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1.  Analysis of Findings 
 
The Social Services Inspectorate (SSI) carried out an announced inspection of a 
children’s residential centre in the Dublin Mid-Leinster HSE area in May 2006. 
 
The centre was previously inspected as a special arrangement by the SSI in May 2001. 
A number of changes had taken place since then. It was no longer a special 
arrangement but a children’s residential centre which provided care to a sibling group 
aged between 11 and 15 years. The centre moved premises in May 2003 and staff had 
been recruited to fill eight and a half posts. An acting centre manager had been in 
place for eighteen months. Overall the care of the young people was good. Practices 
that needed to improve were permancey of staff, supervision, care planning, training, 
monitoring, knowledge of safeguarding and child protection, and children’s rights. 
 
Practices that met the required standard 
 
The standard of primary care in the centre was good. Inspectors observed warm 
interactions between staff members and the young people. The staff team had 
developed a good relationship with neighbours in the locality and young people’s 
friends were encouraged to drop in. The children were facilitated in their various 
interests and medals of achievement were displayed throughout the house. The house 
was homely in appearance, decorated with photographs of the children and staff 
members. The staff team and young people regularly share meals together and the 
meal inspectors joined was a social, lively event. Overall, there was an atmosphere of 
a family home. The purpose and function of the centre was to care for this sibling 
group exclusively and this was understood by the professionals involved.  
 
The external line manager provided monthly supervision and also informal support to 
the centre manager through phone calls and visits to the centre. The residential co-
ordinator identified the need to continue this level of support to facilitate the progress 
in the centre to date.  
 
The standard on health was good. The staff team worked closely with one young 
person’s medical team to ensure a good programme of medication and monitoring 
occurred. Healthy eating was actively encouraged and the meals were varied. All of 
the young people had medical cards in their own name.  
 
The staff team were well qualified. Eleven of the twelve staff team including relief 
workers had a qualification in social care or a third level qualification. 
 
There were a number of professionals involved in the care of these children including 
a guardian ad litem, a child psychiatrist, an acting head of social work from a child 
guidance clinic and a HSE psychologist. There was a good standard of inter-
disciplinary communication through regular meetings, progress review meetings and 
by external professionals attending the staff meeting from time to time.  
 
The young people’s social worker and parent were regular informed of significant 
events in the centre. The administrative files were well maintained and monitored by 
the centre manager. The centre manager told inspectors that the HSE Dublin Mid-
Leinster area is currently revising the system for archiving and storing older 
documents. There had been an issue of bullying but the centre manager and social 
worker were satisfied that this had been appropriately managed although external 
training had been recently sourced in this subject to further inform practice. 
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The centre had developed a parent’s booklet and sought input with the young people’s 
parent. 
 
All of the young people were in full time education appropriate to their needs and 
there was evidence that the care team advocated for the young people in their schools 
to ensure their needs were being met. The religious needs of the young people were 
met in accordance with the wishes of their parent.  
 
The staff team had recently developed an individualised approach to behaviour 
management through encouraging the older young people to assume responsibility for 
their behaviour and suitable consequences. The sanctions were age appropriate and 
were monitored by the centre manager. Two of the young people were facilitated in 
developing their independent skills and their parent was also involved in this process. 
 
The building was well maintained and a garden had recently been renovated in order 
to provide a comfortable outside living space. There was a good standard of 
maintenance and a health and safety officer function had recently been assigned to 
one member of the team. The local fire officer informed inspectors that the centre has 
a fire certificate and all necessary and associated works were carried out. 
 
The parent of the young people spoke highly of the standard of care by the manager 
and staff team. The social worker and guardian ad litum also expressed their 
satisfaction of the quality of care in the centre. 
 
Practices that met the required standard in some respect only 
 
There were a number of standards which required improvement. These related to 
permanency of staff, supervision, care planning, training, monitoring, safeguarding 
and child protection and children rights. 
 
The HSE area had recruited eight and a half staff members and the use of agency staff 
was kept to a minimum, through the use of two regular relief staff members. There 
were one and half child care leader posts. One staff member had been with the young 
people since they came into care and the other staff members had been working in the 
centre for between one and three years. However, only five of the nine full time staff 
members were permanent while the others were in full time temporary positions. The 
manager had been in an acting capacity for 18 months. The HSE Mid Leinster needs 
to further stabilise this staff team through permanent appointments of the manager and 
staff. 
 
The vetting of agency staff members was through the agency but the HSE needs to 
satisfy itself that staff members have been appropriately vetted through evidence of 
the documentation. All of the staff members had garda clearances. Eight of the twelve 
staff members including relief workers, had three references on file. One staff 
member appointed since 2004 had only two references. 
 
The staff team had previously undergone some difficulties. This was related to the 
absence of a manager for a number of months in 2004. A facilitator had been recruited 
in 2005 to work with the staff team to address issues such as challenging each other’s 
practice and encouraging communication and consistency. The acting manager 
assumed responsibility for decision making and monitoring practice which, according 
to staff members and external professionals, had a positive impact on staff dynamics. 
The centre manager, residential co-ordinator and monitoring officer expressed the 
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need for further reflective practice in building positive team dynamics and an agreed 
approach to care. The use of an external facilitator was to continue albeit on a less 
regular basis.  
 
The centre manager should continue to be given support and direction in further 
developing her leadership role with the staff team. 
 
The centre manager had responsibility for the supervision of all staff members.  
Formal supervision did not occur on a regular basis. The centre manager had recently 
completed training in supervision and there was an expectation that two child care 
leaders will also complete the training. The centre manager intends to re-assign 
supervision duties in consultation with the residential co-ordinator. 
 
The centre manager and staff team were supported in managing behaviour by a 
professional from the local child guidance clinic and the local HSE psychologist. 
These professionals, had until recently, attended monthly sessions with the team.  
Their role had been recently reviewed. Inspectors were told by the centre manager 
that this was due to the stabilisation of the young people. The external professionals 
believed that underlying staffing dynamics impacted on this usefulness of this 
process. A new system of regular meetings between these external professionals with 
the centre manager and social worker had been introduced.  A core group meeting 
also met on a regular basis to review the care of the siblings and this process had also 
been reviewed and reduced to a three monthly basis. While the standard on inter-
disciplinary co-ordination had difficulties in the past, the professionals interviewed 
felt the majority of these had been overcome. The social worker, staff members and 
centre manager told inspectors that the current difficulty was in maintaining 
boundaries on roles and responsibilities.  
 
The social worker highlighted difficulties within the care planning due to the level of 
court involvement and different professionals holding opposing views to the social 
work department in what was in the best interests of the children. This was due to the 
need for placement planning to meet individual needs considering each young 
person’s age, developmental stage, care options and also considering their overall 
attachment needs as a sibling group. There should be continued efforts to seek a 
common course of action agreed by all professionals involved. 
 
There was a good standard of co-ordination between the medical team for one young 
person and the staff team in providing physical care. However, concern about the 
underlying emotional issues related to the medical condition had not been addressed 
by either team. 
 
The care planning process needed to be reviewed. Over the last two years the care 
plan reviews for each child occurred in one meeting held annually. Although the 
Child Care (Placement of Children in Residential care) Regulations 1995 outline an 
annual review for children in care over two years, this is a minimum requirement. The 
inspectors found that given the complexity of each child’s needs the care planning 
process should occur individually on a more regular basis.   
 
The centre manager and the social worker should co-ordinate their work on the agreed 
actions of the care plans in order to empower the staff team in their direct work with 
the young people. Recently the life story work with one young person had to be 
stopped in the centre due to a delay in implementing an agreed action in the care plan 
with the children’s parent by other external professionals.  
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Care plan minutes should be forwarded to the centre soon after care plan meetings. 
Placement plans can then be devised with the young people that accurately reflect the 
overall aim of the care plan.  
 
One young person is reaching the age of preparation for leaving care as required 
under the Child Care Regulations. The local HSE area’s own policy is that referral to 
the aftercare services begins at 15 years and nine months. This was not being 
addressed through the care planning process as the placement needs of the group as a 
whole were the priority for the social work department. 
 
The social worker highlighted a lack of clarity in funding as the centre is funded 
through the local area rather than through regional residential process. The centre 
manager told inspectors that it took five months for funding to be agreed for a holiday 
abroad. Any issues in funding which impacts on the direct care of the young people 
should be addressed by the relevant senior managers. 
 
The social worker has visited the centre twice in the last four months and one of these 
visits was for the care plan review meeting. All of the children told inspectors they 
would like to see the social worker more often and one young person told inspectors 
they would like a visit that was not in response to a negative incident. The social 
worker is also the social worker for another sibling in another care placement. The 
social worker expressed a view that the children’s conflicting interests might be better 
met by having two social workers. This should be addressed by the principal social 
worker. The social worker had a good understanding of her role as the authorised 
person for children in care. 
 
Access arrangements with family members were well facilitated by the staff team and 
social worker. However, one young person named various family members he would 
like contact with and this should be facilitated through the centre manager and social 
worker. All of the siblings should be considered in arranging family access. The 
centre manager should also develop the staff team’s relationship with other carers to 
aid family visits to the centre. 
 
The standard of training was inconsistent. The majority of staff had attended initial 
training in Therapeutic Crisis Intervention Training (TCI) but a number had not 
attended the necessary refresher training. This was currently being sourced by the 
centre manager. Seven out of ten staff members had completed training in First Aid 
but none had completed training in fire prevention. Children First training had not 
occurred for six of the ten care team. The lack of training in this area may have 
contributed to the overall lack of knowledge about child protection. Staff members 
had knowledge of safeguarding practices relevant to the centre but did not have an 
understanding of the procedures for managing allegations, complaints and disclosures 
and the wider child protection system. This was further exacerbated by the draft child 
protection policy document which the local area child care manager had recently 
viewed and had identified it as insufficient. The local child care manager and 
residential co-ordinator told inspectors that they intended to meet with the staff team 
to address this deficiency through the policy document. 
 
The monitoring officer had completed a monitoring report in July 2005 which 
provided useful findings which informed some of this inspection. A number of the 
recommendations from this report were addressed such as the creation of placement 
plans, continued staff facilitation to increase consistency and better care practice. A 
number of recommendations from the monitoring report remained outstanding; copies 
of care plans minutes being forwarded to the centre, consultation with the young 
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people and the need for regular supervision. An action plan on meeting 
recommendations was forwarded to the monitoring officer by the centre manager and 
residential co-ordinator in February 2006. The recommendations not yet been agreed 
as completed by the monitoring officer. In relation to the notification of significant 
events, the current policy is that the residential co-ordinator is initially notified. He 
processes these events and then passes them on to the monitoring officer. For 
safeguarding purposes in accordance with the National Standards for Children’s 
Residential Centres, the monitoring officer should be directly notified of all 
significant events.  
 
Informal aspects of children’s consultation were met. The children and staff members 
had knowledge of their rights and of the Irish Association of Young People in Care 
However, how this knowledge impacted on practice in the centre should be examined. 
None of the young people were clear about the process to make a formal complaint; 
they did not understand the role of the different professionals in their care; they were 
not consulted in devising their placements plans or in the initial development of the 
children’s booklet. All of the young people expressed a desire for increased access 
with their sibling who lived elsewhere but did not believe it could happen except 
through the court system. House meetings did not occur as the centre manager 
believed that an informal approach of asking children their views prior to staff 
meetings was a more appropriate for a sibling group. While this may be a suitable 
system, one young person told inspectors that it depended on what staff member was 
on. Therefore, while there was a perception by the management and staff team of a 
system of consultation, the young people did not perceive it as meaningful to them. 
 
One young person was unsure why a significant family member no longer visited but 
had not asked why. One young person had not attended his last two reviews but told 
inspectors that he would attend if there was a change of venue and less people present.  
 
Although the young people could identify a member of staff they could make a 
complaint to they did not know the process for making complaints. The staff members 
were also unclear about the process and the centre did not maintain a record of 
complaints. While the ethos of resolving complaints informally is highly appropriate 
in creating a homely atmosphere, the process of making a formal complaint and 
resolving it can be a very empowering process and should be developed in the centre.  
 
The need to incorporate rights to practice in a meaningful manner is illustrated in the 
practice on young people accessing their files. All of the staff highlighted the rights of 
children to access all of their files and the young people were aware of this right but 
had not used it.  However, how this rights approach influenced practice was not 
considered. In accordance with their care plans it is not appropriate for the young 
people to have unrestricted access to their files at this time. Therefore while the 
knowledge of rights was good, there was little consideration of how it impacted on 
practice. This area of practice requires significant improvement. 
 
The register did not include the relevant information as required by the legislation.  
 
Only one fire drill had occurred in the centre in the previous year.  
 
 
Practices that did not meet the required standard   
 
None of the practices in this centre failed completely to meet the required standard. 
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2.  Introduction 
 
The Social Services Inspectorate (SSI) carried out an announced inspection of a 
children’s residential centre in the Health Services Executive (HSE), Dublin Mid-
Leinster region under section 69(2) of the Child Care Act 1991.  The inspection 
fieldwork was carried out over a three day period on 16th, 17th & 18th May 2006 by 
Nuala Ward (Lead Inspector) and Mary Tallon (Support  Inspector).   
 
The centre was previously inspected in 2001as part of a cluster inspection of special 
arrangements (Inspection No 68, HSE East Coast Area).  The report of that inspection 
is available on www. issi.ie  
 
2.1 Methodology 
 
The inspectors had access to the following documents during the inspection: 
 

• The unit’s statement of purpose and function 
• The unit’s policies and procedures  
• The young people’s care plans 
• Questionnaires completed by social worker and a parent 
• Census forms on management and staff 
• Children’s census forms 
• The monitoring officer’s report 
• The young people’s care files 
• Administrative records 
• Health and Safety records 

 
In the course of the inspection, inspectors interviewed: 
 

1. The acting centre manager 
2. Three members of the care staff 
3. The three children  
4. The social worker 
5. The monitoring officer 
6. The guardian ad liteum 
7. The parent 
8. The acting general manager 
9. The child care manager 
10. The regional residential co-ordinator 
11. The views of the acting head of social worker from the child guidance 

clinic and HSE psychologist, by phone 
 
 

2.2   Acknowledgements 
 
Inspectors wish to acknowledge the co-operation of the young people and staff and all 
the other professionals involved in this inspection.   
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2.3   Management structure 

 
The centre manager reported to the co-ordinator of residential services who, in turn, 
reported to the local health office manager of the HSE Dublin Mid-Leinster with 
regional responsibility for child care. 

 
 
2.4   Data on young people 
 

Young Person Age Legal 
Status 

Length of 
Placement 

No. of previous 
placements 

#1 (male) 15 Statutory  
Care Order

Five years None 

# 2 (male) 14 Statutory  
Care Order

Five years None 

# ( female) 11 Statutory  
Care Order

Five years None 
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3.  Findings 
 

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

 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 Dublin Mid-Leinster should finalise and agree the current draft policies 

document and include a date for its review. 
 

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

 Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 
Management  √  

Register  √  

Notification of 
significant events √ 

  

Staffing 
(including vetting) 

 √  

Supervision and 
support 

 √  

Training and 
development 

 √  

Administrative files √   
 

Recommendations: 
 

2. The HSE Dublin Mid Leinster should appoint a permanent manager and staff 
team to the centre. 

 
3. The HSE Dublin Mid-Leinster should ensure the register includes all information 

as required under the Child Care (Placement of Children in Residential centres) 
Regulations 1995. 
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4. The HSE Dublin Mid-Leinster should ensure that the vetting procedures for staff 

members comply with the Department of Health and Children’s guidelines 
(1995). 

 
5. The HSE Dublin Mid-Leinster should ensure that there is formal regular 

supervision of all staff members. 
 

6. The HSE Dublin Mid-Leinster should ensure that the centre manager is given 
adequate support and direction in developing her leadership role with the staff 
team.  

 
7. The HSE Dublin Mid-Leinster should ensure that all staff members receive 

appropriate training in Children First, supervision and fire safety and other 
training identified by the centre manager.  

 
 

3.3   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: 

 
8.  The monitoring officer should receive notification of significant events directly 

from the centre. 
 
 

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

 Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 
 
Consultation 

 
 

 
√ 

 

 
Complaints 

 
 

 
√ 

 

 
Access to 
information 

  
√ 
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Recommendations: 
 

9. The HSE Dublin Mid-Leinster should ensure that there are systems in place to 
ensure that young people are consulted about their care in a manner that is 
meaningful to them. 

 
10. The HSE Dublin Mid-Leinster should ensure that staff members understand 

how young people can access information on their care files including any 
restricted information in accordance with their care plan.  

 
11. The HSE Dublin Mid-Leinster should ensure that staff members and young 

people understand the complaints procedure and that complaints are 
appropriately recorded. 

 
12. The HSE Dublin Mid-Leinster should ensure that the young people are 

immediately consulted on the draft copy of the children’s booklet. 
 
 

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

 Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 
 
Suitable placements 
and admissions 

 
√ 

  

 
Statutory care 
planning and review 

 
 

 
√ 

 

 
Contact with families  

 
 
√ 

 

 
Supervision and 
visiting of young 
people 

 
√ 

  

 
Social work role  

√ 
  

 
Emotional and 
specialist support 

 
 

 
√ 

 

 
Preparation for 
leaving care  

 
 

 
√ 

 

 
Aftercare  

√ 
  

 
 



Final Report 157 13

 
Recommendations: 

 
13. The HSE Dublin Mid-Leinster should ensure that care plan review minutes are 

forwarded to the centre without delay. 
 

14. The HSE Dublin Mid-Leinster should enable all professionals involved with the 
young people to agree a common course of action for the individual care of the 
young people through the care planning process. 

 
15. The HSE Dublin Mid-Leinster should ensure that all of the young people 

understand the roles of the professionals involved in their care. 
 

16. The HSE Dublin Mid-Leinster should ensure that relationships with their sibling, 
extended family members and significant persons are developed and 
maintained in consultation with the young people.  

 
17. The HSE Dublin Mid-Leinster should ensure that the social worker meets with 

the young people individually in the centre. 
 

18. The HSE Dublin Mid-Leinster should ensure that the medical team for one 
young person are involved in addressing emotional aspects of their physical 
condition in partnership with the care team. 

 
3.6  Care of young people 

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

 Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 
 
Individual care in 
group living 

 
√ 

  

 
Provision of food and 
cooking facilities 

 
√ 

  

 
Race, culture, 
religion, gender and 
disability 

 
√ 

  

 
Managing behaviour  

√ 
  

 
Restraint  

 √ 
 

 
Absence without 
authority 

√ 
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Recommendation: 
 
19. The HSE Dublin Mid-Leinster should ensure that all staff members receive 

the refresher training in Therapeutic Crisis Intervention model. 
 
 
3.7  Safeguarding and Child Protection 

 
Standard 
Attention is paid to keeping young people in the centre safe, through conscious 
steps designed to ensure a regime and ethos that promotes a culture of openness 
and accountability. 
 

 Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 
 
Safeguarding and 
child protection 

 
 

 
√ 

 

 
Recommendation: 

 
20. The HSE Dublin Mid-Leinster should ensure that all staff members are aware of the 

process for managing allegations, complaints and disclosures practice and have a 
good understanding of the wider child protection system. The proposed revision of 
the child protection policy should supplement this process. 

 
3.8  Education 

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

 Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 
 
Education 

 
√ 

  

 
 

3.9  Health 
 

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

 
 Practice met  the 

required standard 
Practice met the 

required standard in 
some respects only 

Practice did not 
meet the required 

standard 
 
Health 

 
√ 
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3.10  Premises and Safety 
 

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

 
 Practice met  the 

required standard 
Practice met the 

required standard in 
some respects only 

Practice did not 
meet the required 

standard 
 
Accommodation 

 
√ 

  

 
Maintenance and 
repairs 

 
√ 

  

 
Safety 

 
√ 

  

 
Fire safety 

 
 √ 

 

 
 

Recommendation: 
 

21.  The HSE Dublin Mid-Leinster should ensure that fire drills occur on a regular 
basis. 
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4.  Summary of recommendations 

 
1. The HSE Dublin Mid-Leinster should finalise and agree the current draft policies 

document and include a date for its review. 
 

2. The HSE Dublin Mid Leinster should appoint a permanent manager and staff 
team to the centre. 

 
3. The HSE Dublin Mid-Leinster should ensure the register includes all information 

as required under the Child Care (Placement of Children in Residential centres) 
Regulations 1995. 

 
4. The HSE Dublin Mid-Leinster should ensure that the vetting procedure for staff 

members comply with the Department of Health and Children’s guidelines 
(1995). 

 
5. The HSE Dublin Mid-Leinster should ensure that there is formal regular 

supervision of all staff members. 
 

6. The HSE Dublin Mid-Leinster should ensure that the centre manager is given 
adequate support and direction in developing her leadership role with the staff 
team.  

 
7. The HSE Dublin Mid-Leinster should ensure that all staff members receive 

appropriate training in Children First, supervision and fire safety and other 
training identified by the centre manager.  

 
8. The monitoring officer should receive notification of significant events directly 

from the centre. 
 

9. The HSE Dublin Mid-Leinster should ensure that there are systems in place to 
ensure that young people are consulted about their care in a manner that is 
meaningful to them. 

 
10. The HSE Dublin Mid-Leinster should ensure that staff members understand 

how young people can access information on their care files including any 
restricted information in accordance with their care plan.  

 
11. The HSE Dublin Mid-Leinster should ensure that staff members and young 

people understand the complaints procedure and that complaints are 
appropriately recorded. 

 
12. The HSE Dublin Mid-Leinster should ensure that the young people are 

immediately consulted on the draft copy of the children’s booklet. 
 

13. The HSE Dublin Mid-Leinster should ensure that care plan review minutes are 
forwarded to the centre without delay. 

 
14. The HSE Dublin Mid-Leinster should enable all professionals involved with the 

young people to agree a common course of action for the individual care of the 
young people through the care planning process. 

 
15. The HSE Dublin Mid-Leinster should ensure that all of the young people 

understand the roles of the professionals involved in their care. 
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16. The HSE Dublin Mid-Leinster should ensure that relationships with their sibling, 
extended family members and significant persons are developed and 
maintained in consultation with the young people.  

 
17. The HSE Dublin Mid-Leinster should ensure that the social worker meets with 

the young people individually in the centre. 
 

18. The HSE Dublin Mid-Leinster should ensure that the medical team for one 
young person are involved in addressing emotional aspects of their physical 
condition in partnership with the care team. 

 
19. The HSE Dublin Mid-Leinster should ensure that all staff members receive the 

refresher training in the Therapeutic Crisis Intervention model. 
 

20. The HSE Dublin Mid-Leinster should ensure that all staff members are aware of 
the process for managing allegations, complaints and disclosures and have a 
good understanding of the wider child protection system. The proposed revision 
of the child protection policy should supplement this process. 

 
21. The HSE Dublin Mid-Leinster should ensure that fire drills occur on a regular 

basis. 
 
 


