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Introduction 
The Health Information and Quality Authority Social Services Inspectorate 
(HIQA/SSI) carried out an unannounced one day follow-up inspection (see 
inspection ID 126) of a Health Service Executive (HSE) special care unit in the 
Waterford Local Health Area (WLHA) under Section 69 (2) of the Child Care 
Act 1991. This inspection was carried out by Michael McNamara, inspector, on 
29th April 2008. The purpose of this inspection was to assess the HSE action 
plan in terms of compliance with the recommendations of the last inspection 
report.   
 
The unit offered high support care to girls aged between 13 and 18 years, 
and at the time of this inspection there were three girls on the register and 
two in residence. As part of the follow-up inspection the inspector met with 
the acting unit manager, interviewed a young person, spoke informally with 
three members of staff, and checked accommodation with the staff health 
and safety representative. The inspector also had access to the following 
records: the unit’s register, the revised statement of purpose and function, 
the draft policies on the management of behaviour and on unauthorised 
absences, a health and safety assessment, a sample of the staff roster, the 
care files of four young people, incident records, a monitoring officer’s report 
dated February 2008, details of unauthorised absences, the sanctions book, 
the register of supervision of staff, the fire safety register, the register of 
complaints, and detailed reports on complaints made during the 12 months 
prior to the inspection.  
 
Findings 
The inspector found that the majority of recommendations of the last 
inspection (10 out of 17) had been implemented. There were some notable 
improvements in standards. For example, the use of single separation had 
ceased, and the incidence of use of physical restraint had reduced. Systems 
were put in place to monitor measures used to manage challenging 
behaviour, there was more regular staff supervision, there was a more 
rigorous application of the HSE non-smoking policy, social work visiting after 
crises was routine, and some restrictions on the young people’s use of 
telephones had been lifted.  Some of the recommendations were partly met. 
For example, the policy and practice on unauthorised absences had been 
reviewed, most of the areas of recommended training had been covered, and 
the practice of notification had improved. However, there was continued 
instability in the management structures both of the local health area and the 
unit, the frequency of absences in which young people put themselves at risk 
was high, and training in the assessment and management of risk had yet to 
be delivered; and while policy on the management of challenging behaviour 
had been clarified there were serious problems in maintaining the viability of 
the unit because of behavioural crises.  The recommendations not met 
included those on: provision of an on-call service, revision of the roster to 
ensure optimum deployment of staff, a review of the role of the psychologist 
in the unit, and adjustment of daily routines to make them age-appropriate. 



Purpose and Function 
The recommendation of the last inspection was that: The general manager 
should ensure that the statement of purpose and function is reviewed in order 
to include those elements recommended in the 2002 inspection, and ensure 
that it makes clear that the unit cannot be used for the detention of young 
people. 
 
For the most part this recommendation was met. Some of the changes 
required had been made in the unit’s initial response to the recommendation, 
such as: greater clarity about the assessment period, the mention of high 
support and the emphasis that the HSU cannot detain young people. In this 
inspection the inspector found that the revised statement specified the length 
of placement as being 12 months, and gave the age range of young people as 
being 13 – 18 years. It did not specify the catchment area, but the register 
showed that admissions were mostly taken from the HSE South region, with 
one admission from outside that area. The statement refers to the unit 
offering therapeutic interventions but does not give specific detail of them.  It 
describes the unit as part of a continuum of care, but did not specify the 
expectations it has in terms of young people moving on to other care 
placements.  
 
Management and Staffing 
The recommendation of the last inspection report was that: The general 
manager should review all aspects of the management of the unit. The initial 
response to the recommendation did not make clear whether or not a full-
time manager was in post, and whether a deputy has been appointed. In this 
inspection the inspector was told that the review had taken place, but found 
that as in the previous inspection, a manager who had been co-opted from 
another centre to run the HSU had returned to the centre, and as there had 
been no appointment of a deputy the unit was without a full time manager, 
and a child care leader was in the post of acting social care manager seven 
weeks before the inspection.  
 
The situation in the local health area was similar to that found in the previous 
inspection. The last inspection report stated: Inspectors are of the view that 
the service provided at the unit was seriously flawed by not having in place a 
permanent manager who could provide the structure and culture of 
leadership needed. The insecurity of the structure within the unit mirrored the 
changes in senior management outside it.  At the time of this inspection the 
general manager, who was external line manager to the unit, had transferred 
to another post. Her position remained unfilled, so her duties were taken up 
by the local health manager.  
 
Supervision 
The recommendation of the last inspection report was that: The general 
manager should ensure that supervision is carried out in accordance with the 
unit’s policy. In this inspection the inspector found that supervision was 
provided regularly and that the recommendation was met.  



 On-call support 
The recommendation of the last inspection report was that: The general 
manager should ensure that there is an effective system of on-call support for 
the staff. In this inspection the inspector found that this recommendation had 
not been implemented.  
 
Staffing deployment 
The recommendation of the last inspection report was that: The general 
manager should ensure that structures and systems are in place so that the 
unit is optimally and suitably staffed on each shift in accordance with the 
standard. In the initial response to the recommendation the unit sent a rota 
that had some minor variations form that seen in the inspection. The roster 
still had the same overall structure, and there were weak points in it. In the 
last inspection report inspectors were concerned that several staff were 
rostered to do twelve hour shifts, and while the unit had a staff group suitably 
qualified and experienced for the demanding work of a high support unit, the 
deployment of staff during shifts in the HSU did not provide the best model of 
care for vulnerable young people.    
 
In this inspection the inspector found that the unit had a complement of 18 
staff. An analysis of a sample of the roster showed that for weekdays the 
majority of staff were on duty between 9.00 a.m. and 8.00 – 8.30 p.m., but 
there were less staff on at nights, in some instances only one indicated on the 
roster. For most evenings there was a child care leader on duty, but on one 
there was not. The acting unit manager told the inspector, and the records 
confirmed, that several of the crises in management of behaviour and risk 
occurred in the evenings and at weekends. The roster should be reviewed 
once again, by managers external to the unit, with a view to ensuring that 
staff are in the position to provide safe care.  
 
Training 
The recommendation of the last inspection report was that: The general 
manager should ensure that the staff of the HSU receive training in dealing 
with disclosures of abuse, the assessment and management of risk, and 
children’s rights and that there are sufficient staff trained in First Aid.  In this 
inspection the inspector found that training had been provided in dealing with 
disclosures, children’s rights, first aid, and the management of behaviour. The 
recommendation cannot be fully met until the HSE provides unit staff with 
training in the assessment and management of risk.   
 
Register 
An examination for the register showed that there had been three admissions 
and one discharge between June 2007 and March 2008. Of the overall 
entries, 12 did not give the addresses of the parents of the young people, six 
did not specify where the young people were discharged to, one admission 
was described as a re-admission but there was no corresponding entry, and 
there were two admission dates for one young person. The register should be 



reviewed by external managers to ensure that it conforms to the 
requirements of the regulations.   
 
Children’s Rights: Complaints 
The recommendations of the last inspection report were that: The general 
manager should ensure that the investigation into the complaint made by a 
social worker is brought to a conclusion as quickly as possible, and bring the 
outstanding young person’s complaint to a resolution as soon as possible.  
Both of these actions were completed. This recommendation was fully met. 
Also it was recommended that: The general manager should develop a 
system for dealing with staff concerns that is distinct from that used for 
young people’s complaints.  This recommendation has been met, and the 
separate procedures are part of a set of common policies for three centres. 
The acting unit manager said that one complaint, made by a young person 
who has left the unit, was still outstanding at the time of the inspection.  
  
Monitoring  
The inspector discussed with the acting unit manager the report of the 
monitoring officer dated 4th February 2008 and was told that two of the six 
recommendations of the report had been met. The report highlighted serious 
issues of risk involving a fourteen year old young person and an adult in the 
community. It also catalogued a series of significant events indicating that 
staff struggled to maintain control of the unit. Of concern to the inspector was 
the reported fact that the on-site school was no longer functioning and that 
young people in the unit had to travel to Kilkenny to attend classes.  
 
Psychology Service 
The recommendation of the last inspection report was that: The general 
manager should review the role of the psychologist in the HSU.  In this 
inspection the inspector found that there was some confusion about the kind 
of therapeutic service offered by the unit. The unit did not have a 
psychologist who visited the unit, there was no consultation service for staff, 
appointments were made for girls placed in the unit in the same way as for 
children in the community, and there were difficulties in communication of 
such an order that a facilitator had been appointed to help resolve them. This 
is a serious departure from the original service that was offered on site in the 
unit, and belies the claim of the statement of purpose and function about 
therapeutic interventions.  
 
Smoking policy 
The recommendation of the last inspection report was that: The general 
manager should ensure that the management of young people’s smoking 
habits should be subject to immediate review, and a programme to help 
young people cease smoking is introduced.  The review took place, young 
people are no longer permitted to smoke in the house, and a programme 
designed to help them cease smoking has been introduced; therefore, this 
recommendation has been met.   
 



Daily routines 
The recommendation of the last inspection report was that: The general 
manager should ensure that practice in relation to bedtimes and young 
people’s use of the telephone is reviewed. From the unit’s initial response it 
was clear that bedtimes were discussed amongst the staff group, but while 
the increase in time before bed of half an hour is an increase, the issue of 
age-appropriate bedtimes had not been addressed. In this inspection the 
inspector found no change in bedtimes. They should be reviewed in 
consultation with the young people, and a clear record made of the decisions 
arising from the consultation.  
 
Management of Behaviour 
The recommendation of the last inspection report was that: The general 
manager should ensure that the use of physical restraint in the unit is 
reviewed.  Another recommendation of the last inspection report was that: 
The general manager should ensure that policy and practice of the 
management of behaviour in the HSU, and in particular the use of single 
person separation is subject to a radical review.  In this inspection the 
inspector found that these recommendations had been met. 
 
The review of the management of behaviour was carried out and changes in 
practice were introduced. Therapeutic Crisis Intervention (TCI) has become a 
priority in induction training, the information in the young people’s booklet 
was revised, the use of sanctions reviewed, and keyworkers were asked to 
reinforce the expectations of behaviour. Instances of physical restraint had 
reduced and there was a committee in place to monitor its use. A behaviour 
management policy common to the three residential the policy on sanctions, 
but their use was rare. The use of single separation as a means of managing 
behaviour ceased shortly after the last inspection and it has not been used 
since. The fact that it has ceased is welcomed by the inspectorate.  However, 
the incident reports indicated that there were extremely serious difficulties in 
managing behaviour in the unit. These included assaults on staff, damage to 
the unit’s vehicle, a fire being deliberately set in the building, theft of car 
keys, theft of the unit’s vehicle, and criminal damage to the unit’s car. These 
were highlighted in the monitoring officer’s report of February 2008.   
 
Unauthorised Absences 
The recommendation of the last inspection report was that: The general 
manager should arrange a review of practice in relation to unauthorised 
absences and develop strategies to reduce their incidence.  The review of 
practice in relation to unauthorised absences took place, and procedures were 
revised. However, during the 12 months prior to the inspection there were 
158 absences without authority - all involving three girls and ranging in 
duration from under three hours (109) to nearly two and a half days, with 23 
overnights. During some to these absences the young people were involved in 
criminal activity. Staff had concerns about the levels of risk the young people 
put themselves to when out in the community.  
 



Social work role 
The recommendation of the last inspection report was that: Principal social 
workers should ensure that supervising social workers visit young people in 
the HSU as soon as possible at times of crisis. This recommendation was met.  
 
Health and Safety 
The inspector was provided with a copy of the unit’s most recent health and 
safety audit completed in January 2008, discussed its recommendations with 
the acting centre manager and the health and safety representative, and was 
shown the accommodation by the health and safety representative. The 
inspector found that all the recommendations had been initially attended to, 
but in one instance CCTV cameras that were fitted in a particularly vulnerable 
part of the building were no longer working.  
 
Fire safety 
The recommendation of the last inspection report was that: The general 
manager should arrange for a fire officer to assess practice in relation to 
locking doors and permitting young people to smoke inside the building. This 
recommendation was met. There was also a spot fire safety check carried out 
by the fire safety officer of Waterford County Council on 1st February 2007 
which resulted in the issue of a fire safety certificate. The fire safety register 
was examined by the inspector and it showed that there had been a check on 
the fire alarm and fire fighting systems in February and October 2007. It 
provided no evidence of fire drills and little evidence of a system of internal 
checks.  
  
Owing to the instability in the management structure, difficulties in the 
management of risk behaviour and the provision of safe care, and problems 
in maintaining the viability of the unit and adhering to its stated functions, the 
inspector concludes that a full inspection of the unit should take place within 
a maximum of four months from the date of publication of this report.   
 
Recommendations 
 
In the meantime, the HSE should ensure that the outstanding 
recommendations from the last inspection report are fully implemented:  
 
1.  That all aspects of the management of the unit are reviewed in the 

light of the current management arrangements. 
 
2.  That there is an effective system of on-call support for the staff. 
 
3.  That structures and systems are in place so that the unit is optimally 

and suitably staffed on each shift in accordance with the standard. 
 
4.  That the staff of the HSU receive training in the assessment and 

management of risk.   



5.  That the role of the psychologist in the HSU is reviewed and the 
therapeutic input to the unit is clearly established.    

 
6.  That practice in relation to bedtimes is reviewed. 
 
7.  That strategies to reduce the incidence of unauthorised absences are 

put in place.  
 
The inspector also recommends: 
 
8.  That the outstanding recommendations of the monitoring officer’s 

report of February 2008 are fully met.   
 
9.  That checks on fire equipment and fire drills take place regularly and 

are recorded.  
 
10.  That the one complaint made by a young person who has left the unit 

is resolved without further delay.  
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