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1.  Introduction 
 
The Health Information and Quality Authority (HIQA), Social Services Inspectorate 
(SSI) carried out an announced inspection of a children’s residential centre in the 
Health Services Executive (HSE), Dublin Mid-Leinster Area (DML) under Section 69 
(2) of the Child Care Act 1991. Bronagh Gibson (lead inspector) and Sharron Austin 
(co-inspector) carried out the inspection on the 15th and 16th of January 2009.   
 
This was one of twelve centres managed by the regional co-ordinator for residential 
care. In November 2008, at the request of the SSI, the regional co-ordinator for 
residential care agreed to conduct a self-audit of the centre to afford himself and the 
centre manager an opportunity to assess standards and identify areas in need of 
improvement in advance of the SSI inspection. Together, the self-audits and SSI 
inspection reports will contribute to an overview report on the regional management 
and provision of residential care.     
 
The centre was a six bed roomed detached house in a south Dublin suburb, which 
provided residential care for four young people (boys and girls), aged between 
twelve and seventeen years. The aim of the centre was to ensure that in all its work 
the welfare and best interests of the young people were paramount, and that young 
people returned home, or were prepared for transfer to another placement, as soon 
as was possible. The statement of purpose and function described centre practices 
based on a multi-disciplinary approach to care planning and provision. At the time of 
inspection there were two young people in residence, one boy and one girl. There 
had been two discharges in the previous twelve months, one planned and one 
unplanned. 
 
Inspectors found that the primary care in the centre was good, and that the staff 
team were committed. The premises was recently refurbished to a high standard, 
and blended in well with the surrounding houses. The centre had good access to 
local facilities and public transport, and the young people had access to specialist 
and professional supports. Social workers told inspectors of the positive relationships 
they had with the centre staff and managers. Areas of good practice were: primary 
care, emotional and specialist support, aftercare, accommodation, keyworking and 
responding to unauthorised absences. Areas identified by inspectors as needing 
improvement were: safeguarding and child protection, education, monitoring and 
complaints. Other areas requiring improvement are highlighted throughout this 
report.  The centre had previously been inspected by the inspectorate in 2005 
(Inspection Report ID Number 139), and several recommendations from this 
inspection are similar to those made in that inspection.  



 
1.1 Acknowledgements 
 
Inspectors wish to acknowledge the co-operation of the young people, staff 
members and other professionals who assisted in this inspection. Inspectors were 
well received into the centre and staff went out of their way to accommodate the 
inspection. 
 
1.2  Methodology 
The judgements of inspectors in this inspection are based on an analysis of findings 
verified from more than one source of evidence gathered through: observation of 
practice, examination of records and documentation, an inspection of 
accommodation, and interviews with: one young person (informally), the centre 
manager, the regional co-ordinator for residential care, three social workers (one by 
telephone), one social work team leader (by phone), three social care workers, and 
the HSE monitoring officer. 
 
The following unit documents were available to inspectors during this inspection: 

 One young person’s questionnaire, 
 The regional co-ordinator for residential care’s self-audit report, 
 The SSI HSE South West Cluster Report 2006, 
 The centre’s statement of purpose and function, 
 The centre’s policies and procedures,  
 Young people’s care plans and care files, 
 Census forms on staff, 
 Census forms on young people, 
 Personnel files, 
 Administrative records,  
 Social work questionnaires, 
 The previous inspection report, 
 Health and Safety documents (including fire and insurance certificates). 

 
1.2 Management structure 
 
The centre manager reported to the regional co-ordinator for residential care, who 
reported to the acting local health office manager (LHM) for the HSE Local Health 
Area Dublin City South. 
 
1.3 Data on young people 
 
On the first day of fieldwork the following young people were residing in the centre: 
 
Listed in order of length of placement 
 

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

# 1 14 Care Order 8.5 years Four foster care 

# 2 15 Care Order 18 months Three residential care 

 
 
 
 
 



2. Summary of Findings 
 
Practices that met the required standard 
 
Register 
The centre register met the required standard. The centre had a register that 
provided information additional to that required by the regulations, and inspectors 
saw that some of these sections were not completed. Inspectors suggest that these 
are completed. 
 
Primary care  
The standard of primary care in the centre was met. The young people were found 
by inspectors to be well nourished and generally well cared for. The fridge and 
freezer were well stocked with a variety of food and one young person told 
inspectors that the food was good. They presented as well dressed, clean and 
physically healthy. The house was clean, tidy and comfortable, and it was evident 
that young people lived there. One young person stated they received pocket money 
weekly and got new clothes several times a year. 
 
Emotional and specialist support 
This standard was met. Inspectors found that the young people had access to 
specialist supports when required, such as: speech and language assessment, an 
attachment consultant, education welfare officers, special needs assistance in 
education, and an educational psychologist. One young person had been in residence 
in the centre since the age of six years, and inspectors found from a variety of 
sources that this young person had difficulties in building attachments. To assist with 
the task of supporting the young person build positive attachments, the centre had 
engaged a consultant who had extensive experience in this area.  
 
Contact with families 
Inspectors found from centre records, that both young people had access with 
certain members of their families, although they chose not to avail of this from time 
to time. One young person had regular contact with a parent and an older sibling. 
 
Keyworking 
The standard on keyworking was met. Inspectors found that keyworking was of a 
good standard in the centre. Keyworkers were enthusiastic about learning new ways 
to approach the behaviours presented by the young people. Inspectors found that 
the centre manager provided support to keyworkers, who were required to report on 
the progress of young people at team meetings and provide monthly written reports 
to social workers. Social workers told inspectors that they also received verbal 
reports on a weekly basis from the centre, usually over the phone. One keyworker 
expressed disappointment to inspectors not to be included in a decision-making 
forum for one young person. Inspectors advise that keyworkers are included in 
decision making processes regarding the young people they are working with.  
 
Accommodation 
The standard on accommodation was met. The centre had been totally refurbished in 
2008. It was decorated to a good standard and had adequate space for the young 
people in residence. Each young person had their own room with a television and 
DVD player. The centre had a front and back garden. The front garden was well 
maintained, but the back garden was in need of attention. The centre had a 
communal office, which the centre manager found limiting at times. Inspectors were 
provided with written evidence of valid current insurance.  
Absences 



This standard was met. Inspectors found that all absences from the centre had been 
dealt with appropriately. 
 
Supervision and visiting of young people 
This standard was met. Inspectors examined care records and found that social 
workers visited regularly. The visits were mostly centre-based, and social workers did 
not take the young people out. Both social workers told inspectors that this was 
being addressed. Inspectors suggest that social workers make every effort to take 
young people out now and again, when visiting them.  
 
Aftercare 
The most recently discharged young person had been introduced to an aftercare 
worker from Focus Ireland before discharge. Social workers told inspectors they had 
concerns about the mental health of this young person, kept in regular contact with 
him, and arranged specialist support. The young person returned to the family home, 
and an alternative placement had been identified in case the placement at home 
broke down. 
 
Fire Safety Compliance 
The centre had written confirmation that the centre met the fire safety and building 
control regulations in accordance with standard 10.19. 
 
 
Practices that met the required standard in some respect only 
 
Purpose and Function 
The centre’s purpose and function was available in the staff office. It was not in a 
child friendly format or in a booklet for parents. Inspectors recommend booklets be 
developed for parents and young people. The purpose and function stated that the 
centre offered medium to long-term care for up to four boys and girls aged between 
12 and 17 years. One young person admitted in the year prior to inspection was 18 
years old on admission. The reason for the admission was the closure of the centre 
in which they had been resident, the young person’s vulnerability, and the region’s 
commitment to continuing care. The two other residents were 14 and 15 years 
respectively. Inspectors recommend that the purpose and function reflect that all 
placements are subject to a risk assessment, and that transfers, and admissions 
beyond the stated age-range, occur in exceptional circumstances only. 
 
Management 
The centre was managed by a centre manager who reported to the regional co-
ordinator for residential care. The centre manager had responsibility for care of the 
young people, team leadership and staff supervision. There was a deputy centre 
manager who had responsibility for fire safety and administrative duties. Their hours 
were generally nine to five, five days a week, though inspectors found evidence of 
flexibility in this regard, with the deputy manager working weekends occasionally. 
Inspectors observed that the manager had a good relationship with the young 
people in the centre. They also found through centre records and observation, that 
the managers were supportive of the staff team, and open in their approach to 
them, and that relations between the centre staff and social workers were positive.  
 
Inspectors found that the regional co-ordinator for residential care offered guidance 
and support to the manager. They were told by both that supervision took place 
regularly, but could not assess the standard as there was no documentary evidence 
of supervision held in the centre, as required by standard 2.13.  
 



Inspectors were informed that the regional co-ordinator for residential care visited 
the centre on several occasions in the year prior to inspection. Inspectors 
recommend that he visits the centre regularly for the purpose of ensuring the centre 
is complying with statutory requirements, that young people are receiving safe care, 
and that the premises are to standard, in accordance with standards 2.3 and 10.11. 
 
The centre manager (and one other manager in the region) provided cover for the 
regional co-ordinator for residential care when he was absent, and the deputy centre 
manager stood in for her. The centre manager did not meet other centre managers 
in the region on a formal basis, and consideration should be given to establishing a 
forum for centre managers in order to ensure consistency in meeting the standards.  
 
Notification of significant events 
Inspectors found that significant events were recorded and passed on to the relevant 
parties. However, the term ‘significant event’ was found by inspectors to include child 
protection concerns. Inspectors recommend that managers and staff are made 
aware of the difference between a significant event and a child protection 
notification, and that child protection notifications are made separately, in keeping 
with the standards and centre policy.   
 
Staffing 
The regional co-ordinator for residential care told inspectors that the centre was 
allocated 12 whole time equivalents which included one centre manager, one deputy 
manager and 10 social care workers. The team collectively, was experienced in 
residential child care. The centre manager would benefit from clarifying the number 
of whole time equivalents allocated to the centre with the regional co-ordinator for 
residential care. Inspectors found that there were no vacant posts. During a one 
week period in late 2008, several agency staff worked in the centre. Inspectors 
recommend that the HSE (DML) review the deployment of agency staff in this centre.   
 
Vetting 
Inspectors found that the standard was partly met, and there were significant 
deficiencies in vetting. There was no evidence of Garda clearance for the centre 
manager in the centre files. Evidence of appropriate references for the centre 
manager and deputy centre manager were not present in the centre files. Two staff 
employed within two years prior to inspection had testimonials as opposed to 
references. Evidence of appropriate vetting of all agency staff working in the centre 
in the year previous to inspection was not present on centre files. Inspectors 
recommend that the HSE (DML) addresses all deficiencies and ensures that all future 
appointments, including agency staff, are subject to rigorous vetting.  
 
Supervision and support 
Inspectors found that formal supervision was provided by the centre manager, and it 
included accountability and work with young people. Supervision was not found to be 
regular and inspectors recommend that supervision is more frequent, in line with 
standard 2.13 and HSE policy.  
 
Inspectors found that the staff roster facilitated good communication across the 
team. Staff meetings were held mostly fortnightly, and attendance was included in 
the staff’s rostered hours. However, inspectors noted that attendance varied from 
four to eight care staff on several occasions over a three month period in 2008. 
Inspectors suggest that attendance at staff meetings is reviewed by the centre 
manager in order to bring practice into line with standard 2.15.   
 



Staff were well supported by the centre manager. Inspectors found that de-briefing 
following a serious incident was provided and the manager was available to both the 
team and individual staff members. Staff also had access to HSE support through 
occupational health and an employee assistance programme.  
 
Training and development 
Inspectors were provided with information that showed training was ongoing and 
that refreshers were required for some staff in core training areas, such as:  Children 
First, fire safety, and health and safety. Inspectors recommend that the HSE (DML) 
ensures that all staff are suitably trained in the identified areas of core training. 
   
Staff had recently been given access to guidance and information on the use of 
attachment theory from a manager of another centre, which they were using with 
one young person. This included providing the full team with information on 
attachment theory and added support to the young person’s two keyworkers. 
  
Administrative files 
Inspectors found that the administrative files were accessible and functional, but that 
some information was recorded in several places. Cover sheets for some of the 
personnel files had incorrect information, and inspectors advise that these be 
corrected.  
 
Inspectors found that the administration system was primarily computer based. 
There was one computer in the centre, which was used by both the centre manager 
and the staff team. There was no policy related to the use of a computer. The centre 
manager was unsure whether the computer was backed up by a HSE server and this 
needs clarification. Inspectors recommend that the HSE (DML) develop a policy on 
the use of the computer for recording information, which is compliant with 
legislation.  
 
Inspectors found archived files belonging to young people stored in a spare 
bedroom, and recommend that all care files are archived appropriately.  
 
Health 
The young people had access to their own G.P. and dentist, and presented as 
enjoying good health. Inspectors found that there were no medical histories, as 
required by the regulations, nor medical consent forms on care files. Inspectors 
recommend that the HSE (DML) ensures that a medical history and medical consent 
form is on file for each young person. 
 
Consultation  
Inspectors found evidence of young people writing down their views for presentation 
at statutory reviews, although they did not always attend. One young person had not 
had a care plan for six years and had little indication of the placement’s aims and 
objectives. The young person stated that they were unsure about having any say in 
decisions made about them. Another young person was found to be unaware of a 
referral made for a placement in a high support unit. This practice indicated a low 
standard of consultation. Inspectors recommend that all young people are consulted 
about decisions made in relation to their care placements.  
 
Inspectors found that the centre held young people’s meetings in accordance with 
the standard. There was evidence of issues raised by young people being discussed 
at staff meetings. However, there was no evidence of decisions or outcomes being 
fed back to the young people. Inspectors recommend that these are recorded. 



Inspectors found that young people were not consulted regularly on the 
development of centre policies and suggest this practice be reviewed.   
 
Access to information 
Inspectors found that keyworkers provided young people with information about 
services, health issues and other information. There was no booklet for young people 
outlining the centre policies and children’s rights. Staff were uncertain about what 
information young people could access. Inspectors found that one young person was 
not provided with minutes of their care plan review by their social worker, as the 
information was thought to be too sensitive. Inspectors recommend that review 
meeting minutes are drafted in a form that is accessible to young people, and are 
given to young people. Inspectors recommend that the HSE (DML) ensures that 
young people’s right to information is promoted and facilitated in the centre. 
 
Care plans and reviews 
This standard was met in part. Statutory regulations and the standards state that a 
young person should have an up to date care plan on file, and that this plan should 
indicate the aims and objectives of the placement. They also state that care plan 
reviews should take place annually for young people in a residential placement 
exceeding two years, or more frequently if necessary. Inspectors found that both 
young people had a care plan review in the twelve months prior to inspection. 
Review meeting minutes were not on file for one young person.  
  
One young person had an up to date care plan on file, but this was not fully 
completed. There had been a 20-month gap between the development of the plan 
and the last review. Another young person’s plan had not been reviewed and 
updated since 2003. From several sources inspectors found that there were 
conflicting goals in relation to the overall aim of this young person’s placement.  
 
Placement plans were found to be reflective of the current placement. They were 
developed from care plan reviews and reviewed at regular intervals by the centre. 
These were then forwarded to the social workers involved. Inspectors found some 
placement plans were not signed and did not record who was involved in their 
development.  
 
Inspectors recommend that the HSE (DML) ensures: 

1. that young people have a current, completed care plan on file that reflects 
the overall aims and objectives of the placement in keeping with the statutory 
regulations, 

2. that young people are consulted about decisions made about their 
placements, 

3. that statutory care plan reviews are held when there are significant changes 
in young people’s lives, not within the minimum timescales, 

4. the form for placement plans includes professionals involved in the decision-
making process. 

 
Race, culture, religion, gender and disability 
There was no written evidence of the religion of the young people or of the wishes of 
their parents. However, staff were aware of both. Inspectors recommend that the 
HSE (DML) ensure this information is provided by placing social workers and 
appropriately filed in the centre.  
 



Individual living in group care 
Whilst in the centre, inspectors observed one young person going out with a friend. 
Another young person was found to have poor socialisation skills and this had made 
making and maintaining relationships difficult to achieve. The keyworkers were 
providing support and encouragement for the young person to develop appropriate 
skills. Both young people were not attending school despite the centre staff 
encouraging them to do so (this is referred to in detail below), and there was little 
evidence of them being involved in local clubs or sporting activities. Inspectors 
recommend that the HSE (DML) ensures that young people in the centre receive 
every encouragement to participate in local community activities.   
 
Suitable placement and admissions 
There had been one admission to the centre in the year previous to inspection. This 
was a transfer from another centre and therefore, was not subject to the central 
admissions panel process and the risk assessment this provides. Inspectors 
recommend that all transfers across the region are risk assessed and made subject 
to the admission process stated in the centre policy (see purpose and function).  
 
The placement of one young person in residence was seen by their social worker and 
centre manager as an appropriate placement on admission. A social worker for one 
young person was concerned about the mix of young people in the centre. Both 
social workers and staff said that admissions should be deferred owing to concerns 
about the suitability of the placement of one young person. Inspectors recommend 
that the HSE (DML) reviews the appropriateness of both placements using the 
statutory care plan review process.  
 
Discharges 
Two young people had been discharged from the centre in the year prior to 
inspection. One was a planned discharge, the other was not. The unplanned 
discharge was of a young person whose placement had been in question for some 
time before it ended. Inspectors recommend that the principal social worker and 
regional co-ordinator for residential care carry out a review of the placement and 
provide the inspectorate with a report of the review.  
 
Social work role 
Inspectors found that relationships between the centre staff and social workers were 
good and that they communicated by phone with the centre regularly. One young 
person stated they would contact their social worker if they had any concerns and 
could talk with them in private. Social workers were found to have visited the young 
people on several occasions prior to inspection. However, these visits were mostly 
related to meetings and responding to crisis. Some social workers were found to 
read young people’s care files, and others did not do so regularly. Inspectors found 
that one social worker did not have a copy of a young person’s placement plan.  
 
Social workers had not provided statutory review meeting minutes to one young 
person and inspectors found that consultation with young people regarding decisions 
made in relation to their placements required improvement. One young person 
required a plan to facilitate access with a sibling, and inspectors found no evidence 
of the plan on the young person’s care file. Social workers had not provided medical 
histories or medical consent forms to the centre. Social workers were not aware of all 
complaints made in the centre, and although social workers reported receiving all 
significant event notifications from the centre, there was no classification for 
notifications of child protection concerns. 
 



To meet this standard, the HSE (DML) needs to ensure that the functions of the 
social work role are carried out in line with the regulations and standards.  
 
Preparation for leaving care 
The centre had two young people who had been in care for a long time. Inspectors 
found no evidence of preparation work being done with one young person in terms 
of moving on to another placement, even though this was the agreed plan for them. 
Inspectors found that this young person was unaware that the placement in the 
centre was under immediate threat because of poor behaviour. Inspectors found that 
there was minimal involvement of young people in the house routines and daily 
upkeep, although they did cook and do chores from time to time. Inspectors suggest 
that the daily routines in the centre are more inclusive of the young people. 
Inspectors recommend that, after consultation, a programme of preparation work is 
carried out with the current residents in relation to their future placements.  
 
Young people’s care records 
The centre had developed a new filing system for the care records. This consisted of 
separate drop files in a drawer (one drawer for each young person) into which loose 
documents were stored. Inspectors found that this system facilitated access for 
inspection and accountability, but the storage system and volume of information 
compromised security and accessibility for young people, and there was a lack of 
clarity about how the files are put together for archiving. The files did not contain all 
the information required by the regulations, for example, there was no education 
section. Inspectors recommend that the HSE (DML) ensures that: 
 

1. care files contain all information required by the regulations including an  
education section.  

2. the filing system is reviewed to ensure that:  
 it is more accessible to young people,  
 care planning and other records are intelligible to young people,  
 it contains copies of all computer generated records, 
 all documents are signed and dated, 
 placement plans name all those involved in decision-making,  
 the volume of information is kept to a necessary minimum, and  
 there is clear cross-referencing to minimise duplication.  

  
Behaviour management 
The young people had individual crisis management and individual absence 
management plans. Staff were trained in Therapeutic Crisis Intervention (TCI), 
although some required refreshers. Inspectors found that staff were unclear about 
behaviour management programmes in operation, except to say that there was an 
emphasis on natural consequences for unacceptable behaviour. They had different 
ideas about the use of attachment theory in the management of unacceptable 
behaviour, and there were inconsistencies across the staff team when dealing with 
challenging behaviour.  
 
Inspectors observed one young person, who was absent from  school and did not 
take part in the activity programme offered by the centre, going out with a friend 
during school hours. One young person used sustained verbal abuse towards staff 
for most of one day of the inspection, and while inspectors acknowledge that their 
presence may have contributed to this behaviour, inspectors found evidence that 
there was a recurring history of this behaviour. Inspectors observed staff talking with 
the young person on several occasions throughout the inspection, but the outcome 
for the young person was the same, namely, that the behaviour did not improve.  
 



Inspectors found that social workers were not satisfied that the centre could 
adequately control some of the behaviours presented to them. Inspectors 
recommend that the HSE (DML) review the centre’s practice in the management of 
behaviour, including the use of restraint and physical interventions (see below).  
 
Restraint 
There were no restraints recorded for the year prior to inspection in the centre. Each 
young person had an individual crisis management plan. Inspectors found that 
techniques such as blocking exit or entry from a room, and standing between two 
young people who were fighting were used in the centre. These were not considered 
by the staff to be physical interventions and were not recorded as such. Inspectors 
found that the Gardaí were called when situations escalated out of the control of the 
staff. Inspectors recommend that the use of physical interventions is included in the 
review of behaviour management recommended above. 
 
Maintenance 
The centre had a maintenance book to record requests for repairs. Staff told 
inspectors that the maintenance section of the HSE was responsive to issues brought 
to their attention. The house had recently been refurbished and although the ground 
floor was well maintained, the first floor, where the young people’s bedrooms were, 
needed attention. There was graffiti visible in several areas and bedrooms needed 
redecorating and tidying up. Inspectors highlighted several maintenance 
requirements to the deputy centre manager when conducting the accommodation 
check. Inspectors recommend that the staff identify maintenance issues, including 
redecoration, and that the premises are returned to their refurbished standard.  
 
Safety 
The centre had a draft health and safety statement dated August 2008. It was 
unsigned. Inspectors advise that this document indicates that all staff are aware of 
its contents. The centre also had a risk assessment which was carried out by a staff 
member in early January 2009 which stated that the document was to be finalised 
following consultation with the staff team. Inspectors recommend that the HSE 
(DML) satisfy itself that this document is adequate.  
 
Inspectors found that the centre required a secure, accessible and accountable 
system for keys and suggest that such a system is introduced. Inspectors noted that 
the centre had no hall door bell and suggest that this is rectified. Inspectors also 
found that the centre phone was not brought upstairs by staff when on sleepover, 
and advise that it is, for emergency purposes. 
 
Fire safety 
The centre has a fire book which was maintained to a good standard. Inspectors 
found that some staff were in need of fire safety training and recommend this be 
provided by the HSE (DML). Inspectors also found that fire drills/evacuations were 
not carried out frequently enough and recommend that this be rectified. 
 
 



Practices that did not meet the required standard 
 
Of the four standards not met, three refer to safe care practices, the fourth is in 
relation to education. 
 
Safeguarding and child protection 
This standard was not met. The centre had no safeguarding policy and safeguarding 
practices were unsatisfactory. Inspectors found that staff did not have a good 
understanding of the concept of safeguarding young people as set out in the 
standards.  
 
Inspectors found no classification of significant events to include child protection 
concerns. Inspectors found three incidents during 2008 that were of a child 
protection nature, and inspectors were given different accounts of how these 
concerns were dealt with. Inspectors found that nine complaints made by a young 
person were of a child protection nature. These were recorded as complaints. 
Inspectors found conflicting evidence on the notification of these complaints (see 
complaints). The child protection sections in the young people’s files were empty 
Inspectors recommend that the HSE (DML) ensures that the centre has a child 
protection notification system, consistent with Children First. Inspectors recommend 
that the HSE (DML) satisfies itself that all significant events have been classified 
correctly and that they have been notified and dealt with appropriately.    Inspectors 
also recommend that the HSE (DML) develop a written policy on safeguarding, in 
accordance with the standards. 
 
Complaints  
The standard on complaints was not met. The centre had a central complaints 
register which was designed to record all complaints in brief, the staff involved and 
who was notified. There was no indication of whether a young person was notified of 
the outcome of a complaint they made, or whether they agreed with it. Inspectors 
recommend that the complaints register be amended to record this. There was no 
young person’s booklet explaining the complaints process in the centre. One young 
person stated they did not know how to make a complaint, but that they knew who 
to complain to. Nine complaints made in early to mid 2008 by a young person 
remained unresolved, and were recorded in the centre complaints register as 
ongoing. Inspectors were given different accounts of the process these complaints 
were subjected to. Inspectors found these complaints to be of a child protection 
nature (see child protection). The centre complaints register indicated these 
complaints were not notified to anyone however, the centre manager told inspectors 
that they were discussed with the regional coordinator for residential care and the 
social worker. Inspectors found that some complaints were not notified in 
accordance with the centre’s policy.  
 
Inspectors recommend that the HSE (DML): 

1. conducts a review of the centre’s complaints process, 
2. ensures that all complaints by young people are resolved as soon as possible, 

recorded and relayed formally to the young people involved, 
3. the monitoring officer reviews the complaints register when visiting the 

centre, and is informed of any complaints made in the centre, 
4. All complaints are dealt with in accordance to the standards and centre 

policies. 
 



Monitoring 
The standard on monitoring was not met. The HSE monitoring officer was 
responsible for 11 HSE, three voluntary and six private residential centres. The 
centre had been visited by the HSE monitoring officer only once in 2008, in relation 
to accommodation. It did not have a monitoring report for 2008 as required by the 
standard. In the year prior to inspection, the HSE monitoring officer had not visited 
the centre for the purpose of speaking with the young people, and had not reviewed 
processes (such as care planning), or identified gaps in centre policies. The HSE 
monitoring officer confirmed for inspectors that contact with the centre was mostly 
crisis led, in response to concerns about young people which arose from significant 
event notifications or conversations with staff over the phone. In the absence of 
routine visits, administrative processes, complaints processes, care planning and 
child protection systems were not regularly monitored or reviewed, and the young 
people had not been seen, as required by the standard. This is a serious 
safeguarding concern. In this centre, the role of the HSE monitoring officer was all 
the more important because the young people had been in care a long time, were 
not in education, and had limited access to external people visiting the centre. 
 
To meet this standard, the HSE (DML) needs to ensure that the centre is monitored 
in accordance with all the requirements of the regulations and standards.  
 
Education 
This standard was not met. Both of the young people in residence refused to go to 
school. Both had educational placements and the staff team had made efforts to 
engage them in education. One young person had attended school for one day in 
2008. Another young person attended school for two weeks and a day. One young 
person had been allocated a special needs assistant (sixteen hours per week), but 
this facility was not used to provide education in the centre when the young person 
was refusing to attend school. The centre staff proposed an activity programme for 
the young people during school hours, but the young people did not engage fully 
with this. The education welfare board had been consulted, and various meetings 
had been held with the young people’s schools. One young person had been referred 
to a high support unit in an effort to address their non-school attendance. Despite all 
these actions by the staff and social workers, the young people did not go to school.  
 
Inspectors recommend that: 

 the HSE (DML) ensures that each young person has a written individual 
education plan which clearly states how they will be re-engaged with 
education and/or alternative actions to be taken, and that this be drawn up 
within the statutory care planning process,  

 the centre manager addresses non-school attendance as part of the review of 
the management of behaviour in the centre (see behaviour management 
section). 

 

 
 
 
 
 
 
 



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

required standard 

Practice met the required 
standard in some respects 

only 

Practice did not meet 
the required standard 

Purpose and 
function 

 
 √  

 
Recommendations: 
 

1. The HSE (DML) should ensure that the centre’s statement of purpose and 
function is reviewed to reflect that all placements are subject to a risk 
assessment, and that transfers occur in exceptional circumstances only.  

 
2. The HSE (DML) should ensure that the centre’s purpose and function is in 

a format accessible to young people and parents.  
 

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

 Practice met  the 
required standard 

Practice met the required 
standard in some respects 

only 

Practice did not meet 
the required standard

Management  √  

Register √   

Notification of 
significant events 

 √ 
 

Staffing 
(including vetting) 

 √ 
 

Supervision and 
support 

 √ 
 

Training and 
development 

 √ 
 

Administrative files  √  

 
Recommendations:  

 
3. The HSE (DML) should ensure that the regional co-ordinator for 

residential care visits the centre regularly. 
 



4. The HSE (DML) should review the deployment of agency staff. 
 
5. The HSE (DML) should ensure that significant events and child protection 

concerns are notified separately. 
 
6. The HSE (DML) should ensure that supervision is brought in line with HSE 

policy. 
 
7. The HSE (DML) should satisfy itself that all staff are suitably trained in 

identified areas of core training. 
 
8. The HSE (DML) should develop a policy on the use of computers in the 

centre.  
 
9. The HSE (DML) should remedy deficiencies in vetting of centre staff, and 

ensure that procedures are rigorously followed in all future centre 
appointments. 

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

 Practice met  the 
required standard 

Practice met the required 
standard in some respects 

only 

Practice did not meet 
the required standard 

Monitoring  
  √ 

 
Recommendation:  
 

10. The HSE (DML) should ensure that the centre is monitored in accordance 
with the standards. 

 
 
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: 
 

11. The HSE (DML) should ensure that centre practices reflect the child’s 
right to consultation. 

  
12. The HSE (DML) should ensure that all complaints are processed without 

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

 Practice met  the 
required standard 

Practice met the required 
standard in some respects 

only 

Practice did not meet 
the required standard

Suitable placements 
and admissions  √  

Statutory care planning 
and review  √  

Contact with families √   

Supervision and visiting 
of young people √   

Social work role  √  

Emotional and 
specialist support √   

Preparation for leaving 
care  √  

Discharges  √  

Aftercare √   

Children’s case and 
care files  √  

 
Recommendations: 
 

13. The HSE (DML) should ensure that young people have a current, 
completed care plan on file. 

 
14. The HSE (DML) should ensure that statutory care plan reviews are held 

when necessary, and not only within the minimum statutory time scales. 
 



15. The centre managers should ensure that the form for placement plans 
include professionals involved in the decision making process. 

 
16. The HSE (DML) should ensure that all young people are well informed 

and consulted with in relation to care planning. 
  
17. The HSE (DML) should ensure that centre care files meet the regulations 

and standards. 
 
18. The HSE (DML) should ensure that all young people are prepared for 

leaving care in accordance with the standards. 
 
19. The HSE (DML) should conduct a review of the placement of the most 

recently discharged young person, and that the outcome of this review is 
made available to the SSI. 

 
 
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 (DML) ensures that every effort is made to include young people 
in their local community’s activities.  

 
21. The HSE (DML) should ensure that a review of behaviour management is 

conducted in the centre, including the use of physical interventions. 
 



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: 

 
22.  The HSE (DML) should develop a safeguarding policy for the centre as a 

matter of priority.  
 
23. Inspectors recommend that the HSE (DML) ensures that the centre has a 

child protection notification system consistent with Children First.  
 
24. Inspectors recommend that the HSE (DML) classifies the nine complaints 

referred to in this report as child protection concerns and deals with 
them as such.    

 
 
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  
  √ 

 
Recommendation: 
 

25. The HSE (DML) should ensure that each young person in the centre 
receives education. 

 
 
  



9.  Health 
 

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

 

 Practice met  the 
required standard 

Practice met the required 
standard in some respects 

only 

Practice did not meet 
the required standard 

Health  √  

 
Recommendation: 
 

26. The HSE (DML) should ensure that a medical history and medical consent 
form are on centre files for each young person. 

 
 
 
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  √  

 
Recommendations: 
 

27. The HSE (DML) should ensure that the centre is repaired to the standard 
of its recent refurbishment. 

  
28. The HSE (DML) should ensure that fire drills are carried out frequently 

and that staff are trained in fire safety.  
 



Summary of recommendations 

1. The HSE (DML) should ensure that the centre’s statement of 
purpose and function is reviewed to reflect that all placements 
are subject to a risk assessment, and that transfers occur in 
exceptional circumstances only.  

 
2. The HSE (DML) should ensure that the centre’s purpose and 

function is in a format accessible to young people and parents.  
 
3. The HSE (DML) should ensure that the regional co-ordinator for 

residential care visits the centre regularly. 
 
4. The HSE (DML) should review the deployment of agency staff. 
 
5. The HSE (DML) should ensure that significant events and child 

protection concerns are notified separately. 
 
6. The HSE (DML) should ensure that supervision is brought in line 

with HSE policy. 
 
7. The HSE (DML) should satisfy itself that all staff are suitably 

trained in the identified areas of core training. 
 
8. The HSE (DML) should develop a policy on the use of computers 

in the centre.  
 
9. The HSE (DML) should remedy deficiencies in vetting of centre 

staff, and ensure that procedures are rigorously followed in all 
future centre appointments. 

 
10. The HSE (DML) should ensure that the centre is monitored in 

accordance with the standards. 
 
11. The HSE (DML) should ensure that centre practices reflect the 

child’s right to consultation. 
 
12. The HSE (DML) should ensure that all complaints are processed 

without delay, reviewed, monitored and outcomes fed back to 
the young people. 

 
13. The HSE (DML) should ensure that young people have a current, 

completed care plan on file. 
 
14. The HSE (DML) should ensure that statutory care plan reviews 

are held when necessary, and not only within the minimum 
statutory time scales. 

 
15. The centre manager should ensure that the form for placement 

plans include professionals involved in the decision making 
process. 

 
16. The HSE (DML) should ensure that all young people are well 

informed and consulted with in relation to care planning. 
 



 
17. The HSE (DML) should ensure that centre care files meet the 

regulations and standards. 
 
18. The HSE (DML) should ensure that all young people are prepared 

for leaving care in accordance with the standards. 
 
19. The HSE (DML) should conduct a review of the placement of the 

most recently discharged young person, and that the outcome of 
this review is made available to the SSI. 

 
20. The HSE (DML) should ensure that every effort is made to 

include young people in their local community’s activities.  
 
21. The HSE (DML) should ensure that a review of behaviour 

management is conducted in the centre, including the use of 
physical interventions. 

 
22. The HSE (DML) should develop a safeguarding policy for the 

centre as a matter of priority.  
 
23. Inspectors recommend that the HSE (DML) ensures that the centre has 

a child protection notification system consistent with Children First.  
 
24. Inspectors recommend that the HSE (DML) classifies the nine 

complaints referred to in this report as child protection concerns 
and deals with them as such.    

 
25. The HSE (DML) should ensure that each young person in the 

centre receives education. 
 
26. The HSE (DML) should ensure that a medical history and medical 

consent form are on centre files for each young person. 
 
27. The HSE (DML) should ensure that the centre is repaired to the 

standard of its recent refurbishment. 
 
28. The HSE (DML) should ensure that fire drills are carried out 

frequently and that staff are trained in fire safety.  
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