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1 Executive summary 
 

The Social Services Inspectorate (SSI) carried out an unannounced inspection of a children’s 
residential centre in the Dublin West Community Care Area of the Health Services Executive 
South Western Area (HSESWA) in January 2006.  
 
The centre provided long-term residential care for five young people, four girls and one boy 
aged between 16 and 17 years of age. It was originally a regional service managed by a 
voluntary organisation until ownership was transferred to the former Eastern Health Board in 
1997. This centre is geographically located in the HSE East Coast and is managed by 
Community Care Area 5 Dublin West, which is part of HSE Dublin South West. Following 
the transfer of management it was assigned to provide residential care to children from this 
area exclusively. Due to its history there were children there from a range of different 
community care areas. One young person had grown up a significant distance from his/her 
family.  
 
This centre provided a stable home for the young people who had lived there for many years. 
The centre manager and staff team understood its purpose and function was to provide long 
term residential care to children over twelve years of age. There was minimal concern 
expressed by the centre manager and staff team regarding the potential change of purpose due 
to the regional HSESWA residential change project involving all children’s residential centres 
in the area. The centre manager had an understanding that the centre may provide a pre-
leaving care placement for adolescents over sixteen years of age. This would reflect the needs 
of the current young people. 
 
The current line management structure for residential services in the HSESWA was changing 
with the recruitment of a new post of residential services co-ordinator. The expectation was 
that this person will be in post in the next few months. 
 
The staff team were stable and provided consistency and continuity in their care of the young 
people. The centre manager encouraged a reflective approach through ensuring the skills of 
experienced staff members were well-balanced with the insights of recently qualified staff 
members. There was no formal supervision of staff. The majority of staff members including 
the centre manager were permanent employees of the HSESWA. 
 
The current practice was not sufficiently consultative or age appropriate in preparing the 
young people for adulthood. There was a reliance on external controls such as monetary 
sanctions and rewards to shape behaviour. The inspectors found that while the staff team had 
an emphasis on providing a high standard of care there were no formal systems for consulting 
with the young people about policies and care practice.  
 
The aforementioned reflective approach should positively influence the way in which the staff 
team change practice as they adapt to the young people maturing into young adults. This 
process had already begun in the centre through changes in pocket money, decision making 
and also through contact with the local aftercare project. The inspectors were of the view that 
a more consultative approach with the young people would be appropriate in developing a 
rights based approach.  
 
The centre had seven permanent child care posts, and one permanent child care leader post 
with one child care worker post job shared between two staff members. There was three 
temporary relief staff members used on a regular basis who provided additional staffing cover 
during the day. There was an auxiliary staff member providing domestic support. 
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The standard on education was well met with all of the young people attending school and 
involved in state examinations. The ethos and commitment to encouraging the young people 
to achieve their educational potential was commendable. 
 
None of the young people had an up to date statutory care plan. Statutory reviews had 
occurred on a regular basis as required under the regulations. There statutory care plans did 
not include plans for preparing to leave care although several social workers were liaising 
with the local aftercare project in partnership with the centre staff team.  
 
The method of keeping the administrative records needed to be changed as generally all 
information was recorded in the daily logs for each child. This made information on 
significant and serious events difficult to source and monitor. The centre manager planned to 
revise the record keeping structure in the centre.  
 
The staff team did not have sufficient knowledge of child protection policies and procedures 
and had a limited understanding of the wider child protection system. The standard on vetting 
of staff members was not met. 
 
The monitoring officer visited the centre on several occasions in 2005. Her role was 
considered supportive by the centre manager. Inspectors recommend that a protocol for 
responding to recommendations following a monitoring visit should be devised by the local 
health office manager with regional responsibility for child care in the HSE SWA. 
 
The centre had initiated and maintained contact with family members in partnership with the 
relevant social work department although this should be further developed as all of the parents 
requested more regular and informal contact from staff members. 
 
The centre had a homely atmosphere and the standard of hygiene was good. The young 
people had a say in recent decoration of the downstairs area and their bedrooms. The upstairs 
area required decoration and the outside area needed to be tidied as it was overgrown and 
unkempt in areas.  
 
The young people had strong links with the local community through relationships with peers 
in the locality, neighbours and involvement in local activities. They experienced themselves 
as being cared for by the centre manager and staff team and inspectors observed caring 
practice between staff members and the young people.  
 
The centre did not have a fire safety certificate and this must be addressed as a matter of 
urgency by senior management in the HSESWA.  
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2.   Introduction 
 

2.1 Methodology 
 
Interviews were held with the centre manager, four staff members, three social workers, a 
social work team leader, and the HSE’s monitoring officer. Telephone interviews were held 
with the line manager for the centre, a social worker and four parents. Four young people met 
with the inspectors and one young person declined to do so. Care and administrative records 
were also examined as part of the inspection process. Inspectors spent time observing practice 
in the centre. 

 
2.2 Acknowledgements 

 
Inspectors wish to acknowledge the assistance provided to them by the manager and staff 
team and also the co-operation of the young people, parents, social workers and all those who 
contributed to this inspection. 

 
3.   Setting the scene:  
 

3.1 Background 
 

This residential centre was originally set up and managed by a voluntary organisation until 
1997 when it came under the line management of the former Eastern Health Board. At the 
time of inspection it provided long term care to adolescent boys and girls who had lived in the 
centre for a significant part of their lives. It is now line managed by the community care area 
Dublin West and is geographically located in HSE East Coast Area. This centre had been 
previously inspected in 2001 and the inspection report is available on the SSI website as 
report number 5. 
 
At the time of inspection a plan for the reconfiguration of residential services in the South 
Western Area was in its final stages. The aim of this ‘residential change project’ was to make 
the service more responsive to the range of needs of the young people entering it by 
maximising the use of existing resources. 

 
3.2 Data on young people 

 
Young person  Age Legal Status Length of time 

in centre 
#1 17 Voluntary 10years5 months
#2 17 Voluntary 9 years 
#3 17 Voluntary 6 years  
#4 16 Voluntary 9 years 8 months
#5 16 Court Order 11 years 

The young people have lived in this centre for a significant part of their lives. These children 
entered the centre between the ages of five and 11 years of age. Social workers told inspectors 
that early attempts had been made to source fostering families. On a national comparison, it is 
unusual for children to live in a centre for this length of time.* 
 
* Provisional figures based on children’s data from seventy three SSI inspections of children’s residential centres up to the end of 2004, the 
average length of placement (median value) was 1 year & 8 months. The average length of placement in this centre was far higher. 
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The HSE made a commitment that no young person under the age of twelve years of age 
would be placed in residential care. Current placements which predate this commitment 
should be reviewed to ensure they also adhere to this. Alongside sourcing and funding 
adequate numbers of appropriate fostering families, a good standard of care planning would 
also maximise the possibility of a family life for young children.  
 
4.   Standards: the findings 
 

4.1 Statement of purpose and function 
 

The written purpose and function stated that the centre would provide long term residential 
care for eight boys or girls aged between four and eighteen years of age. 
 
Inspectors were told by the centre manager and staff team that the most significant change to 
the purpose and function in recent times was that children under twelve would no longer be 
placed in residential care and that the current maximum occupancy level was for six young 
people. Therefore the statement was not up to date,  
 
The accompanying policy document did not include all the necessary policies and reflected 
practice which was no longer age appropriate. The staff members did not have a good 
understanding of the policy document and how it impacted on practice in the centre. As a 
number of these policies were devised for younger children, this impacted on irrelevant care 
practices. 
 
The centre manager and staff team had an understanding that the purpose and function of the 
centre was to provide long term care for the young people pending changes that would result 
from the residential change management plan. The expectation was that when this plan was 
implemented the centre would provide care for young people over sixteen years of age and 
assist them in preparing to leave care. There was no proposed time frame in which this change 
would occur. The profile of the young people currently living in the centre would complement 
this new purpose and function. 
 
A new written statement of purpose and function should be agreed for this centre. A generic 
policy document was in the process of development for all residential centres in the HSE 
South West and this should be actively incorporated into the centre as soon as is practicable. 
The centre manager should ensure that the young people are meaningfully consulted about the 
development of any locally based policies which impact on their lives. 

 
The centre does not have an age appropriate brochure for the young people detailing the 
service, policies and all other necessary information. 
 
Recommendations 
 
1.  The local health office manager with responsibility for child care should ensure the 

centre has an up to date and relevant purpose and function. 
 

The centre has a clear written statement of purpose and function which accurately describes what the 
centre sets out to do with children and the manner in which that is provided.  The statement is available, 
accessible and understood. 
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2.  The local health officer manager with responsibility for child care must ensure that 
the generic policy document fro the area is completed and circulated to this centre as 
soon as possible 

 
3.  The centre manager must ensure that all staff members and young people are aware 

of the contents of the policy document. 
 
4.2 Management and care staffing 
 

4.2.1  Management 

The centre manager was employed on a permanent basis and had managed the centre for four 
years. He was originally employed as a child care worker and had worked in the centre for a 
total of nine years. His line manager was the principal social worker for the area who in turn 
reported to the general manager. He had the appropriate qualification in child care. 
 
The impracticality of a principal social worker having a line management responsibility for 
residential centres has been highlighted through previous inspection reports. Inspectors were 
informed a new post of residential services co-ordinator for the HSE SWA was in the process 
of recruitment and it is hoped this will impact positively on the quality of service provided to 
children in residential care.  
 
The centre manager was key in the organisation and the staff members highlighted his role in 
responding to complaints and child protection allegations. While this is appropriate 
management the manager should also ensure that staff members have adequate knowledge of 
the various systems and policies. This is further discussed under section 4.7.2. The centre 
manager balanced his administrative duties with a high level of accessibility to the staff team 
and young people.  

 
4.2.2 Care staffing 
 
The centre had seven permanent child care posts, and one permanent child care leader post 
with one child care worker post job shared between two staff members. There was three 
temporary relief staff members used on a regular basis who provided additional staffing cover 
during the day. There was an auxiliary staff member providing domestic support. The centre 
had only one child care leader post. The senior management should review the number of 
child care leaders in post in order to support the manager in executing his duties. 
 
Five of the staff members including the manager had worked in the centre for over eight years 
and the most recent full time member of staff had been in position for three years. This 
longevity of service created a stable staff team who provided continuity in their care of the 
young people. There was no agency staff used by the centre. Nine of the staff team had the 
relevant qualification in social care. The remaining staff members had a qualification in a 
relevant area. 
 
The staff team worked in teams of two so that two staff members were paired on all shifts. 
There had been a recent change of teams to facilitate learning different approaches. This 

The centre is effectively managed, and care staff are organised to deliver the best possible care for young 
people.  There are appropriate external management and monitoring arrangements in place. 
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pairing of staff was highlighted as a positive experience by staff members. Two staff 
members slept over each night. 
 
There were good systems for communication including daily handover meetings and weekly 
staff meetings. Staff meetings were well attended and staff members told inspectors that they 
were a useful forum for communication, decision making and conflict resolution. 
Communication and consistency was highlighted as an ongoing issue which was being 
addressed by the centre manager through team meetings. 
 
The standard on vetting was not met. All of the staff had an up to date Garda clearances on 
file although only two of these clearances had been obtained prior to the staff members 
starting work in the centre. Three staff members had commenced work prior to 1995 when the 
legislated requirement for Garda clearances began. The centre manager recently sourced the 
outstanding Garda clearances for the longer serving members of the staff team. Seven of the 
staff members had the required three references on file. Five had two references. There was 
written evidence that the centre manager had sought the outstanding references.  
 
The inspectors noted that for a number of the staff team this was their first period of 
employment in residential care. The team had a healthy balance of experienced and new staff. 
This contributed to a strong team that was confident about their work. 
 
4.2.3 Supervision and support 

The centre manager received formal supervision from his line manager every two months. All 
managers from residential care in the local community care area also met on a regular basis 
with the line manager for group supervision and support. It was three months since the last 
managers meeting.  
 
The centre manager has responsibility to supervise thirteen staff members. There had been no 
consistent formal supervision in the centre. A number of staff had never been formally 
supervised and some had not received supervision for over a period of several years. All staff 
members told inspectors that the centre manager was available for good quality informal 
supervision. Formal supervision is extremely important for professional development and for 
monitoring the implementation of placements plans and should commence without delay.   
 
Both the centre manager and the individual staff members have a responsibility to ensure that 
supervision occurs on a regular basis. The line manager and centre manager should devise a 
plan to address any difficulties in implementing formal supervision. 
 
Recommendation 
 
4. The line manager should liaise with the centre manager in resolving any difficulties 

in implementing a system of supervision including adequate recording. 
 
4.2.4 Training and development 
 
The centre manager had attended training in cognitive therapy and staff supervision. None of 
the remaining staff members had attended external training for a number of years. All of the 
staff team completed initial training in Therapeutic Crisis Intervention Training (TCI) several 
years previously. This is a behaviour management model endorsed by the Health Services 
Executive. None of the staff team completed the necessary refresher training in this model.  
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Representatives from outside agencies and services have made presentations to the staff on 
relevant subjects such as aftercare. In light of the relative inexperience of some staff members 
and the significant length of service of others, external training in Children First, refresher 
training in Therapeutic Crisis Intervention and specific training in issues related to working 
with adolescents would be beneficial. The centre manager and line manager should meet to 
resolve staffing issues which may prevent staff members accessing useful training. 
 
Recommendation 

5. The centre manager and line manager should seek external training for the staff 
team in relevant areas and facilitate attendance through resolution of staffing 
difficulties. 

 
4.2.5 Administrative files 
 
The centre had numerous administrative files including individual daily logs, a 
communications book, the diary, and a record of sanctions. The majority of information was 
recorded in the daily log regardless of its nature.  
 
There was evidence that a recent child protection incident was only recorded in the daily log. 
While the level of detail it contained was good, it should have been recorded on a separate 
incident sheet and filed on the young person’s case file. This would have facilitated ease in 
information sharing with other professionals, allowed for the recording of follow up actions in 
one record and it would also have ensured that it was appropriately filed in a confidential 
section of the case file. 
 
There were no serious incidents records, no significant events register, and no keyworking 
records. The function of these records and the purpose of efficient record keeping should be 
addressed by the centre manager with the staff team. 

Recommendation 
 
6. The centre manager should address the system of recording to ensure information is 

appropriately recorded and filed and staff members understand their purpose and 
function. 

 
4.2.6 Notification of significant events 

There was no written central record of the notification of significant events to the social 
worker or to the local monitoring officer. The inspectors were informed that following a 
serious incident a report is written in the young person’s daily log and the centre manager 
informed verbally. Depending on the nature of the incident the centre manager would then 
write to the social worker providing some detail of the incident and this correspondence is 
maintained in the care files of the young person. There were no serious incidents/critical 
incident records in regular use in the centre and all information was recorded in the daily logs 
of the relevant young person. However, the social workers were satisfied that the centre 
would notify them verbally of any incidents involving the young people. 

 
Recommendation 
 
7. The centre manager should ensure that there is a clear process for the written 

notification of significant events to all relevant persons. 
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4.2.7 Register 

The centre manager maintained a register that contained the majority of the relevant 
information required under the legislation. The onward address of two previous residents was 
not recorded. 
 
Recommendation 
 
8. The centre manager should source the outstanding information for the register. 
 
4.3 Monitoring 

 

The monitoring officer had most recently visited the centre in September 2005. She was in 
regular phone contact with the manager. The monitoring officer was not notified of significant 
events. This was an ongoing issue for all centres in HSESWA. 
 
The monitoring officer stated she had previously made recommendations to the manager 
about the sanctions policy and record keeping albeit not in writing. The line manager was not 
aware of recommendations from the monitoring officer. 
 
As recommended in other inspection reports for the HSESW area, there is a need for a 
reporting protocol for the monitoring officer following a visit. This should include how 
monitoring recommendations are presented; who has responsibility for their implementation; 
and how outstanding issues are acted upon. Once put in place this internal process should 
ensure senior managers are made aware of failures under legislation, regulations and 
standards. 
 
Recommendation 
 
9. The LHO manager with regional responsibility for child care should ensure a 

protocol is in place for recommendations made by the monitoring officer, including 
reporting and implementation.  

 
4.4 Children’s rights 

 

4.4.1 Access to information 
 

The young people had a good understanding of their right to access their daily log. Two of the 
young people had seen their care files and two did not understand what their care files were or 
that they could access them.  
 

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. 

The Health Board, for the purpose of satisfying itself that the Child Care Regulations 5 – 16 are being 
complied with, shall ensure that adequate arrangements are in place to enable an authorised person, on 
behalf of the Health Board, to monitor statutory and non-statutory children’s residential centres. 
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The centre has a short written policy on young people accessing information. While the centre 
manager and staff team acknowledged the right of the young people to access their files, there 
was inconsistent practice in how this occurred. In two of the care files social history reports 
and care orders were sealed. This is an unusual practice and the centre manager told 
inspectors that he implemented it following a directive from the area. The line manager had 
no knowledge of this practice and believes it may have predated his appointment.   
 
Inspectors concluded that it reflected a respect for the confidentiality of the young people’s 
family histories but it was inappropriate practice. Sensitive information should be 
appropriately stored and filed in a confidential manner to prevent young people inadvertently 
accessing it without adequate preparation and ensures that this information is only accessed 
on a need to know basis by appropriate persons.  
 
Life story work had been carried out with one of the young people by staff members. The 
centre manager in partnership with the social work department should ensure all of the young 
people understand their care history and this is done in an appropriate and sensitive manner. 
As these young people have spent a significant part of their life in this centre the need to share 
their history while they live in a supportive environment is very important. 
 
Recommendations 
 
10. The centre manager should ensure that the young people and staff members have a 

good understanding of the practice in accessing information. 
 
11. The centre manager should ensure that all information is maintained in an 

appropriate manner which respects the need for confidentiality and facilitates ease 
of access for the young people. 

 
4.4.2 Consultation 
 
The young people’s views were sought on an individual basis about activities, holidays and 
celebrations. The keyworkers consulted with them on purchasing clothes, and presenting their 
views at team meetings. The young people all attended their own reviews and were confident 
in presenting their views. Some of the young people knew there was a group called the Irish 
Association of Young People in Care but did not know what it did. 
 
There was no practice of house meetings or opportunities for members of the staff team to 
meet with the young people formally as a group. Quarterly reports were prepared by the 
keyworker and discussed at team meetings but there was no consultation with the young 
person on the content of this report. These quarterly reports were presented to the inspectors 
as the placement plans for the young people and included detailed information and tasks for 
completion. The young people’s input would be highly appropriate and relevant. Recently the 
young people’s keyworkers had changed to facilitate learning for new team members but 
there was no evidence that the young people were consulted about this change. 
 
The young people expressed interest in house meetings as forums to present their views and 
discuss policies and rules which affected their lives in the house. The inspectorate found that 
while this team had an emphasis on providing a high standard of care there was a lack of 
listening to young people about house rules and policies. This aspect of children’s rights 
should be incorporated into practice. 
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Recommendation 
 
12. The centre manager should ensure that the rights of the young people are actively 

incorporated into the practice of the centre. 
 
4.4.3 Complaints 
 
The centre did not maintain a record of complaints and inspectors were told that the young 
people had not made any complaints. The centre manager highlighted the process that 
complaints are locally resolved and therefore are not generally recorded. Some young people 
were confident about making complaints to staff members if they were unhappy although two 
young people were not confident it would make a difference. The staff members did not have 
a consistent understanding of the policy and generally understood the practice was to inform 
the centre manager and he would resolve it. 
 
While the ability to resolve complaints informally is essential and good practice, children 
should have confidence that change can occur following a complaint. This will empower them 
and is an important skill for their lives beyond care. The systematic recording of complaints is 
an important method of monitoring trends and ensures there is speedy resolution for the 
young people. Staff members also have an individual advocating role in ensuring complaints 
are resolved for the young people. There was evidence from interviews that the young people 
and parents had previously made complaints about access arrangements. These complaints 
were appropriately resolved but there was no record in the centre. 
 
Recommendation 
 
13. The centre manager should ensure that all staff members, young people and parents 

are aware of the complaints policy and practice. 

4.5 Planning for children and young people 
 

4.5.1 Suitable placement and admissions 
 
The social workers considered the young people to be currently appropriately placed. One 
social worker held that the original placement was inappropriate due to the young person’s 
age and distance from home.  
 
Two social workers expressed concern about the difficulties for the young people visiting 
their families and the areas they came from owing to differences that had arisen due to the 
children being placed away from home. An example of that was that the young people had 
different accents to family members. The HSE should ensure that following consideration of 
any safety issues, young people should live in or near their communities of origin.  
 
The option of fostering and returning home was explored for several of the young people at an 
early stage in their care history. The social workers told inspectors various reasons about why 

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. 



No. 142 Final Report  13

fostering did not occur including a lack of specialised fostering to manage specific behaviour, 
a reluctance by parents to agree with fostering, the young person settling into the centre, and 
the desire to keep siblings together. Good quality care planning is essential to ensure that all 
care options are explored on a regular basis during a young person’s life in care. The standard 
on care planning is discussed further under the next section 4.5.2. 
 
The process of admission is through consultation with the centre manager and the principal 
social worker. The centre manager is unclear of how this process will be affected by the 
recently convened admission and discharge committee.  
 
4.5.2 Statutory care plans and care plan reviews 
 
All of the young people had a copy of a care plan on file. Two of care plans were devised in 
2000 one was devised in 2003, another devised in 2003 and one was not dated. Reviews 
occurred annually as the minimum required under regulations for young people in placements 
for over two years.  
 
On examination of the minutes of these reviews inspectors were of the view that they 
reflected a placement review rather than a care plan review. As this was a long term 
placement for all of the young people the distinction between placement and care plan had 
become blurred. However, care plan reviews should plan for the young person beyond the 
needs which can be addressed in their placement. This blurring of distinction between 
placement and care plan review impacted on planning for leaving care as detailed plans were 
not devised as part of the care planning process. 
 
Recommendations 
 
14. The principal social worker should ensure that care plans reviews occur within the 

format prescribed by the Child Care (Placement of Children in Residential Care) 
Regulations 1995.  

 
15. The principal social worker should ensure that the young people’s statutory care 

plans include preparation for the young people to leave care. 
 
4.5.3 Contact with families 
 
The staff team encouraged the young people to organise their own access with their parents 
and where relevant, their siblings. The parents spoke warmly of the quality of the care the 
young people received. Several of the parents told inspectors they would like more regular 
contact from the centre. None of the parents knew the complaints procedure. All of the 
parents had visited the centre although the majority of access occurs outside it. There was 
evidence that the wishes of the young people are respected by the social work department and 
the staff team in this regard. 
 
There was evidence that the staff team had actively sourced contact with extended family 
members and facilitated this contact through transport and support. This is to be commended. 
There was also evidence of regular visits by siblings of the young people who had been 
previous residents. However, family members did not visit the centre on a regular basis and 
informal contact through phone calls and letters was not a feature of family contact. 
 
The centre manager and staff team have a good foundation to revise their approach to working 
with families to include proactive regular contact, informing parents of positive and 
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significant events, working with the young people in resolving difficult relationships with 
family members and encouraging visits to the centre. 
 
Recommendation 
 
16. The centre manager and staff team should ensure they have good systems in place 

for maintaining regular informal contact with families. 
 

4.5.4 Social work role 
 

There was evidence of a good standard of interdisciplinary communication between the social 
work department and the staff team. Some of the social workers were in regular contact 
through visits and phone contact with the staff team at a level appropriate to the young 
people’s needs. All of the social workers told inspectors that they considered the young 
people well cared for by the staff team.  
 
One social worker had not visited the centre in the previous two years. Inspectors recommend 
that social workers should visit the centre from time to time. Two social workers said that the 
lack of an answering service on the phone in the centre was an issue for them in maintaining 
contact. The standard on care planning is discussed under section 4.5.2. 
 
One social worker read the case files in the centre from time to time. There was evidence of 
two social workers advocating for the young person and parents in relation to access 
arrangements. Two social workers told inspectors of young people complaining about 
sanctions due to misbehaviour and how they explained to the young people the need to keep 
the rules. There were also examples of social workers advocating for the young people to the 
centre in response to sanctions.  
 
Social workers for young people in residential care should strive to balance their advocacy 
role on behalf of the young people with the need to maintain a good working relationship with 
the centre management and staff team. It is important that young people know that their social 
workers will consider their views and advocate for change on their behalf if appropriate. 
Social workers should share this aspect of their role to centre management and staff team. 
 
Recommendations 
 
17. Social workers should read the young person files in the centre from time to time as 

a safeguarding practice. 
 
18. Social workers should ensure that they visit the young people in the centre. 
 
19. The centre manager should get a phone answering service for the centre to facilitate 

communication. 
 

Supervising social workers have clear professional and statutory obligations and responsibilities for young 
people in residential care.  All young people need to know that they have access on a regular basis to an 
advocate external to the centre to whom they can confide any difficulties or concerns they have in relation to 
any aspect of their care.
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4.5.5  Emotional and specialist support 
 

There was evidence that the staff team have actively sought specialised services for the young 
people including educational and psychological assessments. One young person’s condition 
was appropriately managed medically. Both the social worker and the staff team sought 
different psychological support for the condition. Given the young person’s age, inspectors 
urge that support is sourced as a priority. 
 
Specialised external services have been invited to attend staff meetings to ensure staff 
members have knowledge of the service and any implications for care of the young people. 
There was evidence that the staff team have a good understanding of the medical and dietary 
needs of the young people. This was commendable. 
 
Recommendation 
 
20. The centre manager and social worker should source the psychological support for 

one young person as a matter of urgency. 

4.5.5 Preparation for leaving care and aftercare support 
 
There is a residential aftercare service in close proximity to the centre which assisted the 
centre in preparing young people for leaving care. All of the young people in the service had 
been referred. None of the young people had a plan on file detailing the preparation for 
leaving care. 
 
An initial meeting had occurred between one young person, the keyworker, and the link 
worker from the aftercare service to assess and devise a suitable plan to prepare for leaving 
care. Previous residents have used this service, and the two services had a good working 
relationship. There is a good standard of working in partnership in preparing young people for 
leaving care.  
 
There was evidence that the staff team had encouraged young people to travel independently 
to school, purchase toiletries and prepare meals with staff help. There was also an emphasis 
on encouraging the young people in decision making which was evident in how family access 
was arranged. This approach should be further developed and informed by a consultative 
approach with the young people. 
 
The preparation for leaving care plan should reflect the commitment of the HSESWA to care 
for these young people in this centre even when they are over eighteen years of age and in full 
time education. The aftercare plan should address the need to facilitate the staff team to 
maintain the relationships with the young people when the move into independent living 
aftercare, as part of formal acknowledgment of this centre as their home. 
 
At the time of inspection no statutory care plans had leaving care plans for any of the young 
people. This must be addressed by the social work department as a priority. Two of these 
young people have spent a significant part of their life in residential care and preparation must 
be slowly paced and well planned in advance. 
 
Recommendation 
 
21. The principal social workers for each young person should ensure that up to date and 

relevant preparation for leaving care plans are included in the statutory care plans.  
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4.5.6 Discharges 
 
No young person had been discharged from the centre in the previous twelve months. The 
centre manager told inspectors that a decision to discharge a young person would be made 
between himself, the relevant social worker and the line manager for the centre.  
 
4.5.7 Children’s care records 
 
Some of information required under the regulations was not available. One care file did not 
have a birth certificate. One file did not have a copy of a care order or medical consent. None 
of the files had an up to date care plan.  
 
The files should be re-organised to include a confidential section. Incidents of critical 
incidents and keyworking sessions should be recorded in a relevant section in the case files. 
Placement plans should be devised with young people and their implementation should be 
supervised by the centre manager. The current use of quarterly reports should continue as a 
means of information sharing and for ensuring all staff members are aware of the placement 
plans for all of the young people. 
 
Recommendation 
 
22. The centre manager should ensure that placement plans are devised in consultation 

with the young people. 
 
4.6 Care of young people 
 

4.6.1 Individual care in group living 
 
The staff team spoke warmly about the young people and the level of commitment to their 
well-being was evident in the approach to practice, consideration of the individual needs of 
the young people and the encouragement given to the young people to achieve their potential. 
The majority of the staff team have cared for the young people since they were children and 
they provided care, affection and consistency in their lives. Most importantly the young 
people felt they were valued and cared. This is commendable and reflected a dedicated and 
committed team of people ensuring these young people received a high standard of care.  

 
Some of the practices were not age appropriate and should be revised. These included 
monetary rewards for tidying bedrooms, monetary sanctions for lying, and enforcing 
attendance at religious ceremonies pending a direction from parents. There was a need for 
practice to reflect the age of the young people and encourage greater empowerment and 
consultation. The centre manager highlighted the difficulties in implementing practice which 
would encourage independence but that would conflict with his obligations as a manager. For 
example giving some of the older young people front door keys may be appropriate child care 
practice but the centre manager believed that in terms of health and safety it is not. Leaving a 

Care staff relate to young people in an open, positive and respectful manner.  Care practices take account of 
young people’s individual needs and respect their social, cultural, religious and ethnic identity.  Young people 
have similar opportunities and leisure experiences to their peers and have opportunities to develop talents 
and pursue interests.  Care staff interventions show an awareness of the impact on young people of separation 
and loss and, where applicable, of neglect and abuse. 
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young person alone in the centre for short periods of time may appropriately prepare them for 
independent living but conflicts with the manager’s need to provide adult supervision in order 
to fulfil his duty. Another example was a young person wanting candles in their bedroom but 
could not have them for fire safety reasons.  
 
Practices which are governed by restrictions from non-child care legislation should be 
balanced with risk assessments and subsequently agreed by line management. This process 
would empower the centre manager in implementing desired age appropriate changes in 
practice. The practice in the centre should become more developmentally appropriate and 
ensure that the young people experience life similar to their peers. 

 
The young people were involved in different team sports, theatre groups and locally based 
community activities. Friendships were encouraged through visits and sleeping over in the 
centre. Birthdays and celebrations were marked in accordance with the wishes of the young 
person. The staff team in partnership with the social work department encouraged trips abroad 
with the school and holidays. One of the young people has sought part-time work external to 
the centre. 

 
Each of the young people have a keyworker who co-ordinated their care and liaised with 
outside agencies on their behalf. Life story work was highlighted as part of the work of the 
keyworker for two of the young people. Given the long care history of the young people it is 
important that life story work is a task shared between both social workers and care staff to 
maximise the wealth of history and records. 

 
4.6.2 Provision of food and cooking facilities 
 
The young people were offered a variety of food and were encouraged to eat healthy. The 
inspectors observed mealtimes as being positive social events and the young people are 
consulted about their preferences for meals. Food was easily accessible outside of mealtimes. 
 
4.6.3 Race, culture, religion, gender and disability 
 
The centre was originally set up under a Roman Catholic religious order and a Christian ethos 
of care was included as part of the policy document. The traditions of the centre included the 
requirement for every young person to attend mass on a Sunday until they are eighteen years 
of age. This meant that if a young person did not want to go to Mass then they had to present 
a letter from their parents giving them this permission in writing. Inspectors were also told 
that a sanction of no social activities or lifts to friends would be facilitated for a young person 
refusing to attend Mass. 
 
While the religious beliefs of the children should be supported by the staff team a balance 
should be struck between enforcement and encouragement. Any practice which relies on 
external controls to enforce an action can ultimately weaken the very behaviour it intended to 
strengthen.  
 
The views of the young people should be respected in the practice of their religious beliefs.  
Some staff members highlighted the positive impact of the Christmas Mass in the centre and 
how the young people valued it as a source of consistency and tradition. Some members of 
the staff team were clear that the focus on the Roman Catholic religion was only due to no 
child of any other faith currently living in the centre and the religious belief of any child 
would be respected and encouraged.  
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Recommendations 
 
23. The centre manager should ensure that care practices are consultative and age 

appropriate. 
 
24. The centre manager should ensure the wishes of the young people are respected in 

the practice of their religion. 
 

4.6.4 Managing behaviour 
 
The centre manager and staff team highlighted ‘talking through’ challenging behaviour as one 
of the main approaches to managing behaviour. The main sanctions used were monetary 
sanctions and grounding. The strength of the relationship between the staff team and young 
people was a significant factor in managing behaviour. Inspectors observed practice which 
reflected a warm approach.  
 
Although the approach to sanctions was recently reviewed there remained a heavy reliance on 
punitive monetary sanctions in response to different types of behaviour such as cursing, lying 
and not completing designated household tasks. There was evidence that these sanctions were 
inconsistently applied and on occasions excessive in response to the behaviour. There was 
little incentive to encourage appropriate behaviour through positive interventions. Some of the 
young people perceived some sanctions as unfair such as losing pocket money for lying. 
Others perceived inequality in how staff members use sanctions in response to the same 
behaviour by different young people.  
 
The issue regarding consistency was being reviewed by the centre manager. In addition the 
centre manager and staff team should seek the views of the young people in devising a new 
approach based on a respectful relationship between young people and staff members. This 
should be age related and appropriate. External control of sanctions to control and manage 
behaviour should change to a relationship based approach which focuses on the young people 
internalising the messages staff provide to the young people through sanctions.   
 
The use of de-escalation taught as part of the TCI model was highlighted as being of 
significant use by some staff members in managing the behaviour of the young people.  
 
Recommendation 
 
25. The centre manager should change the approach to managing behaviour through 

sanctions in consultation with the staff team and young people. 
 
4.6.5 Restraint 
 
There has been no physical restraint in the centre. None of the staff team had completed the 
refresher training in the Therapeutic Crisis Intervention which is the HSE sanctioned model 
for managing challenging behaviour including physical restraint. The centre manager cited his 
reluctance to engage agency staff and the current lack of relief workers as the reason he had 
been unable to release staff members for training. Also some medical issues in the team 
would prevent the implementation of the restraint aspect of this model. One staff member 
recalled physically intervening when two young people were fighting some time ago. There 
must be an understanding and acknowledgement about all forms of physical interventions 
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including how they should be managed within the TCI model, appropriately recorded, notified 
and monitored. 
 
Recommendations 

26. The centre manager should ensure that staff members attend training in TCI and 
the model is implemented as appropriate. 

 
27. All physical interventions should be acknowledged, appropriately recorded, reported 

and monitored by the centre manager. 
 
4.6.6 Absence without authority 
 
The centre manager informed inspectors that there had been no absences without authority in 
the previous twelve months. Absences from failure to comply with curfew times were the 
most common type of absences.  Staff made all efforts to contact the young people to try to 
locate and encourage them to return including searching the local area. If a young person does 
not return after an hour, and staff are unable to get in touch with them, or if staff are 
concerned regarding risk to the young person, the local Garda Siochana are informed. The 
initiation of this process may differ depending on the individual risk associated with each 
young person.  
 
Practice in this area was good. Absences are generally recorded in the young person’s daily 
logs. For monitoring purposes a separate record should be maintained in the case records 
including details of notifications.  
 
Recommendation 
 
28. The centre manager should ensure a separate record is maintained of incidences of 

absconding. 
 

4.7  Safeguarding and child protection 
 
4.7.1 Safeguarding 
 

The general ethos of safeguarding in the centre was good. The staff team had a good 
understanding of ensuring that staff knew of each others whereabouts and being able to 
challenge each others practice. 
 
However, there was a low level of awareness of necessary safeguarding practices when 
working with adolescent boys and girls live together.  Inspectors were told by some staff 
members that the fact that these young people grew up together was a safeguard in itself. The 
centre manager should ensure that all of the staff team have a good awareness of best practice 
in working with adolescents in a shared environment. This would involve an 
acknowledgement with the young people of the need for appropriate relationships that would 
not threaten friendships or indeed the safety and well-being of all of the young people when 
living together.   

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. 
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Recommendation 
 
29. The centre manager should ensure that knowledge about safeguarding practice 

implicitly refers to appropriate practice where teenage boys and girls live together.  

4.7.2    Child protection 
 

There was insufficient knowledge about child protection. The staff members were not clear 
about the process of assessment, notification, recording and completion of assessments. All 
staff members highlighted the pivotal role of the centre manager in notifying the social work 
department and providing the written details. However, there was mixed understanding of 
where details of the incident would be recorded. Some staff members told inspectors they 
would record it in the daily log while others said that they would record it separately.  
 
There was one outstanding child protection investigation which was being assessed and co-
ordinated by the school. While there was evidence of a good inter-disciplinary approach in 
managing the child protection concern the staff required clarity about their role in 
interviewing a young person following a child protection allegation. Neither the centre 
manager nor staff team had completed the briefing training in Children First. 
 
The centre manager should ensure that all of the staff team had good knowledge of the policy 
in the centre, the practice in managing disclosures and allegations with the young person, the 
role of the professionals in child protection assessments, inter-professional co-ordination and 
the process of recording. 
 
Recommendation 
 
30. The centre manager should ensure that the staff team have a clear understanding of 

the child protection policy and system. 
 
4.8  Education 

 

All of the young people were in full time education and were actively encouraged to achieve 
their educational potential. Additional allowances for extra support through study and fixed 
homework times all contributed to a sense of value in young people achieving educational 
goals. The centre manager and staff team are commended for this commitment to the young 
people’s education.  
 
The staff team attended school meetings, liaised with the local schools and acknowledged 
educational achievements. Travel and school trips were all supported by the centre. The 
schools spoke warmly of the staff team, the support given to the young people, and told 
inspectors of the partnership approach with the staff team.  
 

There are systems in place in the centre to protect young people from abuse.  Care staff are aware of and 
implement practices which are designed to protect young people in care. 

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

The health needs of the young people were well met. There was a medical assessment on file 
for the young people as well as records of their previous immunisations and hospital visits. 
There was evidence that the staff team encouraged healthy eating and regular exercise. The 
staff team also ensured the young people attended the dentist on a regular basis and accessed 
specialist services as required. The staff team actively sought medical advice in addressing 
specific health concerns of one young person and had a good understanding of the condition.  
 
A locked, well stocked medical cabinet was situated in the staff office and records maintained 
of the administration of medication. 
 
None of the young people had a medical card in their own name and this should be addressed 
immediately.  
 
Recommendation 
 
31. The centre manager should ensure that all young people have medical cards in their 

own right. 
 
4.10  Premises and safety 
 

4.10.1 Accommodation 
 
The centre was a large detached purpose built building located in the South Dublin City. It 
had a large garden to the back and rear of the house. It had a large dinging area, kitchen, 
utility room, two offices, living area and games room. It was maintained to a good standard of 
hygiene and the downstairs area was well maintained and decorated in a homely fashion. The 
upstairs area needs to be redecorated. 
 
There were no photographs displayed and inspectors were told that this was in response to a 
directive issued by the HSESWA in order to respect the confidentiality of previous residents. 
Considering this was a long term home for these young people this should be resolved as 
photographs contribute to a sense of home and constancy. 

 
Recommendations 
 
32. The centre manager should ensure that photographs of the young people are 

displayed throughout the house. 
 
33. The centre manager should ensure the upstairs area of the centre is redecorated. 

The premises are suitable for the residential care of 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 and 13 of the Child Care Regulations, 1995. 

The health needs of the young people are assessed and met.  They are given information and support to make 
age appropriate choices in relation to their health. 
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4.10.2 Maintenance and repairs 
 
The garden to the rear and back of the house was significantly overgrown with broken 
furniture, rusty swing set and a broken basketball loop. The centre manager and staff team 
should liaise with the young people in maximising the potential of the outside area.  
 
The centre manager told inspectors that requests to address repairs were managed promptly 
but larger jobs were more difficult to obtain such as replacing broken bedroom doors and 
redecoration.  

 
Recommendations 
 
34. The line manager and centre manager should resolve the difficulties in accessing 

appropriate maintenance for larger jobs. 
 
35. The centre manager should ensure that there is adequate maintenance of the outside 

area of the centre in order to maximise its potential. 
 
4.10.3  Safety (including fire safety) 
 
The last health and safety audit was completed in 1999. There was written evidence that the 
centre manager had requested an up dated health and safety audit in the previous four months. 
This request remained outstanding at the time of inspection. 
 
One young person was very concerned about the safety in the centre due to a break in the 
previous year. A feeling of security and safety is extremely important and the young person 
highlighted the fitting of a burglar alarm as a solution. The line manager and centre manager 
should secure funding to purchase and fit a burglar alarm to the premises. 
 
The fire equipment was well maintained. Fire drills occur on a monthly basis. The smoke 
alarm in the kitchen is overly sensitive and is triggered by cooking. This should be fixed. A 
combination of monthly drills and no response to false alarms as witnessed by inspectors can 
result in desensitisation. The centre manager should consult with the local fire officer for 
optimum number of drills and response to false alarms. 
 
The local fire officer informed the inspectors in writing that while the centre does not have a 
fire certificate ‘Discussions are ongoing with Dublin Fire Services in relation to fire 
certification for Children’s Residential units’. He also included details of the works that have 
been carried out as follows; A L1 Type fire alarm has been fitted, emergency lighting, 
installation of fire fighting equipment and ongoing fire training for staff.  
 
Recommendations 
 
36. The general manager in HSESWA must liaise with the health and safety department 

to address any difficulties in obtaining an up to date health and safety audit. 
 
37. The line manager and centre manager should ensure that a burglar alarm is fitted to 

the premises. 
 
38. The centre manager should liaise with the local fire officer in relation to the practice 

on fire safety. 
 
39. The general manager should ensure a fire certification is obtained for this centre as 

soon as possible. 
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5. Summary of Recommendations 
 

1. The local health office manager with responsibility for child care should ensure the 
centre has an up to date and relevant purpose and function. 

 
2. The local health officer manager with responsibility for child care must ensure that 

the generic policy document for the area is completed and circulated to this centre as 
soon as possible 

 
3. The centre manager must ensure that all staff members and young people are aware 

of the contents of the policy document. 
 
4. The line manager should liaise with the centre manager in resolving any difficulties 

in implementing a system of supervision including adequate recording. 
 
5. The centre manager and line manager should seek external training for the staff 

team in relevant areas and facilitate attendance through resolution of staffing 
difficulties. 

 
6. The centre manager should address the system of recording to ensure information is 

appropriately recorded and filed and staff members understand their purpose and 
function. 

 
7. The centre manager should ensure that there is a clear process for the written 

notification of significant events to all relevant persons. 
 
8. The centre manager should source the outstanding information for the register. 
 
9. The LHO manager with regional responsibility for child care should ensure a 

protocol is in place for recommendations made by the monitoring officer, including 
reporting and implementation.  

 
10. The centre manager should ensure that the young people and staff members have a 

good understanding of the practice in accessing information. 
 
11. The centre manager should ensure that all information is maintained in an 

appropriate manner which respects the need for confidentiality and facilitates ease 
of access for the young people. 

 
12. The centre manager should ensure that the rights of the young people are actively 

incorporated into the practice of the centre. 
 
13. The centre manager should ensure that all staff members, young people and parents 

are aware of the complaints policy and practice. 
 
14. The principal social worker should ensure that care plans reviews occur within the 

format prescribed by the Child Care (Placement of Children in Residential Care) 
Regulations 1995.  
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15. The principal social worker should ensure that the young people’s statutory care 
plans include preparation for the young people to leave care. 

 
16. The centre manager and staff team should ensure they have good systems in place 

for maintaining regular informal contact with families. 
 
17. Social workers should read the young person files in the centre from time to time as 

a safeguarding practice. 
 
18. Social workers should ensure that they visit the young people in the centre. 
 
19. The centre manager should get a phone answering service for the centre to facilitate 

communication. 
 
20. The centre manager and social worker should source the psychological support for 

one young person as a matter of urgency. 
 
21. The principal social workers for each young person should ensure that up to date 

and relevant preparation for leaving care plans are included in the statutory care 
plans.  

 
23. The centre manager should ensure that placement plans are devised in consultation 

with the young people. 
 
24. The centre manager should ensure that care practices are consultative and age 

appropriate. 
 
25. The centre manager should ensure the wishes of the young people are respected in 

the practice of their religion. 
 
26. The centre manager should change the approach to managing behaviour through 

sanctions in consultation with the staff team and young people. 
 
27. The centre manager should ensure that staff members attend training in TCI and 

the model is implemented as appropriate. 
 
28. All physical interventions should be acknowledged, appropriately recorded, reported 

and monitored by the centre manager. 
 
29. The centre manager should ensure a separate record is maintained of incidences of 

absconding. 
 
30. The centre manager should ensure that knowledge about safeguarding practice 

implicitly refers to appropriate practice where teenage boys and girls live together.  
 
31. The centre manager should ensure that the staff team have a clear understanding of 

the child protection policy and system. 
 
32. The centre manager should ensure that all young people have medical cards in their 

own right. 
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33. The centre manager should ensure that photographs of the young people are 
displayed throughout the house. 

 
34. The line manager and centre manager should ensure that the upstairs area of the 

centre is redecorated. 

35. The line manager and centre manager should resolve the difficulties in accessing 
appropriate maintenance for larger jobs. 

 
36. The centre manager should ensure that there is adequate maintenance of the outside 

area of the centre in order to maximise its potential. 
 
37. The general manager in HSESWA must liaise with the health and safety department 

to address any difficulties in obtaining an up to date health and safety audit. 
 
38. The line manager and centre manager should ensure that a burglar alarm is fitted to 

the premises. 
 
39. The centre manager should liaise with the local fire officer in relation to the practice 

on fire safety. 
 
40. The general manager should ensure a fire certification is obtained for this centre as 

soon as possible. 
 


