Child Care Legislation unit, Department of Health and Children

Number of Children in Care per 10,000 Population Aged under 18 in Health Board Area 2002
The figures are based on numbers of children in care as published by DoH&C in the 2002 Analysis of Child Care Interim Minimum
Dataset and the National Census of 2002

TABLE 2

Number in care per 10,000 of population aged 0-17

60

50

40

30

20

10

0

5

54

8

41

E.R.H.A.
M.H.B.
(2116)
(258)
(No. in care:1839,
Asylum seekers 277)

47

M.W.H.B.
(417)

43

N.E.H.B.
(421)

35

N.W.H.B.
(212)

25%

50

S.E.H.B.
(574)

44

S.H.B.
(653)

27

46

W.H.B.
(270)

3

NATIONAL
(4921)
(No. in care: 4639
Asylum seekers 282)

No. in care per 10,000 of population aged under 18 in each Health Board area 2002 (less separated children seeking asylum)
No. of Separated Children Seeking Asylum per 10,000 of population aged under 18 in each Health Board area 2002

Number of Children in Care per 10,000 Population Aged under 18 in Health Board Area 2003
The figures are based on numbers of children in care as published by DoH&C in the 2003 Analysis of Child Care Interim Minimum
Dataset and the National Census of 2002
TABLE 3

Number in care per 10,000 of population aged 0-17

60

50

40

30

20

10

0

55

8

46

E.R.H.A.
M.H.B.
(2163)
(293)
(No. in care:1882,
Asylum seekers 281)

46

M.W.H.B.
(407)

44

N.E.H.B.
(423)

34

N.W.H.B.
(210)

48

S.E.H.B.
(558)

25%

42

S.H.B.
(621)

31

W.H.B.
(309)

46

3

NATIONAL
(4984)
(No. in care: 4699
Asylum seekers 285)

No. in care per 10,000 of population aged under 18 in each Health Board area 2003 (less separated children seeking asylum)
No. of Separated Children Seeking Asylum per 10,000 of population aged under 18 in each Health Board area 2003
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Table 3 shows the number of children per 10,000 of the
population under 18 in care across the 10 health boards
in December 2003. The national average, where
separated children seeking asylum are subtracted, is
now 46 children per 10,000 in care. The range has
narrowed slightly (2001 was 54 to 27) to 55 children per
10,000 of the population under 18 in the Eastern
Regional Health Authority (ERHA) to 31 children per
10,000 in the Western Health Board.

2.2 Children in type of care by health board
Table four shows the breakdown by placement type of
children in care by health board, per 10,000 of the
population, in December 2003 and the total figures of
children in care for each health board (published by
DoHC in the Analysis of Child Care Interim Minimum
Dataset and the National Census of 2002).
Reference: Tables 4 & 5

A significant change is the decrease in the number of
separated children seeking asylum in care, from 1009 in
2001 to 285 in 2003.

Table 5 gives a national overview of children in care by
placement type. Here we see 80% of children in foster
care, just over 10% in residential care, and 5.7% of
separated children seeking asylum in hostel
accommodation, the remaining figures comprising preadoptive placements and children at home under a
supervision order. When only foster care and residential
care are examined, the percentage breakdown between
them is 88% in foster care and 12% in residential care.

Forty per cent of children in care live in ERHA, excluding
separated children seeking asylum. In general, the SSI
has found standards of care in the ERHA area to be
uneven, and urges the HSE to pay particular attention
to strategic planning, management structures and
quality of care in this region.

The figures are based on numbers of children in care as published by DoH&C in the 2003 Analysis of Child Care
Interim Minimum Dataset 2003 and the National Census of 2002

TABLE 4
50

40

30

20

E.R.H.A.
(2163)

Pre Adoptive Placement (30)

N.E.H.B.
(423)

S.E.H.B.
(558)

Separated Children Seeking Asylum (285)

W.H.B.
(309)

0.3
39.3
5.2
0.4
2.8
1.2

0.7
27.2
2.8
0.1
0.3

0.2
38.6
2.4
0.1
0.6

S.H.B.
(621)

Foster Care (3986) (Includes: Foster Care General, Special and Relative)

Residential Care includes Special Care and High Support (527)
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N.W.H.B.
(210)

0.8
39.7
7.2
0.1
0.7

M.W.H.B.
(407)

0.5
29.3
3.1
1.3

M.H.B.
(293)

0.1
36.5
2.4
0.1
4.5

0.5
41.6
2.0
1.2
0.1
0.6

0

0.5
40.5
4.6
0.2
0.3

10

44.9
8.6
0.7
8.3
1.1

Number in care per 10,000 of population aged 0-17

Breakdown by Number and Placement Type of Children in Care per
10,000 Population Aged under 18 by Health Board Area

National
(4984)

At Home Under Supervision Order (39)
Other (117)

TA B L E 5

Children in Care by Placement Type as at 31st December 2004

80%

10.6%

2.3%

0.6%
5.7%

0.8%

Foster Care (3986) (Includes: Foster Care General, Special and Relative)
Pre Adoptive Placement (30)
At Home Under Supervision Order (39)
Other (117)
Separated Children Seeking Asylum (285)
Residential Care includes Special Care and High Support (527)

* This data is based on numbers of children in care as published by the Department of Health
and Children in the 2003 Analysis of Child Care Interim Minimum Dataset
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Section Three
Children’s residential centres:
number, category and
occupancy level

3 . C h i l d r e n ’s r e s i d e n t i a l
c e n t r e s : n u m b e r, c a t e g o r y a n d
occupancy level
Of the 148 centres, 64 were to be found in two health
board areas, the NAHB (36) and the SWAHB (28); that
is, 43% of children’s residential centres were in two of
the 10 health boards. Services of this size require
strong leadership, clear management and cohesive
planning. Services of this size also require active,
attentive and regular monitoring as senior managers, by
virtue of the scale of the service, need regular impartial
reports on the quality of care and assurance of
statutory and regulatory compliance.

This chapter outlines the location of children’s
residential centres around the country, whether they are
run in the statutory or non-statutory sector, the
category of care they offer and occupancy rates.
These findings are based on information gathered by an
SSI census of all children’s residential centres on one
day, the 24th October 2004. Accommodation for
separated children seeking asylum was not included in
these figures.
3.1

Reference: Table 6

Number of centres

The closures and openings of centres increased the
proportion of those run in the statutory sector by 3%,
with 90 (61%) centres now run by the former health
boards and 58 (39%) run by voluntary and private
organisations.

There were 148 children’s residential centres (of all
categories) in October 2004, a decrease of six from
154 in 2003. Five former health boards closed either
one or two centres, one board had no change and of
the remaining boards, three opened one centre and one
opened two new centres.

Reference: Table 7

Statutory & Non-Statutory Children’s Residential Centres in
Each Health Board Area as at 24 October 2004

TABLE 6
25

Number of Centres

20

15

10

5

0

3

6

E.C.A.H.B.
(9)

23

13

N.A.H.B.
(36)

13

15

6

S.W.A.H.B.
(28)

1

M.H.B.
(7)

7

M.W.H.B.
(7)

Statutory Centres (90)
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6

3

N.E.H.B.
(9)

4

N.W.H.B.
(4)

9

8

S.E.H.B.
(17)

Non-Statutory Centres (58)

15

9

S.H.B.
(24)

4

3

W.H.B.
(7)

3.2

The SSI categorised centres set up specifically as one
child only placements as special arrangements (whilst
recognising that those in the non-statutory sector
should be registered by the HSE as children’s
residential centres). In general, centres whose purpose
and function state they cater for more than one child,
yet only have one child in occupancy at the time of the
SSI census are categorised as children’s residential
centres.

Category of children’s residential care

The number of children living in residential care in
October 2004 was 559 (compared with 610 in 2003).
There were five different categories of children’s
residential settings.5
Tables 9 and 10 show the distribution of different
categories of care centres across the health board
areas. Table 9 refers to those run by the health boards
and table 10 to those in the non-statutory sector.

Where a health boards’ definition differed, it was found,
in many instances, to have been influenced by the
internal budget used to finance the service. There were
also instances of services, set up as special
arrangements (to cater for a child in an emergency or
with a particular care need) that, following the discharge
of the child for whom it was established, went on to
offer a service for other children, often becoming a
short term or emergency resource. Services that
offered emergency or temporary care are not
necessarily temporary services as, de facto, they
became part of the range of services offered in the
area. Services defined by health boards as temporary in
nature are usually omitted from the management
support, scrutiny and expertise available to regular
services, and as such, are at risk of providing a lower
standard of care.

Community based children’s residential centres
The main type of residential provision remains
community based children’s residential centres/sibling
group care, with 99 centres representing 67% (the
same proportion as 2003) of the care provided.
Special arrangements
There continued to be complexities in categorising
special arrangements. The SSI’s definition is
determined by the nature of the care offered and/or the
reason why this was being provided outside normal
services. They are usually set up as a result of an
emergency situation or on a planned basis where a child
has specific needs not provided for elsewhere.

Percentage of Children’s Residential Centres run by the Statutory
and Non-Statutory Sector in 2001, 2002, 2003 and 2004
TA B L E 7
100%

Percentage of Centres

80%

60%

38%

42%

42%

39%

62%

58%

58%

61%

40%

20%

0%

59

96

74

Statutory

65
Oct 03

Oct 02

Oct 01

5

102

90
Oct 04

Non-Statutory

Community based children’s residential centres (small centres based in
local communities); high support units (open units offering more
intensive levels of care for children with assessed difficulties); special
care units (locked units for intensive short term placements); special
arrangements are either emergency responses where no suitable
placement is available or planned for specific needs; hostels provide
short term emergency placements for children who are homeless.
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Type of Care Provided in Statutory Children’s
Residential Centres as at 24 Oct 2004

TABLE 8

Number of Centres

20

15

10

5

0
2 1

E.C.A.H.B.
(3)

1 19 3

1 1 11

N.A.H.B.
(23)

S.W.A.H.B.
(13)

Special Care Unit (2)

5 1

M.H.B.
(6)

High Support (12)

Special Arrangement (3)

4 1 2

1 5

M.W.H.B.
(7)

N.E.H.B.
(6)

4

N.W.H.B.
(4)

3 5 1

1 2 9 3

S.E.H.B.
(9)

S.H.B.
(15)

4

W.H.B.
(4)

Community Based Children’s Residential Centre/Sibling Group (65)
Hostel/Emergency Beds (8)

Other (0)

Type of Care Provided in Non-Statutory Children’s
Residential Centres as at 24 Oct 2004

TABLE 9
12

Number of Centres

10

8

6

4

2

0
6

E.C.A.H.B.
(6)

8 4 1

11 2 2

N.A.H.B.
(13)

S.W.A.H.B.
(15)

1

M.H.B.
(1)

High Support (1)
Special Arrangement (8)
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3

M.W.H.B.
(0)

N.E.H.B.
(3)

N.W.H.B.
(0)

1 4 1 2

5 1 3

1 2

S.E.H.B.
(8)

S.H.B.
(9)

W.H.B.
(3)

Community Based Children’s Residential Centre (34)
Hostel/Emergency Beds (7)

Other (8)

Monaghan

Dublin

Special Care Units

Kildare

High Support Units
Tipperary
Kilkenny

Limerick

Wexford

Waterford
Cork

This year the number of special arrangements was 11.
Ten of these offered single placements and one offered
two places. On the basis of inspections over the past
five years, the SSI strongly recommends that the HSE
scrutinise its use of special arrangements to satisfy
itself: that the care being offered is of a high standard,
that the placement is meeting the needs of the child as
identified in the care plan, that outcomes are assessed,
that the special arrangement offers value for money
based on HSE service agreement, and, that the overall
cost of special arrangements should be reviewed as
part of strategic planning of alternative services for
children and young people.
High Support Units
The 13 high support units delivered almost 9% of
residential care, caring for 47 children and young people
out of a potential 83 places (24th October 2004). These
units are based on two models, with two caring for
between 12 and 18 young people in campus style units,
and the remaining based in single houses or units caring
for 4/5 residents.
This map of the distribution of high support units clearly
shows that their development is unevenly distributed
around the country.

The table shows that ERHA has access to 24 high
support places while the rest of the country has access
to 59 high support places. ERHA is at a disadvantage
when trying to source specialist residential services for
children with particular needs. The SSI recommends
that the HSE map the health boards placing children in
special arrangements against their access to high
support places. This information should assist the HSE
in planning and delivering equitable services for children
in care across all locations.

Location of
HSU

Referrals to
Unit

Number of
High
Support
Units

Number of
Places

ERHA

ERHA

2

24

MWHB

MWHB

4

20

SHB

SHB

2

8

SEHB

SEHB. SHB,
MWHB

4

19

NEHB

NEHB,
WHB,
NWHB,
MHB

1

12

page 25 • SSI

Special Care Units

Reference: Table 10

There were two special care units, one in SWAHB with
a national remit and 18 places, and the second, in the
SHB had a regional remit and seven places. In October
2004 these two units had 14 resident children. The
unit in the MWHB, with five places, was opened in
November 2003 and closed in April 2004.

3.3
Overall occupancy
residential centres.

There were 20 children in one child placements on
October 2004. Eleven of these were in centres
designated to care for one child only. Three were run by
health boards and the remaining eight were operated by
private companies. In October 2004 there were nine
children’s residential centres, with capacity for greater
numbers, who had one child only in occupancy. All one
child placements are, in reality, informal high support.
Comments on care planning, value for money and
strategic planning made in the section on special
arrangements apply here.

Table 13 shows the percentage occupancy level for
statutory centres, while table 14 does the same for nonstatutory centres. Both these tables exclude high
support and special care.
Table 15 shows the capacity, occupancy and percentages
for high support and special care. It includes the one high
support run in the non-statutory sector.

Type of Care provided in Children’s Centres as at 24 October 2004
7%
10%
5%
67%
1%

9%

Community Based Children’s Residential Centre/Sibling Group (99)
High Support (13)

Special Arrangement (11)
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children’s

Reference: Table 11,12,13, 14 & 15

Table 10, a pie chart, illustrates the different categories
of children’s residential centres nationally. It shows
67% of centres are community based children’s
residential centres while just 1% are special care. There
is approximately the same number of high support units
and hostels or emergency beds.

Special Care Unit (2)

of

Health boards reported on the availability of residential
places and occupancy rates in the October 2004
census. Table 11 shows 739 places available with 559
places occupied, representing an occupancy level of
76%. The annual report of 2003 outlined nine reasons
why it might be reasonable for a centre not to have full
occupancy. Short term and emergency centres in
particular should have some availability at all times in
order to be able to fulfil their function.

One child placements

TA B L E 1 0

rates

Hostel/Emergency Beds (15)
Other (8)

Analysis of Places Available* across both the Statutory
and Non-Statutory sector as at 24 October 2004

TA B L E 1 1
250

Number of Places

200

150

100

50

0

68.75%
48 37

E.C.A.H.B.

74.44%
209 162

67.35%
133 112

S.W.A.H.B.

N.A.H.B.

100%22
23

M.H.B.

30%22
33

69.23%
48 36

M.W.H.B.

N.E.H.B.

Available Spaces (739)

1890%
16

N.W.H.B.

89667%
93 71

59.49%
104
64

83.33%
30 17

S.E.H.B.

S.H.B.

W.H.B.

Actual occupied places on 24 Oct 04 (559)

*This chart includes high support and special care units.

Overall Occupancy Rate* as a Percentage of Total Places Available
TA B L E 1 2

100%
900%

Percentage occupancy

80%
70%
60%
50%
40%
30%
20%
10%
0

77%

E.C.A.H.B.

78%

N.A.H.B.

84%

96%

S.W.A.H.B.

M.H.B.

67%

M.W.H.B.

75%

N.E.H.B.

89%

N.W.H.B.

76%

62%

57%

S.E.H.B.

S.H.B.

W.H.B.

*This chart includes figures for high support and special care units.

Percentage Occupancy Rate for Centres in the Statutory Sector as at
24 October 2004 (excluding HSU and SCU)

TA B L E 1 3
100%

Percentage occupancy

80%

60%

40%

20%

0
70%

E.C.A.H.B.

87%

85%

95%

69%

88%

89%

78%

71%

81%

N.A.H.B.

S.W.A.H.B.

M.H.B.

M.W.H.B.

N.E.H.B.

N.W.H.B.

S.E.H.B.

S.H.B.

W.H.B.
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3.4 Separated children seeking asylum
The SSI Annual Report 2003 outlined the relevant
legislation and policies of different health boards in
relation to this group of young people.
In last year’s annual report the SSI stated that ‘the HSE
should ensure that separated children seeking asylum
are offered appropriate care in keeping with the
Refugee Act 1996, the Child Care Act 1991 and the UN
Convention on the Rights of the Child’. The
accommodation in which children are placed should
comply with inspection requirements and should be
registered and inspected as all other children’s
residential centres. Where young people of 16 and 17
are placed in hostels their standards of care should be
monitored by the HSE on an ongoing basis.
In 2004, separated children seeking asylum in the
eastern region, who were not reunited with family, were
taken into the care of the ECAHB. The vast majority
were placed in private unregistered hostels. A minority
were placed in fostering and five were placed in a
registered children’s residential centre.
Last year’s annual report laid out the progress that had
been made in 2003 whereby separated children seeking

TABLE 14

asylum were no longer placed in adult accommodation. In
2004 further progress was made by offering separate
accommodation for children less than 17 years and the
R&I Eastern Region carried out a review of progress of
standards in this sector in November 2004. Following
this they made a decision to prioritise registration of these
units, starting with those for children under 17 years.
Approximately one third of separated children seeking
asylum, placed in hostels, were less than 17 years. This
group was accommodated in an unregistered hostel
with a total capacity for 36 children. It did not employ
care staff but was run by a small number of ancillary
staff. It did have an after school study and homework
support initiative in place. Social workers and project
workers from the ECAHB visited children in the centre.
This centre underwent a premises audit by the ECAHB
monitoring officer, and child protection policies and
notification
procedures
were
circulated
to
accommodation providers.
The SSI did not receive reports from the ECAHB to
indicate they had undertaken periodic monitoring of the
standards of care provided to these children in their
care. From an account of the staffing situation alone, it
would seem that this hostel would not meet the
National Standards for the purposes of registration.

Percentage Occupancy Rate for Centres in the Non-Statutory Sector
as at 24 October 2004 (excluding HSU and SCU)

100%

Percentage occupancy

80%

60%

40%

20%

0
79%

E.C.A.H.B.
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70%

88%

100%

N.A.H.B.

S.W.A.H.B.

M.H.B.

0%
0%

M.W.H.B.

91%

N.E.H.B.

0%

N.W.H.B.

81%

48%

29%

S.E.H.B.

S.H.B.

W.H.B.

The remaining young people between 17 and 18 years
were placed in a range of hostels. Over 2004, the
ECAHB negotiated contracts with accommodation
providers to close some of the larger hostels (50 and
more places) catering for this group and open smaller
ones, and to change from self catering to providing
meals. The SSI had not received monitoring reports
regarding standards of care in these hostels from the
ECAHB.
Apart from the advancement of separating children
aged less than 17 years from those aged 17 and over,
there was little evidence of progress being made
regarding the standards of care. It is essential that this
group of children and young people are offered similar
care and protection to others. In the absence of
appropriate management and care staff, it was of
concern that the board had not implemented a routine
monitoring of this hostel to establish standards of care.

The Inspectorate was of the view that the
accommodation provided to those separated children
seeking asylum less than 17 years should be registered
under the Child Care Act 1991, Part VIII, 59 as a
priority.
In relation to those young people 17 years and over, it
is essential that the board implement regular monitoring
of the standard of care provided in the hostels to
establish if they are safe and appropriate for the care
needs of these young people and trust this service is
inspected and registered as a priority.

Occupancy Rate of High Support and Special Care Units
as at 24 October 2004
TABLE 15

N.A.H.B.
61%
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S.W.A.H.B.
75%
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24

M.W.H.B.
65%
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N.E.H.B.
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12

S.E.H.B.
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7
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page 29 • SSI

page 30 • SSI

Section Four
Inspections of children’s
residential centres, SSI
and health boards

4 . I n s p e c t i o n s o f c h i l d r e n ’s
residential centres, SSI and
health boards
This chapter outlines the inspections undertaken by the
SSI and the inspection and registration units of health
boards in 2004.

4.2 Inspections undertaken by SSI in inspection year 6
Table 16 shows the number and category of inspections
carried out by the SSI in 2004. Centres in five health
boards were inspected. The NAHB had six inspections,
reflecting its position as the board with the highest
number of children’s residential services nationally. All
categories of residential centres were inspected:
community based children’s residential centres, high
support units, special care units, special arrangements
and emergency units.

4.1 SSI and health board registration and inspection
units
Under the Child Care Act 1991, the health boards
inspect and register voluntary and private children’s
residential centres. Each board has its own Registration
and Inspection Unit, while the three eastern boards
share the NAHB’s R&I team. The SSI inspects all
centres run by the health boards. Health boards make
their reports available under the terms of the Freedom
of Information Act 1997; SSI reports are published on
the website.

4.3 Total SSI inspections
The end of 2004 marks the completion of the first
inspection of all residential centres. Table 17 below
outlines the number and category of all inspections by
inspection year. The table shows six inspection years,
which represent five calendar years as two ‘inspection
years’ were half year only.

Reference: Table 16

Type of Children’s Residential Centre Inspected by the
SSI between January 2004 and December 2004*

TABLE 16

5

Number of Inspections

4

3

2

1

7

0
3

1

1

N.A.H.B.
(6)

1

55

49

1 22

N.W.H.B.
(1)

5

4

1

1 5

S.E.H.B.
(2)

Community Based Children’s Residential Centre (9)

5

4 12

1

144

S.H.B.
(5)
Emergency Care (2)

Special Care Unit or Unit Accommodating Children on a High Court Order (2)

1
37

23

17

141 8

S.W.A.H.B.
(3)
High Support (2)
Special Arrangement (2)

10

*As there were no inspections of centres in the E.C.A.H.B., M.H.B., M.W.H.B., N.E.H.B. and W.H.B. during this period, they do
not appear on this chart.
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2

Reference: Table 17

There were seven distinct units throughout the country
undertaking the inspection and registration of children’s
residential centres in the non-statutory sector. The
NAHB R&I unit, with six inspectors, had responsibility to
register the 34 non-statutory centres in the ERHA. The
SEHB, with eight non-statutory centres, did not have a
distinct inspection team but nominated different child
care professionals to undertake this task from time to
time. The remaining six boards had joint inspector and
monitoring units. These were filled by between two posts
in some areas and a half post in one other. The number
of posts for inspection or monitoring was not a reflection
of the number of residential centres in the area.

The number of inspections that took place is greater
than the total number of centres as special care units
are inspected annually and six centres were the subject
of repeat inspections.
4.4 Number and type of registrations and inspections
carried out by health boards
Inspection and registration of non-statutory children’s
residential centres.
In 2004 there were 58 children’s residential centres in the
non-statutory sector. Of these, 39 were in the voluntary
sector and the remaining 19 were privately run.

Breakdown of SSI Inspections between 1999 and 2004

TABLE 17

25

Number of Inspections

20

15

10

5

0

11

1

1999 - Jul 00
(12)

91

19

255

2
49

Aug 00 - Jul 01
(23)

19

2

14

Aug 01 - Jul 02
(22)

55

1

41 1

Aug 02 - Dec 02
(7)

24

2

23

Jan 03 - Dec 03
(26)

17 13

2

2

Jan 04 - Dec 04
(17)

Units not subject to annual inspection inspected for the first time by SSI (91)
SSI inspections of Special Care Units (10)

Other re-inspections (6)

Fieldwork to date
* Fieldwork on 107 inspections had been completed by the end of 2004. This comprised of the following
* A total of 91 individual non yearly units had been inspected once by SSI by the end of 2004.
* Two additional units are special care units and therefore been subject to yearly inspections due to statutory requirements.
* Six other fieldwork inspections were re-inspections of units
* The results of the 107 fieldwork inspections on these 94 individual units were published in a total of 103 reports.
These reports took different formats including individual inspection reports, re-inspection reports and cluster reports.
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Under the Child Care Act 1991, Part IV, Section 36,
health boards must register all non-statutory centres
every three years. Twenty nine centres were due to be
registered during 2004. The majority of centres were
seeking to renew their registration, some were applying
for the first time and a minority had changed their
purpose and function to fall within the category of
children’s residential centre.
Health boards have the authority to register centres,
with or without conditions, for any period within the
three year period. As can be seen from the figures
below, a quarter of all centres were registered for the
full three year period, while 13 centres were registered
for one year only. Five centres in one board area, due
for registration in 2004, were not registered as the
health board did not provide the staff to undertake this
work within this period. These centres had been
registered in the past but this had expired.

Health Board’s Registration Activity 2004

Period of registration

Number of children’s
residential centres

three year period

6

two year period

2

one year period

13

less than one year

02

closed following inspection

01

health board did not undertake
registration work

05

total

29
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Section Five
Findings: the children
and young people

5. Findings: the children and
young people
This section is based on information collected about
children and young people living in centres and units
inspected during 2004.

5.2 Legal basis for admission
Young people of 18 and over are excluded from these
figures. Of the total of 79 children and young people in
care under 18 years, 24 were in care by a voluntary
agreement, 39 were placed under a Care Order, 15
were placed under a High Court Order and the
remaining child was a Ward of Court. The latter two
groups represent children and young people placed in
special care units.

5.1 Gender and age
Inspectors met a total of 84 boys and girls during
inspections.
Table 18 outlines the breakdown by gender across the
five health boards where inspections took place.

Reference: Table 20

Reference: Table 18 & 19

5.3 Length of placement
Of the 84 children, 54 (64%) were less than one year in
this placement. Twenty two children (26%) were there
between 1-5 years and the remaining eight children
were in the placement more than five years. These
figures should not be seen as representative of the
national picture of all placements in children’s residential
centres as special care units, which offer short term
placements are over-represented in inspection findings
due to annual inspections and larger number of places.

Table 19 outlines the number of children and young
people by age range placed in inspected centres.
Seventy one of the 84 young people were aged
between 13 and 19, with 30 of these aged 15 and 16
years. There were 13 children aged 12 years and
younger, the youngest of whom, living with his older
brothers and sisters, was under five.

Total Number of Young People in Children’s Residential Centres Inspected by the
SSI between January 2004 and December 2004
TABLE 18
35

Number of young people

30

25

20

15

10

5

7

0
33

19
N.A.H.B.
(33)

14

4

1

7

2

5

N.W.H.B.
(7)
Total No. of Young People (84)

8

4

4

S.E.H.B.
(8)
Male (43)

19

9
S.H.B.
(19)

10

11 17

9

8

S.W.A.H.B.
(17)

Female (41)

As there were no inspections of centres in the E.C.A.H.B., M.H.B., M.W.H.B., N.E.H.B. and W.H.B. during this period, they do not appear on this chart.
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Age Range of Children and Young People* in Children’s Residential Centres
Inspected by the SSI between January 2004 and December 2004

TABLE 19

15

Number of young people

12

9

6

3

0
4 13 11 5

1

N.A.H.B.
(33)

2

1

2

1

1

N.W.H.B.
(7)
3-5 (1)

2

4

1

2

6

S.E.H.B.
(8)
6-12 (12)

7

3

1

4

S.H.B.
(19)

13-14 (25)

15-16 (30)

17-18 (14)

4

8

1

S.W.A.H.B.
(17)
19 (2)

*There were a total of 84 young people in centres inspected by SSI between January 2004 and December 2004.
As there were no inspections of centres in the E.C.A.H.B., M.H.B., M.W.H.B., N.E.H.B. and W.H.B. during this period,
they do not appear on this chart.

TABLE 20

Legal Basis for Admission into Care of Children in Children’s Residential Centres
Inspected by the SSI between January 2004 and December 2004

Number of young people

20

15

10

5

7

0
1

18 15

N.A.H.B.
(33)

4

7
N.W.H.B.
(7)

Voluntary (24)

11

4
S.E.H.B.
(4)

Care Order (39)

111 4

3

4

4

10

3

1

S.H.B.
(18)
High Court Order (15)

2

3

12

4

S.W.A.H.B.
(17)
Ward of Court (1)

There were a total of 79 young people under 18 in centres inspected by SSI between January 2004 and December 2004.
Young people aged 18+ in centres inspected by the SSI have not been included in this chart.
As there were no inspections of centres in the E.C.A.B.H., M.H.B., M.W.H.B., N.E.H.B. and W.H.B. during this period, they do not appear on this chart.

page 37 • SSI

Reference: Table 21
The standard and experience of care for children is
dependent on factors not included here, such as the
number of placements a child has within a given period
and whether the placement offered represents a match
for the child’s needs. The DoHC has recently begun to
gather information that will allow these distinctions to be
made, and the HSE is developing a national child care
information system which should also support the analysis
of children and placements across sector, area, age, care
type and gender. Accurate up-to-date information is
essential to allow for national and regional planning,
benchmarking against standards and quality criteria, and
to allow judgements on quality and value for money.

Length of Placement of Children in Children's Residential Centres
Inspected by the SSI* between January 2004 and December 2004

TA B L E 2 1

Number of young people

20

15

10

5

0
19
N.A.H.B.
(33)

14

4

7

8

22

N.W.H.B.
(7)
Less than 1 year (54)
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1

2

2 1 14 5
S.E.H.B.
(8)

1 - 5 years (22)

1

14
11

3

S.H.B.
(19)
Over 5 years (8)

2 3

17

12

4

8 1

S.W.A.H.B.
(17)

Section Six
Findings: the centres

6. Findings: the centres

6.1 Purpose and function

6.2 Management and staffing

Under this standard a centre should have a written

6.2.1 Management

statement of purpose and function that states the
service provided and for whom. Fourteen of the 17
centres inspected had written statements of purpose
and function.
Five of the centres were traditional residential care
centres based in the community. Their statements of
purpose and function set out who they catered for (age
group, gender, catchment area) and the type of service
(short, medium or long term). They generally described
the aims and values that underpinned their work,
including working in partnership with parents.
Twelve of the centres had specific or specialised

Of the 17 centres, six had permanent managers, 10 had
managers who were in acting positions and one had no
manager in situ at the time of the inspection. Eight of
the acting managers were permanent HSE employees
who were temporarily filling the management position
and three were employed in a temporary full-time
capacity. Given the importance of stable management
in children’s residential centres in providing continuity of
care, inspectors recommended filling these posts on a
permanent basis. All managers held a professional or
relevant third level qualification. Twelve of the managers
were assisted by deputy managers, three had child care
leaders with managerial responsibilities and the
remaining two had no managerial assistance.

functions. These included two high support units, two
special care units, two special arrangements, each caring
for one young person, two residential centres set up for
two sibling groups, two emergency

centres that

catered for homeless, one centre for children whose
previous placements had broken down, and a centre for
three children with special needs. In seven of these
centres inspectors recommended that aspects of their

There was a range of line management reporting
arrangements in place. Five managers reported to the
principal social worker, four reported to the child care
manager, two to the assistant chief executive, four to
the alternative care manager, one to the general
manager, and one to the regional manager. One
manager had no formal supervision at the time of
inspection.

statements of purpose and function should be changed
or clarified, or that new statements should be produced.
Some statements required greater clarity. For example,
in an emergency centre, there were different views
between referring social workers and care staff as to
whether the centre was a hostel or a children’s
residential centre.
In a few centres the purpose and function needed to
change. In these circumstances the children needed a
higher level of support, agreement was needed about
the placement length for optimal outcomes or clarity
was required if a child was to be confined in a part of the
unit.

page 40 • SSI

6.2.2 Staffing
A key ingredient of quality residential care is an
established staff team providing consistent continuity of
care for the children and young people. Inspectors
found this continuity of care in 13 of the 17 centres. The
young people knew the staff team well and trust had
developed over time. The staff in turn had a good
knowledge of the young people’s individual needs and
responded accordingly. There was a strong emphasis
on relationship building in managing behaviour.
As in other years, inspectors found that a high number
of staff were employed on temporary contracts. In this
round, of the 390 staff employed in total, 44% were in
temporary positions.

Reference: Table 22

6.2.4 Staff vetting

6.2.3 Qualifications
A total of 36% of staff had a qualification recognised by
the Department of Health and Children, 46% had
another qualification and 18% had no qualification. Five
of the 17 centres used a fully qualified staff group.
Reference: Tables 23 & 24

TA B L E 22

The DoHC guidelines specify that as part of the vetting
process Garda clearance and three references are
required prior to child care staff commencing
employment. No centre was in complete compliance
with these requirements. Thirteen of the centres had
records to show they had obtained Garda clearance on
all staff at the time of inspection. Of the remaining four,
inspectors were told that Garda clearance had been
received, but this record was not produced.

Percentage of Staff Employed on Permanent and
Temporary Contracts in Children's Residential Centres
Inspected by the SSI between January 2004 and December 2004

44%

56%

Temporary Staff

TA B L E 23

Permanent Staff

Percentage of Staff Holding Qualifications
in Children's Residential Centres Inspected by
the SSI between January 2004 and December 2004

36%
18%

46%

Recognised Qualification

Other Qualification

No Qualification
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Percentage Breakdown of Type of Recognised Qualification of
Staff in Children's Residential Centres Inspected by the SSI
between January 2004 and December 2004

TA B L E 24

National Diploma in Child Care

1%
5%

4%

6%

National Diploma in Applied Social
Studies in Social Care
Diploma in Applied Social
Studies in Social Care
Diploma in Social Care
B.A. Applied Social Studies in Social Care
B.A. in Social Care

23%

46%
9%

6%

M.A. in Social Care
B.A. Applied Care in Social Care

The majority of centres had two rather than the required
three references and some were received after the
commencement of employment. It is vital for the safe
care of children and young people that proper checks
are carried out on staff before they have contact with
children.

Some boards had a policy of assisting unqualified staff
to attend college. Two boards had a partnership
arrangement with local third level institutions where
they had some input into the curriculum.

6.2.5 Training

There was systematic regular formal supervision in
place in 11 of the centres visited. Two centres also had
group supervision. Where it occurred it was highly
valued by both staff and management. Formal
supervision was taking place irregularly in the remaining
centres and one centre had no formal supervision. The
most common explanations offered by managers was
competing demands on time and no training in
professional supervision. Inspectors suggest that it is
also more difficult for managers acting in temporary
capacities to undertake formal supervision of their
colleagues. Training in supervision was provided in
some areas. Inspectors stressed the importance of
prioritising regular purposeful supervision, conducted in
an atmosphere of support and accountability.

Most centres had formal induction training to the
centre, including shadowing (working alongside) an
experienced member of staff. There was a large variety
of in-service courses available to staff teams. However,
some centres found it difficult to release staff to attend
because of limited availability for cover. In-service
training included health education, child development,
dealing with challenging behaviour, courtroom skills, and
working with ethnically diverse families. In some centres
the staff team requested and obtained in-service
training on the specific needs of the young people in
their care.
Nearly all child care staff had attended therapeutic crisis
intervention training (TCI) and it was board policy that all
child care staff receive it. Inspectors welcome the fact
that a large majority of staff also attended briefing
sessions on Children First, National Guidelines for the
Protection and Welfare of Children.
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6.2.6 Staff supervision and support

Nearly all centres had weekly team meetings to plan
and review their work. Some centres had the extra
support of an external consultant or facilitator to help
develop optimal and reflective work practice. Most
centres had access to an employee assistance service
for debriefing and counselling in the event of particularly
stressful events at work.

6.3 Monitoring
All of the seventeen centres were subject to monitoring
in accordance with the Child Care Regulations, 1995,
Article 17(1) which requires that a health board
arranges for an authorised person to enter and inspect
a centre for the purpose of satisfying itself that the
requirements of Articles 5-16 are being complied with.
Fifteen of the 17 centres had at least one monitoring

Almost all inspections found that children and young
people had access to their daily logs, review reports
and other information recorded by the centre staff.
This level of access to information was the highest of all
previous annual report findings. However as with
previous findings, just under half of the centres did not
allow young people see their care files. This was
primarily due to confusion about whether they may
access third party reports and whether they were
mature enough to handle the contents of their files.

visit before the inspection took place.
SSI receives copies of monitoring reports to support its
national role in monitoring overall standards of care.
Inspectors meet with monitoring officers during
inspections to ascertain their assessment of the quality
of service provided by the centres, and to inspect the
health board’s response to the monitoring officer’s
findings and recommendations.
Overall, there were established programmes of
monitoring visits and the frequency and quality of
monitoring met the standard. However, there were
issues that needed attention. One monitoring officer

The past four years have shown considerable
improvement in children having access to information
written by care staff. However, in the absence of policy
guidelines or where guidelines state only the principle of
access and the restrictions to it, there remains a limited
understanding of the practice implications of the
Freedom of Information Act 1997. The Inspectorate
recommends that the HSE develop a common policy
and training scheme for its staff in this area.
The main recommendations made by inspectors were
for:


consultation between residential and social work
managers to ensure policies and practices are
consistent and integrated,



policies that outline the criteria by which judgements
are made about any reasons for restricting access
to information,



an active approach to help children know what is
written about them,



residential staff/social workers should request authors
of professionals reports, where possible, to write them
in such a way that they are accessible to children.

had responsibility for five of the centres in this round of
inspections. In total, she had 39 centres to monitor.
While inspectors commended the focused and
comprehensive approach to her monitoring role, it was
difficult to see how one person could implement a
schedule of monitoring visits for 39 centres, including
unscheduled visits that might arise following notification
of significant events.
Other concerns were subject to recommendations in
the relevant inspection reports. They included
difficulties in reporting structures, carrying incompatible
functions

of

management

and

monitor

and

recommendations not being acted on.

6.4 Children’s Rights
6.4.1 Access to Information
Ten of the 17 centres had written policies on access to
information, a number of which referred to the UN
Convention on the Rights of the Child, the Freedom of
Information Act, 1997, and SSI practice guidelines.

6.4.2 Consultation
The views of children and young people were sought
and listened to regarding daily life and routines in the
centres. The majority of young people were helped
prepare for and attended their statutory review
meetings. Out of the 17 inspection reports only one
recommendation was made to improve the quality of
consultation with the young people. This related to a
centre where the young people had not been consulted
about the temporary closure of the centre.
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The principle and practice of consultation with young
people is essential to good child care practice. Previous
annual reports noted the efforts made by centres to
develop and sustain this practice. Inspection findings
for 2004 were consistent with and exceeded the level
of good practice findings in this area to date.
6.4.3 Complaints
In the main, the young people told inspectors that their
complaints were listened to and taken seriously and
they were able to describe how the complaints
procedure worked. They were aware of how to initiate a
complaint and could identify staff, managers and social
workers to whom they would direct a complaint. They
generally chose informal methods to resolve complaints
and confirmed that staff dealt with the issues raised.
There was, however, a direct link in a small number of
centres between children and young people expressing
their frustration to inspectors about some routines that
were not open to change, even when they complained,
and inspection findings of institutionalised practices.
While practice in relation to complaints in the centres
was generally good, the following issues, identified in
previous annual reports, still needed attention:
Complaints: policy issues
Several boards had developed complaints policies.
However aspects of some policies required revision:


Clarification that the Ombudsman for Children
becomes involved only after other means of
resolving the complaint have been exhausted.



Social workers should be named as someone a
young person can contact independently.



Criteria that trigger a complaint being investigated
by someone outside the centre are required.



Information on appeals was inconsistent. The
complaints procedure should have an appeal system
that is independent of the unit.



Protocols should be devised to ensure swift action
where a complaint is made by children placed in a
centre outside their supervising social worker’s
community care area.
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Inspectors were told that in some instances, the health
board was developing a policy to cover children’s
complaints. The Inspectorate urges the HSE, as a
priority, to develop this work on a national basis. It
should set out how complaints are dealt with, including
built-in timelines and responses to the child or young
person making the complaint.
Complaints: child protection
When complaints and child protection concerns are
dealt with under the same procedure, there is a
tendency for the latter to take precedence over the
former. Thus, a child protection assessment is usually
undertaken to ensure the safety of the child or young
person concerned. Appropriate as this is, it may leave
unresolved the fact that a young person has made a
complaint and is waiting for a response.
Inspectors had concerns about delays in notifying social
workers of complaints that were also concerns of a
child protection nature. In some situations staff had
carried out an in-house assessment and subsequently
notified social workers. Inspectors emphasised the
need for separate procedures to apply to different
situations: complaints, child protection and staff
conduct issues. In certain circumstances a complaint
could lead to all three procedures being put into
operation. For example, if a young person complained
about being physically ill-treated, this should be
processed and resolved through a complaints
procedure. However the young person is also alerting
the manager to a possible threat to his or her safety,
and to the safety of the other children and young
people, and this requires a child protection assessment
in accordance with the child protection procedures.
Thirdly, the young person is signalling a potential staff
disciplinary issue.
Complaints: recording
In some instances there were no separate recording
systems for complaints. A comprehensive recording
system should outline the date a complaint was made,
details of the complaint, the persons notified, the action
taken, the feedback given to the young person and their
response.


In the absence of a robust system for recording
complaints there was no effective way of monitoring
how they had been dealt with.



Information on complaints was not always forwarded
to parents and social workers.

6.5 Planning for children and young people
6.5.1 Admissions
Thirteen centres had written admissions policies and
procedures. Twelve of the centres gave young people
and their parents’ written information and where
possible encouraged visits to the centre prior to
placement. In the majority of instances social workers
gave background information to the centre, and
agreed with the centre manager that the placement
was suitable for the child or young person.
Inspectors found that in 15 of the 17 centres, the
admission of children was appropriate to the stated
purpose and function of the centre. In some reports
inspectors recommended a process of risk
assessment within the admissions process to ensure
that the mix of young people in the centre was safe.
Inspectors had grave concerns in one centre where
staff stated they did not believe they could keep
children safe because of the behaviour of one young
person. No child or young person can be considered
appropriately placed in a centre unless arrangements
are in place to ensure safety, and to manage
behaviour in a way that ensures the safety of others.
Admissions policies and practices are required to
take account of the need to protect young people
from any type of abuse by peers.
Inspectors found two young people had been placed
in the centre at age four and five years respectively.
This was not compatible with good child care
practice.

The Child Care (Placement of Children in Residential
Care) Regulations, 1995, Part IV, Article 23, states
that the care plan should be put in place before or as
soon as practicable after the young person comes to
live in the centre. In nine centres plans were prepared
within the time frame required by regulation for all of
the young people. In the remaining centres some of
the young people’s care plans were not prepared
prior to or shortly after admission. For example, in
one centre all of the young people had care plans but
they were prepared at various times after admission,
varying from 14 to 28 months.
In about half of the centres the standard of care
planning was good. There, care plans were designed
with many positive features such as evidence of clearly
identified needs, clearly designated responsibilities, set
time scales to carry out tasks, and consultation with all
parties. They showed evidence of clear planning to
guide the network of professionals and family in the
care of the young people. Several social workers were
commended for the quality of their care planning,
including one centre where social workers adopted a
pragmatic approach to care planning that reflected the
short term and emergency nature of the centre’s work
– they were brief, time-limited, task focused, with a date
set for review within a short period.
In the remaining centres, there were a number of
deficiencies in care plans:


little evidence that all those involved had a shared
understanding of what the plan for the child was,



the overall needs of the child, as outlined in the care
plan, were not driving or influencing what happened
for the child in the placement,



where the care plan was viewed as an historical
account of what had occurred rather than a plan to
guide their work with the child,



where the care plan consisted only of issues
concerning the current placement,



where specific tasks were not assigned to named
individuals,



insufficient consultation with children and young
people,

6.5.2 Statutory care planning
Previous annual reports found that statutory care
planning was not to standard.
The findings of the most recent round of inspections
are consistent with previous years and much of the
negative commentary here may be found in earlier
inspection and annual reports.
Care plans were in place for all of the young people in
15 of the 17 centres. In one centre two of the young
people did not have care plans, and in the other
centre none of the young people had care plans.
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the care plan did not take account of unplanned
changes in placements or other significant events,

Care planning and review continue to be a matter of
serious concern. Previous annual reports outlined the
impact of poor planning on the lives of young people in



partially completed, undated, unsigned by social
workers, children or parents.

The HSE should ensure social workers carry out the
statutory obligation of care planning for children in care.
Some social workers told inspectors the care planning
process was too elaborate and said they did not have
time to involve all parties in the process. The HSE
should address these difficulties in the context of
national projects on care planning. Care planning should
be a priority for the HSE in the provision of quality child
care services for children in its care.

care and the restriction of the capacity of the service to
plan strategically. A co-ordinated, informed and
consistent approach to care planning is needed. It is
unacceptable that the standard of care planning and
reviews vary and that comprehensive assessment and
effective planning are not available to all children in care.
6.5.4 Contact with families
Practice in relation to contact with families was of a
good standard. Generally, staff were commended for
the manner in which they met not only the

6.5.3 Statutory care plan reviews
Statutory review requirements were met for all of the
young people in ten centres. Review meetings set
objectives and tasks to be carried out by staff members
and other professionals, and these were usually
completed. Records indicated that the reviews were of
a high standard, and that efforts were made to consult
with and include the young people and parents in the
process. Key workers played a significant role in
assisting young people prepare for reviews, including
finding out their views prior to meetings. They completed
assessments of the young people and encouraged and
facilitated their attendance at reviews. The young people
prepared reports and generally attended the meetings.
Minutes of the reviews were taken and distributed to
parents and other significant parties.

requirements but also the spirit of the standard.
Inspectors invite all parents to meet or have contact
with them in the course of an inspection. A minority of
parents respond. Those who contacted inspectors said
that they were treated respectfully, were kept informed
of significant events, and involved in decisions
concerning their children as much as possible.
A

small

number

of

centres

were

particularly

commended on their work in assisting young people reestablish contact with a parent. Recommendations
made were to ensure that decisions about access were
made within the care planning and review system; that
access to parents for one group of siblings was
reviewed; and, in one instance, that parents were

In seven centres, social workers were not in compliance
with the regulations governing care planning reviews.
Some social workers did not think that a change in
placement warranted a care plan review. The Child Care
(Placement of Children in Residential Care) Regulations
1995 require that a care plan is prepared when a child
is placed in a residential centre and that it is reviewed
within two months of placement. The requirement
relates to the placement in the centre, not the
admission to care and so the care plan should be
reviewed on a change of placement.

consulted about medical issues.
Staff members reported that contact with family
members was generally frequent, informal and
inclusive. There were comfortable sitting rooms in
which young people could meet with family members in
private but they were not confined to these areas. Care
staff gave practical assistance to families often driving
them to and from a centre, or making other transport
arrangements for them. Inspectors noted that the
success of staff in caring for children was, in some

Inspectors stressed the need for a greater
multidisciplinary approach particularly when children
have a range of assessed needs. For example, children
in care who have a disability require disability services to
be involved with them, particularly in long term planning.
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instances, related to the extent of their partnership
work with their parents.

6.5.5 Supervising and visiting children and young
people: the social work role
At the time of inspection all of the young people in the 17
centres had an allocated social worker. In two centres this
was a recent occurrence as the young people had not had
a social worker for a significant period. Consequently
statutory obligations in relation to care planning, reviews
of care plans and visiting the children had not been met for
considerable periods of time. Inspectors were told that
decisions about social work allocation were made in the
context of the limited resources available.
Social workers visited the children in 16 centres within
the statutory time scales and in many cases exceeded
the required frequency. In one centre, however, the
frequency of visits by supervising social workers varied
considerably. There were gaps in visits of six and eight
months respectively for two young people.
In general, both social work and care staff reported good
working relationships and there was evidence of mutual
support and team work. There were some problems in five
of the centres. In two there were communication
difficulties about aspects of the young people’s care.
Clarity was needed on specific responsibilities, in particular
notification of significant events to social workers,
including the prescription of medication for behavioural or
emotional problems or other medical treatment.
Inspectors noted the need for a greater awareness by
social workers and others of their advocacy role. One
social worker said that she did not like to question staff
about practice issues. Some social workers were
unclear about the monitoring officer’s function or why
specific recommendations were made by the monitoring
officer. In another centre there was conflict between the
centre and some social work departments related to
difficulties in securing follow-on placements. Both
groups of professionals, each striving to provide a good
service in difficult conditions, were frustrated with the
other. It is crucial that the professionals involved in the
care of children work together to secure the best
possible outcome for them.
A small number of social workers read centre records
as required by the standards. SSI acknowledges that
social workers may receive large amounts of
information. However they have a duty to satisfy
themselves that the young people placed in centres are
safe and their welfare is being promoted. Checking
relevant records is one aspect of that duty.

6.5.6 Emotional and specialist support
This section looks at how the emotional and
psychological needs of children and young people were
met and if they were able to access specialist services
when required.
The overall quality of emotional support is dependent on
a qualified, motivated, experienced and stable staff team
delivering good quality primary care. Where a centre was
clear about what it was set up to do, children’s sense of
emotional well being was more likely to be promoted.
Children and young people did well in centres which
were child-centred. Just over half of all centres
inspected fell into this description. Inspectors described
centres meeting this standard as characteristically
featuring staff who related to the young people in a
sensitive, mature and cheerful manner. The staff were
aware of the emotional impact that separation from
family had on them and responded sensitively. The
quality of relationships was a key factor in managing
challenging behaviour. A warm caring atmosphere
prevailed where children and young people had fun with
staff. There was a high degree of consultation, and the
young people felt listened to and respected.
Children and young people were generally clear about
the kind of relationships with staff they wished for and
found helpful. In one centre young people told
inspectors that staff were "always kind", and "the staff
were the best thing about the centre, they always
helped you out". In other centres young people told
inspectors there was "a lot of nice staff, they listen to
you and are kind," and "you can have a laugh with them
and they treat my family and friends great". Finally, one
young person said "It’s a happy place".
All the centres had a key-working system in place.
Generally the role of the key worker was to act as
advocate and support children and young people while
making sure that their physical, emotional, psychological
and educational needs, as outlined in their placement
plans, were met. The key worker had to ensure that
children and young people knew the reasons they lived
away from their families and worked with them on these
and related issues. This relationship was valued by
children. One young person said that going to school in
the car in the morning, accompanied by her key worker,
talking about the day ahead and listening to music in the
background was her favourite time of the day. Another
young person said they "fight your corner".
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Six of the residential centres had access to a
psychologist employed full time to work with the
children’s residential services in their area. This
development was particularly evident in the Southern
Health Board (SHB) where all children’s residential
centres had this service available to them. This was
commendable. Their work included individual clinical work
with the children and young people and consultancy to
the staff and managers. This was valued by the staff
teams as it helped them understand the psychological
and emotional needs of the children and young people.
In one special care unit, external professionals expressed
serious concern at the insufficient level of specialised
therapeutic work undertaken with the young people.
Eight of the centres had the resource of an external
consultant. They generally either provided specialist
advice on the care of the children or facilitated the team
in developing good team communication. A minority did
both. Generally inspectors found a good degree of
inter-professional and inter-agency co-operation.
Eleven centres reported being able to access specialist
services such as psychiatry, psychology, and
counselling as required. Where there were difficulties
they broadly fell into four categories:


difficulties accessing child and adolescent
psychiatric services for 16 and 17 year olds,



delays in obtaining educational assessments,



inconsistent follow up on specialist advice due to
staffing difficulties,



young people who were not willing to engage in
services.

6.5.7 Preparation for leaving care, discharge and
aftercare
This area continued to be of concern. Inspectors
consider that young people leaving care need a high
standard of planning and support. Service provision
varied widely throughout the State. Although it is a
regulatory requirement that young people of 16 years
and over have a leaving care plan (as part of their care
plan) inspectors found several young people of this age
where there was no such plan. Social workers told
inspectors that it was difficult to plan for leaving care and
aftercare where services and entitlements were unclear.
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Ten of the 17 centres inspected had a written policy on
preparation for leaving care and after care but none had
outlined the specific supports and entitlements available
to young people after they left care. One area had a
dedicated team with responsibility for leaving and after
care services. In the remaining centres ad hoc
arrangements had developed that were dependent on
the good will of staff, where individual staff would be
available for ongoing contact.
Inspectors came across one organisation with a
comprehensive discharge policy (irrespective of age or
onward placement) which guided practice. In another,
unplanned discharges occurred because of behavioural
problems in the centre. Inspectors recommended that a
decision to discharge young people is taken in conjunction
with those involved in developing the young person’s care
plan and the centre’s external line management.
Inspectors strongly urge the HSE to act on the policy
guidelines issued by the Department of Health and
Children on aftercare - ‘Developing a Leaving and
Aftercare Policy: Guidelines for Health Boards’ (May
2004). The Executive needs to develop comprehensive
aftercare policies and services clearly outlining all
aspects of support and entitlements for the young
person leaving care.
The SSI recommend to the Minister that the government
should consider amending the Child Care Act 1991
Section 45(1) a, which deals with the after care provision
of services for children in the care of the Health Services
Executive. At present this part of the act is permissive in
that it states that the HSE may assist rather than must
assist a young person on leaving care.
6.5.8 Children’s care records
Nine centres had records that inspectors judged to be
of a high standard, and three centres were commended
for their standard of recording. In these records it was
easy to find what was required and they were clearly
written, well organised and contained all the relevant
documentation.
During this inspection year inspectors found further
examples of good practice. These included:


a separate section in the file for the young people’s
preferences, including access arrangements, issues
regarding school, food, interests, leisure, and
bedroom decoration,



a space in the daily log book for the young person’s
comment if they felt the record did not paint the full
picture. This had the positive effect of encouraging
them to read their log books and giving them a
sense of empowerment,



a photographic record for each of the children and
young people. All photos of family, friends, school
colleagues, and any significant event in the young
people’s lives such as school and sporting
achievements and birthdays had a separate section
in the file.

Seven centres had some aspects of their recording
system that needed improvement. In some cases
documents such as birth certificates and care orders
were not kept on file as required by the Child Care
(Placement of Children in Residential Care) Regulations
1995, Part 1V Article 23 and the National Standards.
Recommendations were made regarding the following:


missing minutes of statutory care plan reviews,



voluminous and repetitive files,



inaccurate recording of physical restraints,



the use of institutionalised language,



the lack of a manager’s signature to confirm that
they were read.

The purpose of recording in residential care is to have a
permanent record of a child’s life and development
while in care and an archive for the future. It is a tool for
staff in carrying out their professional role in advancing
the care and placement plan. It provides evidence of
progress and accountability. It supports legal and
professional accountability.
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Section Seven
Findings

7. Findings

7.1 Care of young people
The standard of day-to-day care was particularly well
met in nine of the 17 centres.
The young people’s experience of daily life was as far as
possible similar to their peers. They had friends in the
community, received pocket money and were
encouraged to make choices about personal
appearances, had summer jobs, and efforts were made
to ensure that they had the same access to activities
and social opportunities as their peers. There was a
strong emphasis on creating a homely atmosphere and
family-type experiences including annual holidays,
birthday and other celebrations.
Relationships between the staff and young people were
characterised by warmth, thoughtfulness, sensitivity
and humour. Most of the young people could identify
staff members with whom they could discuss issues or
concerns and they had a sense of the staff being
concerned for their welfare. In general, they had an
experience of daily life that promoted individuality,
emotional security, safety and social development.
However, this standard was not found across all
centres. In five of the centres inspectors found
stigmatising and institutional practice. Four of these
centres used vouchers to purchase the young people’s
clothes. In one of the four centres, apart from very
basic items provided on admission, the young people
had to wait, sometimes a number of weeks, for clothing
grants in the form of vouchers, from the community
care area with responsibility for them. In another centre,
in the presence of young people and staff, the validity of
the vouchers was challenged in a large department
store, and clothes already chosen had to be returned.
This stigmatising practice separates young people in
care from their peers. Over the past five years SSI has
clearly stated its objection to the use of vouchers and
believed that it was no longer engaged in by boards. It
is reprehensible that it continues and should cease
immediately.
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Three of the above five centres had other institutional
practices. One example included a lengthy
administrative process for approval of financial
payments. This prevented the staff from purchasing a
school uniform or booking a holiday within a timely
fashion. In another centre there was insufficient
consideration of staff gender issues, which meant that
teenage girls would not always have access to a female
staff member at night time. In one of the centres
inspectors had additional concerns regarding the
emotional impact of the temporary closure of the centre
on the young people, some of whom had lived there for
a number of years. In one instance an episode of
inappropriate behaviour by a young person led to a
general rule where none of the young people were
allowed to keep their mobile phones while living in the
centre. Another institutional practice was regular
checking of young people throughout the night by
waking night staff, as a standard practice. This should
only occur as a safety measure following a risk
assessment and not as a routine practice. One other
centre was recommended to stop referring to young
people as ‘resident (surname)’ in the log books.
Inspectors had concerns about centres where there
was difficulty in managing behaviour as this was found
to impact on the overall standard of care. Finally, in four
centres the overall standard of care was not as good as
it should have been.
7.1.2 Provision of food and cooking facilities
Food was plentiful and varied and cooking facilities were
domestic in design. The young people were generally
encouraged to plan menus and individual preferences
were catered for. There were no restrictions to food
and young people were able to prepare meals or make
snacks as they wished although inspectors advised
staff, in one instance, to be attentive to the size and
quality of packed lunches for older young people.
Where young people had particular health or dietary
requirements, these were met.

Inspectors shared meals with staff and young people
and in general the atmosphere was relaxed and social.
This was not a regular occurrence in two centres. In one
this was ascribed to the difficulties of the young people
at the time, in the second there was a general sense of
crisis during the inspection. Inspectors emphasised the
importance of sharing meals and engaging in normal
activities with children and young people routinely and
as a means of diffusing difficult situations.

In another centre some staff members expressed
anxiety that the admission of a young person from a
minority group could make him the target for racial
abuse and bullying. There was no strategy to address
this at the time of inspection. Findings in relation to
bullying are addressed in section 7.2 below.

In one centre inspectors had concerns that the overall
standard of cleanliness in the kitchen was
unsatisfactory. They also found that, while the provision
of food in another centre was very satisfactory, the
large structure of the building made meal times
somewhat of an institutional arrangement, as the dining
room was a long way from the kitchen.

Under this standard three specific aspects of
management of behaviour are examined: the use of
sanctions, physical restraint, and young people being
absent without authority. Findings under this standard
are considered as part of a larger picture: the ethos and
culture of the centre, effective leadership, admissions
and discharge planning, attention to children’s rights,
and emotional and specialist supports. Where
inspection reports found deficits in these issues,
associated problems of behaviour management were
generally also found.

7.1.3 Race, culture, religion, gender and disability
As with the findings of previous years, inspectors found
no evidence that children and young people were
subject to discrimination in centre practices, although
managers are advised to be vigilant that care practices
do not stigmatise the children in their care.6 Children
were facilitated in the practice of their religion taking into
account their age and wishes and those of their parents.
Some of the young people were preparing for their First
Communion or Confirmation. Chaplains visited the two
special care units and young people of other faiths were
facilitated in the practice of their religion.
One centre that cared for young people with special
needs was proactive and sensitive in promoting
disability awareness. Another centre was commended
for the structural adjustments made to cater for the
needs of a young person who required the permanent
use of a wheelchair.
Inspectors found evidence of good practice in centres
caring for young people from minority groups. In one
centre staff made contact with a cultural support group
with knowledge of the children’s ethnic background and
got information on cultural practices, food availability
and preparation. Staff accessed interpreters to facilitate
communication with the young people. Some of these
interpreters took on a mentor-type role in relation to the
young people. Two centres were praised for their
success in integrating homeless young people into
mainstream services.

6

7.1.4 Managing behaviour

All of the centres had policies on the use of sanctions.
In two-thirds of the centres sanctions were used
moderately and appropriately. The emphasis was on
communication and the use of discussion and
negotiation when dealing with difficulties. In these
centres the ongoing professional and caring
relationships with the children and young people was
the most effective way of responding to young people
in general and in particular when they were distressed
or angry. Sensibly, when particular sanctions were seen
to be ineffective they ceased to be used.
In seven of the 17 centres inspectors found the
management of behaviour posed significant challenges
for staff. Difficulties were found in the use of physical
restraint, single separation and unplanned discharges to
deal with behaviour management problems. In three
centres, inspectors considered that there was such a
crisis of confidence and authority amongst staff that
they could not ensure the safety of the young people or
themselves. Inspection reports recommended that
managers should undertake a critical review of practice
and/or that advice and consultation should be made
available to assist staff in improving their practice.
Following inspection, practice required to be changed in
five of the centres. This related to the use of
inappropriate sanctions or the inappropriate application
of sanctions. In some instances reliance on the use of

Note findings under care practices and purchasing by vouchers and
notification procedures of unauthorised absences.
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sanctions
was
considered
excessive,
was
disproportionate to the misbehaviour, or involved the
use of accumulated sanctions, over a number of days
for one incident of misbehaviour. Compliance with a
sanction does not automatically imply that the use of
sanctions is effective or that imposing a sanction is the
most effective response to difficult behaviour.
Inspectors advised greater emphasis on assisting
young people to internalise controls, and, through
discussion, assist young people to negotiate and
identify means of reparation.
The use of sanctions was not always in accordance with
the centres’ own policies. In one centre inspectors
found that some sanctions prohibited in their policy were
threatened in order to secure compliance with a request.
In another centre, where the use of sanctions was of
particular concern, staff relied heavily on a limited
number of negative actions, rather than an individualised
approach to imposing sanctions as per their own policy.
Of particular concern was that loss of placement was
included amongst the list of permitted sanctions, which,
on occasion, led to unplanned discharges.

The highest incidence of physical restraint took place in
three centres – two high support units and one special
care unit. There were some problems. Inspectors had
concerns that, in some instances, physical restraint was
not justified by a serious risk to safety. Inspectors
recommended that, as far as is practical, managers
should be required to give prior approval for its use. The
high level of physical restraint of one young person
required urgent review. Inspectors found that, in some
situations, the records were of limited use in allowing
the reader form a judgement on its appropriateness.
Records did not always reflect the full impact of what
had taken place and in some instances was not signed
by management. Some social workers and guardians
told inspectors they were not always notified of all
incidents of physical restraint.
7.1.6 Single separation
Single separation (used in four centres, two high
support units and two special care units) means,
isolating a young person from their peers in a room or
area of the building. Some of the concerns about the

7.1.5 Physical restraint

use of physical restraint, described above in respect of
the two high support units and one special care unit,

Therapeutic Crisis Intervention (TCI) was the approved
method of physical restraint in all inspected centres. All
or the majority of staff in 16 of the centres were trained
in its use. The absence of staff training in TCI in one
centre was because the majority of staff were agency
staff and the employing agency had a policy of non
restraint. It was a matter of concern, that despite this
policy, restraint had been used in the centre. This
contravened the board’s own policy which is that young
people can only be restrained by staff trained in its use.
This situation was unsatisfactory. Where conflicting
policies between the HSE and employing agencies
exist, they should be resolved.

also applied to the use of single separation.
Young people cannot be detained in an open setting
such as a children’s residential centre, special
arrangement or high support unit. These centres will
have the usual routines and rules about seeking
permission to leave (depending on age and maturity)
and locking doors at night. Inspectors acknowledge
that, where there is a serious risk to the safety of
children and young people, limits should be placed on
their movement. Confining a young person within a
centre should always be a measure of last resort,
clearly linked to an identified and serious risk, and

Seven of the 17 centres had not used physical restraint
in the year prior to inspection, and six of these had
never used it. A further seven centres that used
physical restraint did so infrequently. The staff had a
keen sense of their duty to care for and keep the young
people safe. They told inspectors that they would
physically intervene in situations if this was required in
order to prevent injury. In general staff used life space
interview techniques, a system drawn from therapeutic
crisis intervention training, effectively and individual
crisis management planning was used to guide staff’s
response to challenging behaviour.
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always subject to the approval of managers. Part of the
inspectors’ role is to assess whether measures that
restrain or restrict young people are used non-routinely
and only in exceptional circumstances. In some cases
this was so. However, in other cases it was difficult to
see how the situations leading to a single separation
created a serious risk. In these situations the frequent
use of single separation argued against these measures
being used exceptionally; rather they had become a
routine way of managing behaviour.

7.1.7 Absence without authority
All centres inspected against this standard had policies
about notification and recording requirements when
young people were absent without authority. Staff
understood and implemented these policies.
Five of the centres had no incidents of unauthorised
absences in the year prior to inspection. The remaining
12 centres had some, ranging from very few to a high
level, some for very short periods of time.
While this standard was met in the majority of centres,
the concerns found by inspectors in a small number of
centres were about (a) notification procedures, (b)
absences linked to child protection concerns, and (c)
practice on the return of young people to the centre.
In two of the centres the Gardai and relevant others
were notified as a matter of routine once a child or
young person went absent without permission. In one
centre the staff knew where the children and young
people were (in the locality or at a friend’s house) and
they either returned by their own volition or were
accompanied by staff. The children and young people
had left the centre without permission but there was no
general concern about their welfare. Nonetheless, the
full rigour of the notification policy was implemented. In
the other centre the unit’s policy was to call the Gardai
if a child or young person was out of their sight for more
than 10 minutes. Inspectors were of the view that these
responses were inappropriate and stigmatising to
children in care. The HSE should develop a policy that
allows the staff exercise judgment about each episode.7
Notification to the Gardai should be used only in the
context of a risk assessment, preferably one that has
been incorporated into the statutory care plan review
process.
In two of the centres there were significant concerns for
the safety of some children and young people while
they were absent from the centres. Staff members
tried to dissuade and discourage them from leaving the
centres and discussed with them their risk taking
behaviour. In the view of inspectors more needed to be
done to address this issue. Where young people put
themselves at serious risk in the course of unauthorised
absences, the child protection system should be
involved.

Inspectors had concerns in two units about practices
following the young people’s return or attempt to return
from an unauthorised absence. In one unit the practice
of separating young people from their peers, following
an unauthorised absence appeared to happen routinely,
rather than as a direct link to an issue of safety and in
exceptional situations (as discussed in 7.1.5 above). In
the other unit inspectors learned that, in some
instances, if a young person contacted the unit seeking
to return, it was unit policy to request that the young
person go to a Garda station in order to be
accompanied by the Gardai on their return to the unit.
In the absence of a compelling reason or where the
safety of the young person is at issue, inspectors
recommended that this procedure change as it is an
institutionalised and stigmatising practice.

7.2 Safeguarding and Child Protection
Findings about safeguarding and child protection should
be considered in the context of overall care practice.
Where inspectors found good attention to children’s
rights, partnership work with parents and social
workers, effective leadership and safe recruitment
procedures in centres, they also found good
safeguarding practice and safe care.
The opposite also applied. Inspectors had concerns
about safeguarding in four centres. In these centres
there was poor internal management, inadequate
children’s complaints procedures, weak staff support
systems, and in one centre the structure of the building
made the task of keeping children safe very difficult. In
three of these centres the issue of child protection was
closely linked to that of behaviour management, as the
staff could not ensure their own safety, or the safety of
other young people was compromised.
Almost all of the centres had policies on safeguarding,
and in general inspectors found that staff had a good
understanding of them. However, the existence of
policies did not ensure that staff were sufficiently aware
of safeguarding practices. An example was where staff
were not aware of the centre’s policy on prohibiting
children and young people visiting staff in their homes.
The same applied to child protection procedures. In four
centres inspectors had concerns about delays in
notifying social workers of complaints that had a child

7

The SSI has recently developed a guidance note on dealing with
unauthorised absences which the HSE may wish to consider in reviewing
its policy.
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protection element. In some instances internal

7.3 Education

assessments were made prior to notification. In these
instances there was poor guidance regarding the

As in previous years, inspectors found the standard on

requirement to notify the social worker about

education was well met. Education was highly rated by

allegations against staff, safeguarding issues or child

residential staff as a vehicle for enhancing both the self

protection concerns. In a fifth centre there was no

esteem and future success of the young people in their

system in place for the notification of high levels of

care. The figures below account for the centres

unauthorised absences as a child protection concern to

inspected during 2004, and not all children’s residential

the child care manager. In a further centre, where two

centres. During this inspection period four units had on-

child protection concerns had been notified to the social

site education facilities.

work department, inspectors were concerned at the
length of time it took to bring the assessments to a

Of the 84 young people in the inspected centres 56

conclusion.

(67%) were less than 16 years of age. All of this group,
bar four children, were attending school full time. Of

This round of inspections noted an increase in the
number of centres (approximately two thirds) that had
anti-bullying policies. Some policies required revision,
where for example, a policy referred to bullying of staff,
but not young people. Another policy required the
young person being bullied to fill out a complaint form
as a necessary condition for dealing with bullying. A
third did not include notification to social workers, or the
treatment of bullying as a child protection concern.
While the majority of centres were vigilant in relation to
bullying and had strategies to deal with it, evidence of

these four, two children were referred to schools,
awaiting placements, a third was studying at home for
his Junior Certificate. The fourth child had been
suspended from school for a total of 41 days in the
academic year of inspection. The National Education
Welfare Board had not been notified as required by the
Education Welfare Act 2000 and no alternative tuition
was put in place during this time.
Of the 28 young people aged 16 or over, 17 were in full
time education, nine were on training courses, one was
working and one was unemployed. Two of those in full
time education had offers for third level education.

bullying was found in three centres. In one centre
inspectors were concerned that the problem was not

Reference: Tables 25 & 26

being fully acknowledged as the young person who was
being bullied had not made a complaint, despite the fact

Overall, inspectors found that staff placed a high value

that staff were aware of it. The same staff group were

on education. Central to this was an expectation that

not confident that they could prevent a new younger

each young person maximise their education and

resident from being bullied. In the second centre a

training opportunities. Staff gave young people

young person had been bullied over a period of time

assistance with their homework and maintained a good

despite staff intervention. However a formal risk

routine. They helped young people choose their

assessment had not been carried out nor had the

subjects with care and gave close attention to their

suitability of placements been reviewed.

interests and aptitudes.

The mix of children in a centre should not compromise

In some instances the staff team were commended for

the social, emotional, physical or personal wellbeing of

the determined and creative way they encouraged the

individual children. All staff teams must be in a position

young people to stay in school. One young person who

to ensure that the children do not come to harm while

had successfully completed his Junior Certificate told

in their care. Bullying is a child protection issue and

inspectors that he never dreamed of completing it

centres ought to have comprehensive policies and

before he came to live at the centre. Another young

practices to counter it.

person said he used to fear exams but now they were
"no problem". A school principal said that staff interest
and communication with the school was excellent and
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Percentage Education Figures for Children under School Leaving Age*in Children's
Residential Centres Inspected by the SSI between 1999 and December 2004

TABLE 25

80%

60%

0%

0

91 67

July 1999 - July 2000

55

49

2

2

July 2000 - July 2001

School Placements

5

4

5

4 1

July 2001 - July 2002

5

37 23 17

August 2002 December 2002

Training Programme

14

January 2003 December 2003

7.1%

92.9%

2.9%

7.3%

89.9%

5%

95%

1.7%

1.7%

96.7%

7.6%

13.5%

20%

92.5%

40%

86.5%

Percentage of children under school leaving age

100%

8

January 2004 December 2004

No placements**

10

*The minimum school-leaving age had been 15 prior to July 2002. It changed to 16 in July 2002.
**Children that were receiving some form of tuition were included in the 'no placements' category.
4 children (7.1%) had no placements at time of inspection.

Percentage Occupation Figures for Young People over School
Leaving Age* in Children's Residential Centres Inspected by the
SSI between 1999 and December 2004
TABLE 26
100%
90%

70%
60%
50%
40%
30%
20%

July 1999 July 2000

July 2000 July 2001
School Placements
Unoccupied

July 2001 July 2002

August 2002 December 2002

Training Course
Individual Tuition

January 2003 December 2003

61%
32%
4%
4%

40%
28%
8%
12%
8%
4%

75%
25%

69%
9%
6%
14%
3%

0%

59%
16%
9%
16%

10%

47%
32%
5%
16%

Percentage of young people over school leaving age

80%

January 2004 December 2004

Employed
Third Level

10

*The minimum school-leaving age had been 15 prior to July 2002. It increased to 16 in July 2002
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they co-operated with the school in every way possible.
During this inspection year inspectors found further
examples of good practice. These included:


just under one third of centres had children
remaining in the school that they attended prior to
their admission to the centre,



good consultation with the young people about
choice of subjects and courses,



key workers met with class teachers weekly and
fully participated in all school activities,



staff drove young people distances to school and
college to allow them attend a suitable school or a
course of their choice,



exam results were celebrated by staff and young
people,



strong encouragement to pursue third level
education.

Young people were aware of the interest the staff team
took in their educational progress and the pride they
took in their educational achievement. One young
person stated that the centre manager was ‘wicked
happy’ when he heard of his successful exam results.
Overall the standard on education was well met.

7.4 Health
The standard on health was well met. In general,
children and young people had opportunities for regular
exercise, a varied diet, and prompt access to health
professionals when required.
As stated in previous reports, the area of record
keeping and history of prior medical interventions was
poor. While centres gave verbal accounts of medical
examinations having taken place on admission, this was
not always evident on the care files. There should be
documented evidence that children in residential care
have had a medical assessment. It should review their
complete medical history and checks to ensure that
routine screenings and immunisations have not been
missed due to early life experiences, including poor
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school attendance. In the absence of full medical
assessments and past medical histories, social
workers, managers and staff cannot be assured of a
child’s good health.
All of the young people had access to a general
practitioner (GP). Where possible young people were
registered with the GP they attended before admission
to the centres. However access to GP services was
problematic for a special care and high support unit. The
special care unit was using a medical on-call agency, an
unsatisfactory arrangement due to the continuous
change of doctors visiting. An effort was made to
contract a local GP service. In the high support unit
there were difficulties accessing an out-of-hours
medical service. Parental consent was sought for
medical treatment and parents were kept informed of
medical interventions.
The staff team, key worker and in some cases, a
specialist agency, were involved with children and
young people discussing their health, life skills, hygiene
and self care, and sex education. In some cases this
work augmented programmes already available in
school, such as Stay Safe. Where health and sex
education was carried out solely by the key worker,
inspectors advised that they make the staff team aware
of this work, both for transparency of practice, and for
consistency of approach. As previously found, the
quality of this work depended on the competence of
individual staff members. Only three inspection reports
noted that staff had received training or were about to
commence training in health and sex education.
While all of the centres operated non-smoking policies,
some of the young people smoked outside the centres.
In some centres they were actively encouraged to quit.
Other centres were less active. Inspectors strongly
urge that young people are given the message not to
smoke and that this is backed by guidance and health
education programmes encouraging them to stop.
In general there were good systems in place for storing
medication and recording its administration. In two
centres staff had access to over-the-counter
medications from the medical cabinet. To ensure that
there was no room for error in relation to the medication
records, inspectors advised that staff should take
responsibility for their own medication and keep it
separately from that used by the young people. A third
centre was advised to be more vigilant in locking up
medication.

7.5 Premises and Safety
7.5.1 Premises
The majority of centres were tastefully decorated,
homely and personalised. A number had large gardens
equipped with play areas. In 15 of the centres all of the
children had their own bedrooms, and two siblings
shared in the other two centres. Bedrooms were
personalised with posters, certificates of achievement,
family photographs and personal belongings. Two
centres required redecoration.
Eleven centres were detached houses. Inspectors
expressed concerns about three of them. One was
institutional in design, another was located in the grounds
of a hospital and the third, by virtue of its remote location,
limited activities and friendships for the children.

While fire drills were carried out, inspectors
recommended that these take place on a more regular
basis in six of the centres. Similarly, in seven centres
inspectors recommended that staff attend training in
fire safety and evacuation.
A health board is required to carry out a health and
safety assessment to satisfy itself that the centre is a
safe place for young people to live in and for staff to
work in. Safety audits had been carried out in about
two-thirds of the centres. However, some of these
required updating. While in the main the deficits outlined
by audits were addressed, inspectors were concerned
to find that in one centre a number of high risk hazards
were still outstanding, and in another, there was an
urgent need to carry out an audit because the structure
of the building posed safety concerns.

The remaining six centres comprised two special care
units, two high support units, one hostel and one crisis
intervention centre. The SCU’s and HSU’s were based
in purpose-built or specially converted accommodation,
away from residential areas. There were concerns
about the other two centres. The unsuitability of both
buildings was based on safety implications and their
structure and internal layout made the task of caring for
and supervising young people difficult. In both cases
recommendations were made regarding their suitability.
In two-thirds of the centres minor repairs were attended
to promptly by the board’s maintenance section or by
using private contractors. One-third reported some
delays particularly in relation to non-emergency repairs.
7.5.2 Safety
As with the findings in last year’s annual report, almost
all of the centres had safety statements. Of grave
concern was that one-third of inspected centres could
not provide written confirmation that the centres
complied with fire safety regulations. Sixteen of the
centres had appropriate fire safety features such as fire
and smoke alarms, fire extinguishers and emergency
lighting. The seventeenth centre, located in a twobedroomed rented apartment did not have smoke
alarms or fire extinguishers. This centre closed shortly
after inspection.
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Section Eight
Five years of inspections:
equity, recommendations and
implementation

8. Five years of inspections:
e q u i t y, r e c o m m e n d a t i o n s a n d
implementation
8.1 Equity of services
A significant issue arising from the first five years of
inspections was the inequity of the range and quality of
services. The choice and quality of services provided to
children depended on the community care area and
health board area that the child lived in on coming into
care, the ethos of that area and its capacity to deliver
efficient services.
Given the examples of excellence that exist, a
disappointing feature was a failure to showcase and
replicate the best of them. One hopes that a unified
HSE will have a greater ability to achieve this than the
10 distinct health boards.
The SSI does not undertake a financial audit or value for
money review as part of its inspection. There were,
however, instances where it was evident that some
health boards, and some centres within community care
areas, had access to greater resources than others.
Included here was access to multi-disciplinary teams.
Some areas had excellent access to this resource,
whilst for others it was negligible. It was not apparent
what criteria were used to draw these resources. A
difficulty arose, even where information was available,
in being able to compare like with like. Services,
structures, definitions, titles and responsibility of post
holders differed across the health boards. For
examples, the reader is referred to chapter two of this
report for different rates of children in care, and
placement type, against health board area, and chapter
three for different types of category of centre.
The SSI’s inspection programme revealed that a
minority of health boards had significant problems in
meeting the National Standards for Children’s
Residential Centres in a number of their centres. Health
boards with a high number of temporary and agency
staff had difficulties delivering quality services.
Organisations with difficulties providing good services
frequently encountered problems in implementing
recommendations, particularly those with planning,
staffing and training implications.
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An aspect of a health board’s ethos was how it dealt with
inspection
findings
and
recommendations.
Organisations that focused on the experience and
outcome for the child, and those where measurement
and review were part of regular work habits were usually
better able to accommodate the anxieties an inspection
may evoke and commit to implementing the required
changes. Features of a client focused culture were:


where the needs of children determine the nature of
services,



where staff were flexible to change,



where the needs of children took precedence over
professional loyalties,



where audits and measurement of outcomes were
regularly undertaken.

8.2 Recommendations and implementation
Following inspection of a children’s residential centre,
recommendations are made on areas requiring
improvement. There are ten standards for Children’s
Residential Centres and seven for Special Care Units.
Five years of inspections have consistently found that
the two main areas that needed to improve were
management and staffing, and planning for children and
young people. Whilst all recommendations need to be
implemented to ensure high standards of care, good
quality management and planning for children have to
be in place to enable other standards to be achieved.
Table 27 shows the percentage of recommendations
made against the National Standards for Children’s
Residential Centres. The uniformity of recommendation
type over this first round of inspections stands out. A
worrying aspect is the consistency of deficits in specific
standards as shown by the recommendations. This
suggests that messages from earlier inspections did
not transfer across centres.

Percentage of Recommendations made by SSI under the
National Standards for Children’s Residential Centres 1999 - 2004
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1. Purpose and Function

5.11%

2. Management and Staffing
3. Monitoring

20.43%

13.10%

4. Children’s Rights

3.13%
2.72%
0.82%

6.51%
14.5%

9.88%
23.81%

5. Planning for Children and Young People
6. Care of Young People
7. Safeguarding and Child Protection
8. Education
9. Health
10. Premises and Safety

Reference: Table 27
A fifth of all recommendations refer to management and
staffing. These recommendations focused on
recruitment practices such as vetting, supervision of
staff,
qualifications
and
training
needs.
Recommendations were consistently made regarding
centres with a high turnover of staff or a heavy reliance
on agency staff. These practices do not support
consistent care where the management of children’s
needs is based on relationships. Finally, some
recommendations called for authoritative management,
more likely to occur where managers are in permanent
positions and have the relevant experience.
The highest category of recommendations, at 23.8%,
focused on deficits in planning for children and young
people.
Underpinning
this
category
of
recommendations was a scarcity of evidence that
quality short term and long term planning, based on the
welfare of the child, was occurring. Social workers, in
consultation with others and the child, need to clearly
lay out what the plan is for the child, how it will be

achieved and the time frames. There should be a
regular review of whether the child needs to stay in
care, and if their placement is optimal for them. Where
the range of services required have not been formally
identified by social workers through the care and review
planning process, and communicated to senior
managers, then appropriate service planning will not
occur.
Recommendations on the care of young people came
to 14.5% of the total. Problems identified in the care of
young people could, in the main, be rectified by
changing practice, attitudes and institutional responses
to situations.
Recommendations (13.10%) on premises and safety
focused on the suitability, maintenance and safety of a
centre. Resolving these problems lay both in the hands
of local managers where attention to detail, homeliness
and a rigorous attitude to safety, including fire drills was
required; and with senior management where suitability
of the premises for function, maintenance and fire
safety were the main issues.
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Reference: Table 28



in service training and supervision of staff,

The recommendations made in relation to the two
Special Care Units are similar to those made to the
children’s residential centres. Over 30% of
recommendations were on planning for young people,
while 27% focused on care of young people. This latter
area posed significant challenges to special units in
achieving the balance required in care and control, in
particular in the management of challenging behaviour.
As the management and staff teams become more
stable and experienced they should be able to put in
place care practices and an approach to management of
behaviour that reflect an authoritative, confident,
reflective and child centred approach. The third area of
recommendations, at just under 20% was on
management and staffing. Recommendations in this
area focused on recruitment and retention issues.



access to multi-disciplinary teams,



care planning,



policy development and training on children’s rights,



aftercare,



monitoring,



fire and health safety.

An objective of publication of reports on a website is to
promote general learning from specific findings. It is
difficult to measure the extent to which this has
occurred to date. The HSE will be in a position to
implement varied quality improvements. Co-operation
amongst health boards had begun on a regional basis in
strategic
planning
of
specialist
services.
Recommendations that SSI make regularly, that could
be developed nationally and implemented across the
regions include:


management structures,



staff employment patterns,
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The SSI’s five year inspection benchmark reminds all
involved that the value of inspection is dependent on
outcomes for children. Are the deficits identified on
inspection being rectified, and do they lead, in the short
and long term, to benefits for children? The current
method of checking how inspection recommendations
are implemented, whilst satisfactory in many cases, is
limited. Experience to date indicates that, on occasions,
intentions and good will, and even written assurances of
the implementation of recommendations do not always
translate into action. The SSI has brought this matter to
the attention of the DoHC and a new follow up process
to ensure full implementation of recommendations will
be introduced.
The SSI has opened discussions with the HSE to see
what steps can be taken to support greater and more
consistent implementation of recommendations;
particularly those that are made on a regular basis and
that have national application.

Percentage of Recommendations made by SSI under the
National Standards for Special Care Units 1999 - 2004
27.23%

1. Purpose and Function
2. Management and Staffing

31.49%
7.66%

3. Monitoring
4. Planning for Young People

2.13%

5. Care of Young People
6. Premises, Safety and Security

4.26%
7. Education

8.09%
19.15%

page 64 • SSI

SOCIAL SERVICES
INSPECTORATE

Social Services Inspectorate
Third Floor, Morrison Chambers,
32 Nassau Street, Dublin 2.
Tel:
(01) 604 1780
Fax:
(01) 604 1799
Email: issiinfo@health.irlgov.ie
Web:
www.issi.ie
Foireann Chigireachta Sheirbhísí Shóisialta
32 Sráid Nassau, Báile Atha Cliath 2.
Teil:

(01) 604 1780

Facs:

(01) 604 1799

