
A children's residential centre in the HSE South Area: final

Item Type Report

Authors Social Services Inspectorate (SSI)

Publisher Social Services Inspectorate (SSI)

Download date 25/05/2023 02:41:49

Link to Item http://hdl.handle.net/10147/93306

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/93306


 
 
 

 

 

A 

CHILDREN’S RESIDENTIAL CENTRE 

IN THE 

HSE SOUTH AREA 
 

 
FINAL 

 
INSPECTION REPORT ID NUMBER: 171 

 
 

Publication Date: 8th May 2007 
SSI Inspection Period: 9 

Centre ID Number: 5 
 
  
 
 
 
 
 

ADDRESS: Social Services Inspectorate, 3rd Floor, Morrison Chambers, 
32 Nassau Street, Dublin 2 

  PHONE: 01-604 1780      FAX:  01-604 1799 
WEB:  www.issi.ie 

http://www.issi.ie/


 2

 
 
Contents 
 
 
1. Analysis of findings 
 
2. Inspection 
 

1.1 Methodology 

1.2 Acknowledgements 

1.3 Details of current placements 

3. Findings      

4. Summary of recommendations 

 



 3

1. Analysis of Findings 
 
The Social Services Inspectorate carried out an announced inspection of a children’s 
residential centre in the HSE South area under the provision of Section 69(2) of the 
Child Care Act 1991. 
 
The centre was located in a detached bungalow in an estate outside a large town. At 
the time of the inspection there were three teenage girls living there. The written 
purpose and function stated that the centre provided short to medium term care to girls 
aged between 12 and 18 years. It also provided emergency care to teenage boys 
although inspectors were told that these admissions were currently suspended due to 
concerns about the risks associated with the behaviour of the current young people.  
 
This service was last inspected in 2001 and this report is available on the SSI website 
as inspection report number 40. The majority of recommendations from the last 
inspection had been met. Recommendations that remain outstanding relate to 
complaints, aftercare and accommodation. Those are reiterated as part of the findings 
of this inspection.  
 
Overall, inspectors found that the standard of care was good, the children were being 
well looked after and the staff team were committed to the well-being and care of the 
young people. The majority of the standards had been met and recommendations from 
this inspection relate to roles and responsibilities in managing child protection 
concerns, complaints, working with families, aftercare, access to files, and the 
admissions process.  
 
Practices that met the required standard 
 
Inspectors found that the young people were well cared for by the staff team. The 
young people living in the centre presented with some challenging and sometimes 
unsafe behaviour, both inside and outside the centre. Despite these concerns the staff 
team presented as dedicated, resilient and cohesive, with a good understanding of the 
needs of the young people. This was evident in their reflective approach to practice, 
their openness to advice from external professionals and a general relationship based 
approach to working with the young people.  
 
There was a good standard of individual work with the young people through 
keyworking, and inspectors observed warm interactions between the young people 
and staff members. External professionals commented on the commitment of the staff 
team in working with the young people through challenging periods of behaviour. 
Inspectors found that the work of the staff team was child centred and respectful of 
their rights and individual needs.  
 
The centre was well managed by a child care leader who provided on site 
management of the centre. The centre was line managed by an acting deputy 
residential regional manager and an acting regional manager who had responsibility 
for all of the residential centres in the local health office area. This management 
structure provided strong leadership and support to the centre through regular visits 
each week and attendance at staff meetings. The staff team spoke highly of the 
management of the centre in providing support and direction to their work. Inspectors 
also noted the direct involvement of line management in the care of the young people 
by responding to complaints and meeting with the young people to resolve 
difficulties. 
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The staff team comprised of six full time child care workers and two part time 
workers. There were five relief staff members who provide cover to all residential 
services in the area. This level of staffing had until recently been considered adequate 
for the centre. However, due to concerns about one young person at night time, two 
staff members now provided waking cover during the night. This had put 
considerable strain on staff resources. The line management were in the process of 
recruiting additional relief staff members and a new roster is due to be introduced in 
the coming months to address this issue. 
 
There was a good programme of staff training and all staff members had received 
training in areas relevant to their work. All recently recruited staff had been 
appropriately vetted. The local HSE area had a good system of reviewing significant 
events through an incident review group and a residential co-ordinator for child care 
that monitors serious incidents in the centre. Social workers, parents and the 
monitoring officer were also kept informed of serious incidents by the centre.  
 
In the previous six months the young people were regularly absent from the centre, 
with 44 absences in total. Generally these absences were for several hours and on one 
occasion, two young people were absent overnight. There were serious concerns 
about the safety of the young people during these absences due to their vulnerability. 
There was evidence that the staff team had developed good interventions to keep the 
young people safe when they left the centre including contacting local Garda 
Siochana and following the young people when they left encouraging them to return 
home. The centre staff and social workers also worked creatively in addressing the 
unsafe behaviour of the young people through sexual health education, self-esteem 
work and life story work. Inspectors noted that the young people had been absent 
significantly less in the last two months prior to the inspection. The staff team had 
also notified the social workers of the specific child protection concerns relating to 
the young people’s behaviour during these absences.  
 
Generally, the approach to managing difficult behaviour was based on the 
relationships between the staff members and young people. The use of sanctions was 
appropriate and proportional to the behaviour and their effectiveness was regular 
reviewed by the team. The staff team also actively used the therapeutic crisis 
intervention (TCI) model to manage challenging behaviour and this model was fully 
implemented through individual crisis management plans and regular review. 
Physical restraint had been used on a small number of occasions for one young 
person. These restraints were reviewed by the line management, external review 
group and the monitoring officer. They were subsequently stopped as it was 
considered ineffective in addressing the ongoing unsafe behaviours of the young 
person. This reflective approach to practice was a feature of this centre. 
 
There was good external support in managing behaviour from the residential service 
psychologist who attended staff meetings on a regular basis. The staff team viewed 
this support as invaluable in helping them develop a grater understanding of the needs 
of the young people. The psychologist also provided support through educational 
assessments, supporting educational placements and direct work with families. The 
HSE area hopes to further expand this work with families.  
 
There was a good working relationship between the staff team and external 
professionals. Difficulties had arisen between professionals in relation to the care of 
one young person and an interdisciplinary meeting had been arranged chaired by the 
child care manager for residential services to address communication difficulties. 
This intervention was viewed as successful by the professionals involved. There were 
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ongoing six weekly planning meetings between professionals for all of the young 
people to facilitate communication and plan for the safety of the young people. 
 
The standard on monitoring was well met. The monitoring officer had visited three 
times in the previous year and made numerous relevant recommendations in their 
written reports. The staff team were responsive to the monitoring officer’s input and 
all the recommendations had been implemented at the time of inspection.  
 
The case files and administrative records were well maintained and the keyworkers 
devised high quality placements plans on the young people which were regularly 
updated. 
 
The primary care of the young people was good. All of the young people had their 
own bedrooms and were supported in their hobbies and interests. Friends were 
encouraged to visit the centre. The health needs of the young people were well met 
and the staff team had accessed appropriate specialist services. Young people were 
encouraged to attend religious services and the staff team had a good awareness and 
sensitivity in relation to the cultural identity for one young person. The staff team had 
a good understanding of the rights of the young people and had strongly advocated on 
behalf of the young people with external services.  
 
Social workers visited the young people on a regular basis. All of the young people 
had up to date written care plans. There was good communication between the social 
work departments and the centre. All of the social workers regularly read the records 
held in the centre relating to their young person.  
 
Two of the young people were attending educational placements. Another young 
person had been out of school for a period of time and the staff team in partnership 
with the psychologist and local educational welfare officer, had successfully 
advocated for one young person to access a local school after the initial referral had 
been unsuccessful. 
 
The centre had good internal systems to ensure good health and safety and fire safety 
in the centre through regular audits, external inspection and maintenance, and checks 
by the line management and staff team. The fire alarms and equipment were regularly 
checked. 
 
 
Practices that met the required standard in some respect only 
 
Although this centre provided an overall good service to the young people, the 
standards that were partially met related to admissions, roles and responsibilities in 
managing child protection concerns, complaints, working with families, aftercare and 
aspects of children’s rights. 
  
The HSE South has a central admissions committee to process referrals of young 
people to residential services in their area. The geographical distance between 
residential centres was significant as services were dispersed across two counties. 
Two of the young people in this centre lived a significant distance from their 
communities. The social work department for these young people was located in a 
separate county from the residential centre, and the original referrals requested 
placements in residential services located locally. Inspectors were told that due to 
limited resources and available places, these young people had to be placed outside of 
their county and away from their communities and schools. This resulted in disruption 
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of their educational placements. The central admissions should review the process of 
allocation and access to placements to ensure that placements near communities, 
families and schools are given adequate priority. There should be a process for social 
workers to appeal placements offered if they believe it may negatively impact on the 
young person. 
 
The staff team had a good awareness and recognition of unsafe behaviour by the 
young people including the management of bullying. There were good safeguarding 
practices in the centres and staff members had received training in child protection. 
However, expectations of roles and duties between the residential centre and the 
social work department following a child protection notification required 
improvement.  
 
The staff team had made three child protection notifications about concerns relating 
to one young people. Although there were significant concerns about this young 
person no case conference was called. The social worker told inspectors that due to a 
significant waiting list on accessing child protection meetings in the local area, an 
emergency strategy meeting was arranged instead and a safety plan put in place 
which included a referral to another service. This referral has been delayed due to the 
lack of available placements although inspectors were told that it is likely to occur in 
the coming weeks.  
 
Similarly, the staff team also had serious concerns about the unsafe behaviour of 
another young person and appropriately notified the social worker of three incidents 
of child protection concerns. They also informed the local garda siochana. The social 
work department made a referral to the child protection department and a case 
conference had been originally convened for January 2007 but was now arranged for 
April 2007. Inspectors were told that the delay was due to difficulties in finding a date 
suitable for all personnel. Again, regular planning meetings were held in respect of 
this child during this time. 
 
While regular planning meetings were appropriately used pending the resolution of 
delays in accessing case conferences, they should not be perceived as an adequate 
substitute for a child protection case conference. In these instances, the HSE should 
ensure that planning meetings meet the same criteria as case conferences such as 
placement of child on at risk register, inter-disciplinary involvement of all relevant 
professionals and the use of an independent chair. 
 
Inspectors found that the centre had taken a key role in liaising with the local Garda 
Siochana about investigations relating to child protection concerns for one young 
person. The social worker did not know the status of the investigations by the Garda 
Siochana. Generally, it is the role of the social worker to facilitate the co-ordination 
of these investigations but inspectors were told that centre has assumed this role for 
practical reasons as the garda were local to them and were a considerable distance 
from the social work department. Inspectors urge that the social work department and 
the staff team ensure they are clear lines of communication and definition of roles 
with the Garda Siochana in these investigations. The social work departments and 
residential services should agree the roles, responsibilities and the process to follow 
when a child protection notification is issued by a centre.  
 
While there were good systems of communication with the social workers through 
notifications, phone contact and planning meetings, it should be further developed. 
Inspectors found that one young person’s belongings that were lost in a HSE building 
five months ago had not yet been replaced due to miscommunication between the 
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social worker and the centre. The centre should agree with social work departments 
the optimal process of communication between the six weekly planning meetings. 
This is especially relevant for social workers based in the neighbouring county. 
 
Two of the children had care plans reviews on a regular basis. However, one young 
person had only three reviews in the last three years. Considering the concerns and 
plans to seek fostering, this level of reviews was inadequate and did not meet the 
minimum frequency required under the regulations.  
 
Generally, practice in children’s rights was good. The young people were consulted 
about their care individually and through group meetings, attended reviews and were 
well informed about their rights. However, the complaints procedures for both the 
young people needed to improve. Although a number of young people had made 
complaints that were resolved, there was no mechanism for appealing if a young 
person was unhappy about the outcome of the complaints process. Also, one young 
person told inspectors that all written complaints were signed by staff members. 
While staff members should be aware of complaints by young people in order to 
resolve them, young people should feel they can also make complaints independent of 
the centre. The centre staff team in consultation with the young people should review 
their complaints policy to include an appeals process and a mechanism for making 
complaints independently.  
 
One young person was unhappy about the outcome of a complaint which was also an 
allegation against a staff member. Although it was comprehensively investigated by 
the centre staff and their social worker informed, the young person was still unhappy 
about the outcome. Inspectors were told that the social worker was not involved in the 
assessment at the time as the young person did not wish to speak with her. This 
resulted in lack of transparency in the process. As the young person is still expressing 
unhappiness about the incident it should be re-examined.  
 
Young people and staff members were also not clear about the process for young 
people to access information on their case files.  
 
The two local line managers had been in acting positions for a number of years. Due 
to the complexities associated with equity in their grades with comparative posts in 
the HSE there had been difficulties in making these posts permanent. The HSE should 
examine and resolve these issues as soon as possible to provide stability and security 
in these posts. 
 
There was evidence of some good work with the families of the young people. Staff 
members facilitated regular access for one young person and proactively arranged 
access for another parent living outside of the country.  There was regular phone 
contact through the notification of serious incidents involving the young people and 
some parents attended care plan reviews and received minutes of same.  
 
However, one parent had not visited the centre since her child moved in and did not 
know any of the staff members. One parent did not get copies of the minutes of care 
plan meetings. Two parents did not get copies of school reports. Although parents 
were informed of serious incidents there no clear ethos of proactively engaging with 
parents on positive events. Parents were also not clear about the complaints process. 
The parents of one young person had complaints about their relationship with the staff 
team and this was being investigated by the child care manager at the time of 
inspection. Inspectors found that the complaints procedure for parents required 
significant improvement as the current policy lacked independence and had no 
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appeals process. The line manager and social worker had a good understanding of the 
complexities in working successfully with families while maintaining the welfare of 
the child as the primary focus. 
 
The area had a dedicated aftercare worker who was valued by the social work 
department and the staff team. She was involved with one young person in the centre 
and contributed to the development of a leaving care plan. However, accommodation 
options were limited and there was a reliance on private rented accommodation for 
young people leaving care. The HSE South does not have an aftercare strategy in 
place to address the current deficiencies in available accommodation options.  
 
The physical building was not suitable for its purpose. It was well maintained, nicely 
decorated with local art work and children’s art and generally homely in appearance, 
but the facilities were not adequate. There was one bathroom and a small 
dining/sitting room for meals as the kitchen was too small for everyone to share a 
meal together. There was no separate room for the young people to meet with friends, 
families or social workers in private.  
 
The HSE area had originally secured funding for another building but other 
accommodation needs were given greater priority. In the interim, the HSE had agreed 
to convert the garage to provide an additional bathroom and sleep over room for staff 
members. Inspectors urge that this building work is completed as soon as possible as 
an interim measure, but regardless of this work, this building is still not suitable as a 
residential centre due to its size and limited space. 
 
 
Practices that did not meet the required standard   
 
All the practices in this centre either fully or partially met the standards. This is a very 
significant finding and reflects very well on the service provided by the centre.  
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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), South under 
section 69(2) of the Child Care Act 1991.  The inspection fieldwork was carried out 
over a three day period on 14th, 15th & 16th February 2007 by Nuala Ward (Lead 
Inspector) and Kieran O’ Connor (Support Inspector).   
 
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 workers 
• Census forms on management and staff 
• Children’s census forms 
• The monitoring officer’s reports  
• The young people’s care files 
• Administrative records 
• Health and Safety records 

 
In the course of the inspection, inspectors interviewed: 
 

1. The regional residential manager 
2. The deputy regional residential manager 
3. The child care leader in charge of the centre 
4. Three members of the care staff 
5. Two of the young people  
6. The social workers for the young people 
7. The monitoring officer 
8. Two parents by phone  
9. Foster parents by phone 
10. The residential services psychologist 
11. The child care manager with line management responsibility for the centre 

 
2.2 Acknowledgements 

 
Inspectors wish to acknowledge the co-operation of the residential management, care 
staff and young people involved in this inspection.   
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2.3 Management structure 
 
A child care leader co-ordinates the daily care of the centre. The HSE South has a 
regional deputy residential manager and regional manager who have line management 
responsibility for services in the area. They in turn report to the child care manager 
with responsibility for residential services in Cork and Kerry. 
 
 
2.3 Data on young people 
 

Young Person Age Length of 
Placement 

No. of previous 
placements 

#1 (girl) 16 6 months 1 

# 2 (girl) 14 8 months 2 

# 3 (girl) 14 2 years and 
six months 

0 
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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 

 
 

 
√ 

 
 

 
Recommendation: 
 
1. The HSE should ensure that there is an adequate risk assessment as part of the 

admissions process for any future placements in the centre. 
 
 
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  √  

Supervision and 
support 

√   

Training and 
development 

√   

Administrative files √   

 
Recommendation: 
 
2.  The HSE should ensure that all acting positions are made permanent to provide 

stability in the service. 
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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 

 

√ 

 
 

 
 

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

required standard 
Practice met the 

required standard in 
some respects only 

Practice did not 
meet the required 

standard 
 
Consultation 

 

√ 

 
 

 
 

 
Complaints 

 
 

 

√ 

 
 

 
Access to 
information 

 
 

 

√ 

 
 

 
 
Recommendations: 
 
3.  The HSE should revise their complaints process in consultation with the young 

people to include the element of independence and an appeals process. 
 
4.  The HSE should ensure that young people and staff members understand the 

procedure for accessing their case files in accordance with the HSE policy. 
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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 

 
 

 

√ 

 
 

 
Recommendations: 

 
5. The HSE should ensure that there are adequate accommodation options for 

young people leaving care in their area. 
 
6. The HSE should develop and improve current practice in working with families. 
 
7. The HSE should revise their complaints process for parents to include the 

element of independence and an appeals process. 
 
8. The HSE should ensure that all young people have regular care plan reviews as 

required by the Child Care (Placement of Children in Residential Care) 
regulations 1995. 
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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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3.7 Safeguarding and Child Protection 
 
Standard 
Attention is paid to keeping young people in the centre safe, through conscious 
steps designed to ensure a regime and ethos that promotes a culture of openness 
and accountability. 
 

 Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 
 
Safeguarding and 
child protection 

 
 

 

√ 

 
 

 
Recommendations: 
 
9. The HSE should ensure that social workers and residential care staff have a good 

understanding of their roles and responsibilities under Children First guidelines 
following a notification of a child protection concern. 

 
10. The HSE should ensure that child protection case conferences occur without 

undue delay. 
 
 
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: 
 
11. The HSE should ensure the proposed building works are carried out as a matter 

of urgency pending the reallocation of this centre to a new building. 
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4. Summary of recommendations 
 
1. The HSE should ensure that there is an adequate risk assessment as part of the 

admissions process for any future placements in the centre. 
 

2. The HSE should ensure that all acting positions are made permanent to provide 
stability in the service. 
 

3. The HSE should revise their complaints process in consultation with the young 
people to include the element of independence and an appeals process. 
 

4. The HSE should ensure that young people and staff members understand the 
procedure for accessing their case files in accordance with the local policy. 
 

5. The HSE should ensure that there are adequate accommodations options for 
young people leaving care in their area. 
 

6. The HSE should develop and improve current practice in working with families 
 

7. The HSE should revise their complaints process for parents to include the 
element of independence and an appeals process. 
 

8. The HSE should ensure that all young people have regular care plan reviews as 
required by the Child Care (Placement of Children in Residential Care) 
regulations 1995. 
 

9. The HSE should ensure that social workers and residential care staff have a good 
understanding of their roles and responsibilities under Children First guidelines 
following a notification of a child protection concern. 
 

10. The HSE should ensure that child protection case conferences occur without 
undue delay. 
 

11. The HSE should ensure the proposed building works are carried out as a matter 
of urgency pending the reallocation of this centre to a new building. 
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