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1.  Analysis of Findings 
 
The Social Services Inspectorate (SSI) carried out an announced inspection of a children’s 
residential centre in the Health Services Executive (HSE), Southern Area under Section 69(2) of 
the Child Care Act 1991.  The centre was one of a number of HSE run children’s residential 
centres in the North Lee Community Care Area (NLCCA), all of them line managed by the child 
care manager. It was a five-bedded, single storey centre for young men, accepting admissions from 
the Southern HSE region. The centre, which opened in 1991, holds the distinction of having been 
the first purpose-built children’s residential centre to be opened by a health board. The purpose of 
the centre was to offer short to medium term care for boys aged 15 – 18 years.  At the time of 
inspection there were three male adolescents aged 16 and 17 years living in the centre.  
 
Overall, there was an excellent standard of primary care in the centre, and it was well managed and 
staffed by a team with a considerable record of experience in providing residential care. The young 
people, their parents, and other professionals held the staff in high regard. There was evidence of 
warmth, commitment and vitality in the relationships between staff and young people. The health 
and educational needs of the young people were well met. Several of the standards were mostly 
well met, and where practice needs to improve in order to fully meet their requirements the 
necessary recommended actions are remedial rather than radical. The manager and staff are 
commended for the standard of care they provided.  
 
The centre had previously been inspected by SSI in 2001 (Inspection 37, Southern Health Board).  
Where appropriate in this report reference is made to the recommendations of the last inspection 
report.  
 
Practices that met the required standard 
 
The accommodation was of a high standard. It consisted of a purpose-built bungalow standing in 
its own grounds in the outskirts of the city. It was opened in 1991. The standard of the fabric and 
fittings in the centre was good and maintenance was local and responsive. The furnishings and 
décor were appropriate, and the young people had individual rooms which they had painted to their 
liking and personalized with pictures, posters and hi-fi systems. There was a large kitchen/dining 
room, and a large sitting room with comfortable furnishings. There was a patio and a large lawn on 
which the young people could play football.  

The food was of a high standard, and praised highly by the young people. The centre had the 
services of a cook who was keen to provide home cooking wherever possible, and this was 
appreciated by the young people. They could express preferences, and they were able to prepare 
snacks between meals as required. The kitchen/dining room had a large family table, and was well 
equipped with modern domestic appliances. Meals were taken together with young people, staff, 
visiting parents, social workers and others eating around the one table together.  
 
The daily life of the young people was well organized, but they were also given clear opportunities 
to exercise choice in day-to-day decision making. They were given age-appropriate responsibility 
in terms of coming and going to and from the centre, and opportunities to engage in a wide range 
of activities inside and outside the centre. They were encouraged to make appropriate links with 
the local community, and had the use of bicycles to travel about the city.  
 
The centre had a good management structure, and the acting centre manager was well thought of 
by the staff and young people. He was assisted in his role by an acting deputy centre manager. 
There was clarity of reporting lines, with the manager receiving regular supervision from his line 
manager.  
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The centre had a long-serving staff team consisting of 13 full-time and four part-time posts. Two 
staff had social care qualifications, and seven had other relevant qualifications. Five staff were 
being supported by the HSESA in gaining appropriate qualifications. There was a good 
representation of experience and gender balance in the staff group. There were ten men and seven 
women. The average age was 35 years and the average length of service in the centre was nearly 
seven years. Inspectors found that staff worked well together, and that there was a warm and 
professional approach to the care task. The overall team function was good. The HSE is 
commended for supporting staff in obtaining qualifications.  
 
Contact with families was of a high standard. Young people and parents told inspectors that staff 
went out of their way to ensure that contact and visits to and from the centre by families was 
facilitated. Parents always felt welcomed and respected by centre staff, and could see their children 
in private. They were involved in taking their children to medical and dental appointments and 
shopping for clothes, and were happy that they were kept well informed of routine and significant 
events in their children’s lives. Staff are commended for the high standard in contact with families.  
 
The centre had a dedicated senior clinical psychologist who also had oversight of three other 
centres.  He was available to the staff for consultation, carried out assessments, and contributed to 
the care planning process by preparation of reports and attendance at all reviews.  The role of the 
psychologist was defined in a draft written statement of operational policy.  The centre was able to 
access other specialist services as required.  
 
The centre met the standard well in respect of the use of physical restraint. There had been only 
two occasions when it was used during the year prior to the inspection, and it was well monitored. 
The Serious Incident Review Group had been set up to monitor regularly incidents of the use of 
physical restraint from 13 of the region’s children’s residential centres.  Inspectors welcome this 
development.  
 
The standard on complaints was mostly well met. Young people and parents were clear about what 
they needed to do to initiate a complaint, and had confidence that it would be dealt with promptly 
and appropriately. Consultation with young people in day-to-day matters was good, and weekly 
meetings were held in which young people could discuss their own agenda.  
 
The standard on monitoring was good overall. Monitoring visits were frequent and regular and 
written reports sent to the centre were read by some staff.  
 
Inspectors found that most admissions had been well planned. Practice in relation to preparation 
for admission was good. There was evidence that centre managers and staff informed themselves 
well about the young person’s circumstances, and that contacts and visits took place prior to 
admission.  All the regional residential centres had a common system of referral for admissions. 
This was a new development and is welcomed by the inspectors. Referrals were considered by an 
admissions panel to which referring social workers were able to present their cases in person as 
well as provide written supporting documentation.  
 
All three young people attended education facilities regularly and spoke highly of the opportunities 
they had been provided with. Staff facilitated two of them with transport to the school they 
attended, and there was close communication between the school and the centre. Staff are 
commended for the standard acquired in meeting the young people’s educational needs.  
 
Practice in relation to the health needs of the young people was good. The young people were 
registered with a local GP and could access other health services. Medication was kept in a safe in 
the staff room, and its administration was appropriately recorded.  
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Practices that met the required standard in some respect only 
 
The placement of one young person was well outside of the timescales described in the statement 
of purpose and function – minimum of six weeks and maximum of two years. He had been living 
in the centre for three and a half years. As indicated in the previous inspection report, given the age 
group that the centre caters for, the statement of purpose and function should put greater emphasis 
on preparation for leaving care and plans for moving-on and aftercare.  
 
The posts of the acting manager and the acting deputy manager should be made permanent. This 
was a recommendation of the last inspection. The acting deputy manager is attending a social care 
qualification course, but the acting manager needs to complete his training. Inspectors recommend 
that this is given priority.  
 
The standard on vetting of staff was partly met. However, two of the staff did not have Garda 
clearances at the time of the inspection. Nine of the 15 staff with Garda clearances started 
employment before clearances were received.  Eleven staff had three references, five had two, and 
one had one. Outstanding clearances should be sought as a matter of priority.  
 
The centre had a large ledger for a register. The most recent entries, from September 2002, were 
complete and conformed to the requirements of the regulations. However, the first 69 of the total 
81 entries did not contain all the details required by the Child Care (Placement of Children in 
Residential Care) Regulations, 1995, Part IV, Article 21. The acting centre manager should ensure 
that, retrospectively, all entries in the register meet the requirements of the regulation. 
 
Social workers told inspectors that they were notified of significant events. Unauthorised absences 
were particularly well notified. However, it is not clear from the records that complaints, for 
example, were notified to social workers. Inspectors were of the view that notifying monitoring 
officers on a monthly basis was not sufficient to meet the standard which requires notifications to 
be prompt.  There was a serious incident review planning and support group which monitored 
instances of the use of physical restraint. This group covered all the HSE centres in the southern 
region. Inspectors commend this development and recommend that unauthorised absences are 
included in the review of serious incidents.  
 
Generally, there was good internal consultation with the young people about day-to-day decisions. 
However, the young people told inspectors that while their views about plans for later in the week 
were discussed with them they were not always passed on to staff coming on duty.  
 
There was a system in place for formal supervision. Inspectors were told by staff they interviewed 
that although the frequency was supposed to be 4-6 weekly there had been some slippage. The 
system needs to be more rigorously followed. For example, there were forms for supervision 
contracts which had been recently introduced. However, on several files these had not been 
completed. The records of some supervision sessions were not legible. While acknowledging 
irregularity, supervision was well spoken off by staff, as was the support of the employee 
assistance programme provided through the HSE’s local occupational health unit.   
 
There was a clear commitment to training, and some relevant training had been received by staff. 
An analysis of training needs of the staff team should be more systematic and should consider the 
centre’s overall needs as well as staff’s individual preferences. Up to the time of the inspection 
there was an “a la carte” approach to training resulting in some courses attended not being relevant 
to the centre’s purpose and function. Children’s First training had mostly consisted of briefing 
sessions. Inspectors are of the view that staff should receive training in the Children First relevant 
to residential settings. Some of the staff had not been on the refresher training in Therapeutic Crisis 
Intervention (TCI) in accordance with HSE policy.  Inspectors recommend that this is rectified as 
soon as possible.  
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Training for the centre’s staff in sexual health promotion was recommended in the 2001 inspection 
report. It did not happen. It was required in order for the staff to complete a key plan of action in a 
care plan. It should be provided as a matter of priority. There should be training in the assessment 
and management of risk, particularly since admissions to the centre have included young people 
presenting aggressive, sexualized and seriously self-harming behaviours and a history of 
challenging behaviour in other centres.  
 
Administrative files were generally of a reasonable standard. The routes of notification were not 
clear on the forms used to report use of physical restraint. Whilst managers told inspectors that 
they monitored practice and records as required by the standard, the records did not provide 
evidence that this was done. It is recommended that they sign records after reading them so that 
they have evidence of their monitoring function.  
 
Inspectors found that the role of the monitoring officer was unclear to some staff, and that access 
to their reports by staff was not clear. The practice of sending monthly notifications of 
unauthorised absences to the monitoring officers is unsatisfactory. Under the standard, 
notifications should be more prompt.  
 
The standard on complaints was mostly well met, but inspectors found that complaints forms had 
not been signed and did not indicate who had been notified of them.  There was confusion about 
the nature of a complaint. There had been six formal complaints during the year prior to the 
inspection. Three were complaints about bullying, and one of these was about an alleged assault. 
These should be have been notified as child protection matters to the supervising social workers 
rather than simply being addressed in the centre. In interviews with staff, inspectors were made 
aware that there was concern about the young people’s vulnerability in respect of bullying. The 
centre introduced a book logging incidents of bullying in March 2006. At the time of the 
inspection it contained nine entries. Inspectors are of the view that the monitoring officer should 
regularly read this record.   
 
The majority of admissions were well planned and practice in relation to preparation for admission 
was of a high standard, but two were emergency admissions of young people with a history of 
aggressive behaviour. They had a serious impact on the young people and staff in the centre. In the 
view of the inspectors the suitability of another admission should have been subject of a risk 
assessment and should have received more prominence during care planning. The requirement of 
the regulations and referral process for social histories to be provided had been met, but inspectors 
found that a referral in 2004 was supported by a social history produced in 2001.  
 
It was difficult to determine the extent to which the standard on supervision of placements and 
visiting of young people was met. The visits to one of the young people were within the minimum 
statutory timeframe. For one young person visits coincided with access visits and review meetings, 
and for the other young person no visits were recorded, but inspectors were told that contact 
between the young person and his social worker took place. While social workers interviewed by 
inspectors showed commitment to the young people in the centre, they were unsure of their role in 
terms of satisfying themselves that the young people were well cared for and safe. They also did 
not read records from time to time as required by the standards.   
 
Most discharges were planned, but inspectors had concerns about one discharge that had not been 
planned. It followed an incident that occurred in the centre, but in interviews with staff inspectors 
learned that it had a significant adverse affect on the young person discharged. Inspectors urge the 
HSESA to develop strategies for ensuring that where discharges are made on the grounds of safety 
or protection of other young people that they are managed within the care planning process.   
 
While the spiritual needs of the young people were acknowledged they were not addressed. 
Managers should produce guidelines for staff to assist them in meeting this standard.  
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Generally, the standard of management of behaviour was good. The young people were clear about 
what was expected of them, and of the consequences for inappropriate behaviour. The system of 
sanctions had been reviewed a short while before the inspection and replaced by consequences. On 
examining records inspectors found that sanctions and consequences were not in frequent use and 
that being banned from retreating to one’s bedroom was the most commonly imposed 
consequence. Some of them were inappropriate, and young people said that it was possible to have 
more than one consequence for one instance of unacceptable behaviour. In some instances the total 
amount of pocket money was docked for reparation of damage, and electricity to bedrooms was 
cut off after radio systems were played loudly or damage was done in a bedroom. Systems of 
consequences were due to be reviewed on a regional basis.  Inspectors welcome this, and 
recommend that any changes in the system of consequences in the centre are in line with the 
standards and best practice and approved by the HSESA. 
 
The use of cameras was alluded to in the 2001 inspection, and in this inspection young people told 
inspectors that they found the presence of cameras intrusive. Staff explained that the camera’s 
presence in the bedroom corridor was a useful deterrent against young people wandering at night. 
The video footage was checked each morning to ensure that no movements had taken place during 
the night. Staff told inspectors that it was extremely rare to find anything on the video footage that 
required follow-up. This might be an argument either that they are effective or that they are 
unnecessary, but the use of cameras inside a children’s centre is institutional and unacceptable. 
The centre should resemble a home environment as nearly as possible, and the presence of a 
CCTV camera inside the house is not homely. The acting centre manager should put alternative 
measures in place in order to dispense with its use.  
 
Inspectors were concerned about the high incidence of unauthorised absences. Over the year prior 
to the inspection there had been 56 unauthorised absences. Thirty of these involved one young 
person, aged 17, who had left the centre late in 2005. Some of his absences were of long duration. 
Fourteen were overnight; two were for two days, and one for three days. There was a period in 
November 2005 when the absences coincided with staff having difficulties managing challenging 
behaviour within the centre. The acting centre manager told inspectors that some of these involved 
risk behaviours, but the majority were where the young person returned to his home area and to the 
company of local associates. The problems raised by these episodes were resolved, and the number 
of absences from January 2006 until the time of the inspection reduced to two episodes, each of 
three and a half hours duration involving two young people. Inspectors are of the view that in 
instances where absences are for long periods or there is a sustained pattern over a short time or 
there are particular concerns about risk, the Serious Incident Review Group, which already reviews 
the use of physical restraint, should also consider unauthorised absences.  
 
In practice, the young people and their parents said that the care offered by the centre was safe. 
However, safeguarding practice was poorly understood by staff. There was confusion amongst 
staff about the procedures regarding child protection referrals; and regional policies on 
safeguarding, such as the policy on professional boundaries, were not familiar to them.  The role of 
the supervising social worker in safeguarding and child protection also needed to be better defined 
and understood.  
 
There was a detailed aftercare policy. This was still in draft form at the time of the inspection. As 
there were no written aftercare plans it was difficult to identify an aftercare service from the care 
plans, although one young person had been allocated an aftercare social worker from his local 
community care area a month before the inspection. Inspectors found that preparation for leaving 
care was not enshrined in care plans, and that a general programme of preparation that had started 
in the centre was not in operation at the time of the inspection. There needs to be a clearer 
programme of preparation for leaving care linked to written individual aftercare plans.  
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Day-to-day fire safety practice in the centre was good. The centre had a fire safety audit, but it did 
not have a health and safety audit as required by standard 10.13.  
 
Practices that did not meet the required standard   
 
All of the young people had care plans, but they varied in quality. All three plans had been 
prepared between five days and two months prior to admission. One of these was reviewed five 
months after admission, which does not conform to the regulation that requires review within two 
months of placement.  The care planning process was difficult to track in the centre’s care records. 
The presence of keyworker reports indicated that reviews took place, but the files did not contain 
details as required by the standard. Some of the care plans were out of date, sketchy and unsigned. 
The format was inconsistent. Actions identified in the plans regarding individual needs were not 
carried out. Young people’s views were recorded but were not adequately addressed.  
 
The standard was not met in one key respect. Information impacting on the future plan for one 
young person had not been shared with him. It is the view of inspectors that the viability of the 
plan was in question from January 2005 when these opposing positions were first known, and its 
progress has been seriously impeded by the length of time that has passed during which this central 
issue has not been resolved. Inspectors recommend that the plan be reviewed by an appropriate 
independent person.   
 
Inspectors found that the young people were unsure about whether or not they could see their 
records. Several of the staff interviewed by inspectors were also unclear, and there was a view that 
the age and understanding of a young person was the key factor in determining access. However, 
the young people in the centre were aged over 16 years, and as they were attending age-appropriate 
educational or training facilities their understanding was not called into question. The concern 
amongst staff was that if they discovered an aspect of their history through access to records they 
could become upset. This could certainly be true if the information accessed has been unknown to 
them, but it does not take away from them their right to know. How they are told about sensitive 
issues is a matter for careful planning and discussion over time with the young people rather than a 
moment of revelation when records are made accessible.  
 
The right to access to information should be subject of clear practice guidelines provided by 
managers, well explained to young people and clearly understood by staff. Practice should take 
into account the potential emotional impact of the information and ensure that there is suitable 
support for young people, and it should be a central consideration in the centre’s recording 
methods. The right and its promotion should be the default position of the centre rather than 
attitudes and practices which provide reasons for restricting access or failing to facilitate it.  
 
Inspectors were concerned to find that vouchers were still in use for the purchase of clothing. This 
is an institutional practice which stigmatizes children in care and should cease.    
 
The centre did not have written confirmation from a certified engineer or a qualified architect that 
all statutory requirements relating to fire safety and building control have been complied with, in 
accordance with standard 10.19.  
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2.  Introduction 
 
The SSI carried out an inspection of a children’s residential centre in the NLCCA of the Health 
Services Executive Southern Area on   3 – 5 May 2006. The lead inspector was Michael 
McNamara, and Mary Tallon was support inspector.  
 
2.1 Methodology 
 
The inspectors had access to the following documents prior to or during the inspection: 
 

• The centre’s written statement of purpose and function, 

• The centre’s policies and procedures,  

• Children’s census forms, 

• Census forms on staff, 

• A previous inspection report, 

• A health and safety statement, 

• A fire inspection questionnaire and fire and safety audit questionnaire, 

• Written confirmation of insurance,  

• Completed questionnaires from a parent, social workers (2) and teachers (3),  

• Details of unauthorised absences (56) and physical restraints (2) for the      

previous 12 months, 

• Details of written complaints (6) for the previous 12 months,  

• The young people’s care files, 

• Administration records, 

• Staff personnel records, 

• The staff rota and training details, 

• The centre’s register. 

 

In the course of the inspection, inspectors interviewed: 
 

1. The three young people living in the centre, 

2. Three parents, 

3. The acting centre manager and acting deputy manager, 

4. The North Lee Community Care Area general manager and child care manager,  

5. The co-ordinator of children’s residential services, 

6. The senior clinical psychologist associated with the centre, 

7. Six members of the care staff team, 

8. Three supervising social workers. 
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2.1 Acknowledgements 
 
Inspectors wish to acknowledge the co-operation of the young people, parents, staff of the centre, 
the NLCCA managers, and other professionals involved in this inspection.   
 
2.3 Management structure 
 
The acting centre manager reported to the child care manager of the NLCCA, who in turn reported 
to the general manager. The acting centre manager was assisted by an acting deputy manager. 
Within the centre the staff group was divided into three teams. Each had a team leader.  
 

2.4 Data on young people 
 

Young Person Age Length of placement in 
centre Care status Number of previous placements 

#1 male 16 3 years 7 months Voluntary 
Care 

Five Foster Care Placements 
in early life.  

#2 male 15 1 year  8 months Voluntary 
Care 

Residential Centre 
Day Foster Care 

Residential Respite 
High Support Unit 

#3 male 16 4 months Care Order Three Foster Care Placements 



11

3. Findings 
 
3.1 Purpose and function 
 
Standard 
The centre has a written statement of purpose and function that accurately describes what the centre sets out 
to do for young people and the manner in which care is provided. The statement is available, accessible and 
understood. 

Recommendations: 
 

1. The HSE should revise the statement of purpose and function to include its position in 
regard to emergency admissions and length of placements.  

 
2.  The HSE should ensure that staff in the centre are familiar with the statement of purpose 

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

Practice met  the 
required standard 

Practice met the required standard 
in some respects only 

Practice did not meet the 
required standard 

Management  √

Register  √

Notification of 
significant 

events 
 √

Staffing 
(including 
vetting) 

 √

Supervision 
and support 

 √

Training and 
development 

 √

Administrative 
files 

 √

Practice met  the 
required standard 

Practice met the required standard 
in some respects only 

Practice did not meet the 
required standard 

Purpose and 
function  √
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Recommendations: 
 
3. The HSE should ensure that the acting centre manager signs off care and supervision 

records regularly.  
 
4. The HSE should ensure that all retrospective entries in the centre’s register meet the 

requirements of the regulations.  
 
5. The HSE should revise the notification procedure so that all significant events are notified 

promptly and routes of notification are clearly recorded.  
 
6. The HSE should ensure that the centre’s policies and procedures are known to staff.  
 
7. The HSE should ensure that all training needs are assessed to meet the needs of the 

centre.  
 
8. The HSE should ensure that a greater number of the centre’s staff receives training in 

Children First and sexual health promotion, and in the assessment and management of risk.  
 
9. The HSE should ensure that all staff receive refresher training in TCI in accordance with the 

HSE policy. 
 

3.3 Monitoring 
 
Standard 
The HSE, for the purposes of satisfying itself that the Child Care Regulations 5-6 are being complied with, shall 
ensure that adequate arrangements are in place to enable an authorised person, on behalf of the HSE to 
monitor statutory and non-statutory children’s residential centres. 

Practice met  the 
required standard 

Practice met the required standard 
in some respects only 

Practice did not meet the 
required standard 

Monitoring  
√

Recommendations: 
 
10. The HSE should ensure that the role of the monitoring officer is clarified with staff. 
 
11. The HSE should ensure that the monitoring officer is notified of unauthorised absences as 

they occur, and that his visits are adjusted when circumstances require closer monitoring. 
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3.4 Children’s rights 
 
Standard 
The rights of young people are reflected in all centre policies and care practices. Young people and their 
parents are informed of their rights by supervising social workers and centre staff. 

Practice met  the 
required standard 

Practice met the required standard 
in some respects only 

Practice did not meet the 
required standard 

Consultation  √

Complaints √

Access to 
information 

 √

Recommendations: 
 
12. The HSE should improve the level of consultation in the centre by ensuring that the staff 

team communicates the views of young people in their care to each other effectively.  
 
13. The HSE should ensure that policy and practice in the centre in respect of complaints 

conforms to regional policy. 
 
14. The HSE should radically revise the centre’s current policy and practice to facilitate young 

people’s access to information.   
 
3.5 Planning for children and young people 
 
Standard 
There is a statutory written care plan developed in consultation with parents and young people that is subject to 
regular review. The plan states the aims and objectives of the placement, promotes the welfare, education, 
interests and health needs of young people and addresses their emotional and psychological needs. It stresses 
and outlines practical contact with families and, where appropriate, preparation for leaving care. 

Practice met  the 
required standard 

Practice met the required 
standard in some respects 

only 

Practice did not meet 
the required standard 

Suitable placements and 
admissions  √

Statutory care planning 
and review  √

Contact with families √

Supervision and visiting 
of young people  √

Social work role  √

Emotional and specialist 
support √

Preparation for leaving 
care  √

Discharges  √

Aftercare  √
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Recommendations: 
 
15. The HSE should ensure that the requirements of the admissions procedure in respect of 

care plans and social histories are fully met.      
 
16. The HSE should ensure that admissions to the centre are subject of a risk assessment.  
 
17. The HSE should ensure that one care plan for a young person reflects the current situation.  
 
18. The HSE should provide clear written guidance to social workers about their role in 

supervising placements and visiting young people. The guidelines should be included in the 
residential centre’s policy documentation. 

 
19. The HSE should ensure that the all the young people in the centre have an aftercare plan 

and that each young person knows the details of it.  
 
3.6 Care of young people 
 
Standard 
Staff relate to young people in an open, positive and respectful manner. Care practices take account of the 
young people’s individual needs and respect their social, cultural, religious and ethnic identity. Young people 
have similar opportunities to develop talents and pursue interests. Staff interventions show an awareness of the 
impact on young people of separation and loss and, where applicable, of neglect and abuse. 

Practice met  the 
required standard 

Practice met the required 
standard in some respects 

only 

Practice did not meet 
the required standard 

Individual care in group 
living  √

Provision of food and 
cooking facilities √

Race, culture, religion, 
gender and disability  √

Managing behaviour  √

Restraint √

Absence without 
authority  √

Recommendations: 
 
20.  The HSE should ensure that sanctions used in the centre are appropriate. 
 
21. The HSE should ensure that the use of the camera in the bedroom corridor ceases. 
 
22. The HSE should ensure that the use of vouchers for the purchase of clothes ceases. 
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3.7  Safeguarding and Child Protection 
 
Standard 
Attention is paid to keeping young people in the centre safe, through conscious steps designed to ensure a 
regime and ethos that promotes a culture of openness and accountability. 

Practice met  the 
required standard 

Practice met the required standard 
in some respects only 

Practice did not meet the 
required standard 

Safeguarding 
and child 
protection 

 √

Recommendations: 
 
23. The HSE should ensure that where complaints include allegations of abuse they are dealt 

with under Children First.   
 
24. The HSE should ensure that the regional policy on professional boundaries between staff 

and children is known and practised by the centre staff.  
 
3.8  Education 
 
Standard 
All young people have a right to education. Supervising social workers and centre management ensure each 
young person in the centre has access to appropriate educational facilities. 

Practice met  the 
required standard 

Practice met the required standard in 
some respects only 

Practice did not meet 
the required standard

Education √

3.9  Health 
 

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

Practice met  the 
required standard 

Practice met the required standard 
in some respects only 

Practice did not meet 
the required standard 

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

Practice met  the 
required standard 

Practice met the required 
standard in some respects only 

Practice did not meet 
the required standard 

Accommodation √

Maintenance  
and repairs √

Safety  √

Fire safety  √

Recommendation: 
 

25. The HSE should ensure that the centre has written confirmation from a certified engineer or 
a qualified architect that all statutory requirements relating to fire safety and building control 
have been complied with, in accordance with standard 10.19.  
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4.  Summary of recommendations 
 

1. The HSE should revise the statement of purpose and function to include its position in 
regard to emergency admissions and length of placements.  

 
2.   The HSE should ensure that staff in the centre are familiar with the statement of purpose 

and function and other centre policies.  
 

3.  The HSE should ensure that the acting centre manager signs off care and supervision 
records regularly.  

 
4.  The HSE should ensure that all retrospective entries in the centre’s register meet the 

requirements of the regulations.  
 

5.  The HSE should revise the notification procedure so that all significant events are notified 
promptly and routes of notification are clearly recorded.  

 
6.  The HSE should ensure that the centre’s policies and procedures are known to staff.  

 
7.  The HSE should ensure that all training needs are assessed to meet the needs of the 

centre.  
 

8.  The HSE should ensure that a greater number of the centre’s staff receives training in 
Children First and sexual health promotion, and in the assessment and management of risk.  

 
9.  The HSE should ensure that all staff receive refresher training in TCI in accordance with the 

HSE policy. 
 

10.  The HSE should ensure that the role of the monitoring officer is clarified with staff. 
 

11.  The HSE should ensure that the monitoring officer is notified of unauthorised absences as 
they occur, and that his visits are adjusted when circumstances require closer monitoring. 

 
12.  The HSE should improve the level of consultation in the centre by ensuring that the staff 

team communicates the views of young people in their care to each other effectively.  
 

13.  The HSE should ensure that policy and practice in the centre in respect of complaints 
conforms to regional policy. 

 
14.  The HSE should radically revise the centre’s current policy and practice to facilitate young 

people’s access to information.   
 

15.  The HSE should ensure that the requirements of the admissions procedure in respect of 
care plans and social histories are fully met.      

 
16.  The HSE should ensure that admissions to the centre are subject of a risk assessment.  

 
17.  The HSE should ensure that one care plan for a young person reflects the current situation.  

 
18. The HSE should provide clear written guidance to social workers about their role in 

supervising placements and visiting young people. The guidelines should be included in the 
residential centre’s policy documentation. 

 
19.  The HSE should ensure that the all the young people in the centre have an aftercare plan 

and that each young person knows the details of it.  
 

20.  The HSE should ensure that sanctions used in the centre are appropriate. 
 

21.  The HSE should ensure that the use of the camera in the bedroom corridor ceases. 
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22.  The HSE should ensure that the use of vouchers for the purchase of clothes ceases. 
 

23.  The HSE should ensure that where complaints include allegations of abuse they are dealt 
with under Children First.   

 
24.  The HSE should ensure that the regional policy on professional boundaries between staff 

and children is known and practised by the centre staff.  
 

25.  The HSE should ensure that the centre has written confirmation from a certified engineer or 
a qualified architect that all statutory requirements relating to fire safety and building control 
have been complied with, in accordance with standard 10.19.  

 


