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1.  Introduction 
 
The Health Information and Quality Authority (HIQA), Social Services Inspectorate 
(SSI) carried out an announced inspection of a children’s residential centre in the 
Health Services Executive (HSE), South Area (SA) under Section 69 (2) of the Child 
Care Act 1991. Patrick Bergin (lead inspector) and Bronagh Gibson (co inspector) 
carried out the inspection over a three day period from the 16th to the 18th of June 
2009. 
 
The centre was inspected in September 2007 and a follow up inspection was 
completed in April 2008. Nine of the ten recommendations were found to be met. 
The inspectorate had recommended that the HSE South ceases using the current 
premises and find a suitable alternative. The children’s residential centre continued 
to operate from the premises and this recommendation was not met.  
 
The purpose and function of the centre stated it was a community based centre 
providing short, medium and long term care with outreach to families for young 
people (boys and girls) aged between 12 and 18 years. The centre had a residential 
capacity for five young people. A central admissions panel for the area considered 
referrals to the residential services in the HSE SA and determined the suitability of 
admissions to the centre. 
 
At the time of this inspection there were five young people on the centre register 
although one young person, a boy had moved home prior to the inspection 
fieldwork. The four other young people had been living in the centre between three 
months and three years. 
 
In January 2009, the HSE SA announced the closure of the centre by June 2009. The 
reconfiguration of a number of children’s residential centres in the area was cited by 
the HSE SA as the way forward to address the need for more suitable premises for 
two services. HSE SA senior management informed the inspectorate that a suitable 
premise was identified by the HSE as part of the reconfiguration. 
 
Following the field work inspection, confirmation was provided by the HSE Local 
Health Manager that funding to assist in the reconfiguration process was secured. 
The inspectorate was also informed that a strategic plan to address the 
implementation of the reconfiguration was to be devised and this would include 
communicating with children and parents. 
 
The main area of concern for inspectors was the suitability of the accommodation as 
a children’s residential centre. The recommendation to relocate the use of the 
current premises as a children’s centre was first cited in an inspection report in 2003. 
The reasons for this recommendation had not lessened over the past six years and 
inspectors have reiterated the need for the children’s centre to be located to more 
suitable premises.  
 
1.1  Methodology 
The judgements of inspectors are based on an analysis of findings verified from 
sources of evidence gathered through observation of practice, interviews with young 
people, relevant HSE staff members and managers, examination of records and 
documentation and a viewing of accommodation. 
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The following documents were available to inspectors during this inspection: 
 

• statement of purpose and function 
• policy and procedure documents 
• young peoples care plans and care files 
• information on staff vetting and qualifications 
• information on young people 
• administrative records  
• HSE monitoring reports 
• previous inspection reports and follow-up report 
• 4 young people’s questionnaires 
• 1 parents questionnaires 
• 2 teachers questionnaires 
• fire safety certificate 
• staff supervision records 
• staff training records 
• centre register 
• health and safety audit and statement 2008 

 
During the course of this inspection the following people were interviewed, 
 

• acting centre manager,  
• 2 child care leaders 
• 2 social care workers 
• child care manager (with responsibility for residential services) 
• coordinator of children’s residential services 
• 4 social workers  
• HSE monitoring officer, 
• 4 young people in residence, 
• 2 parents 
• HSE Psychologist  

 
Completed questionnaires for three young people were returned by their school 
teachers and inspectors received views from two medical professionals on the care of 
young people in the children’s residential centre. 
 
1.2 Acknowledgements 
 
Inspectors wish to thank the young people in the centre for meeting with them and 
sharing their experiences of living in the centre. Inspectors wish to acknowledge the 
assistance and cooperation of parents, the staff members, HSE personnel and allied 
professionals who participated in this inspection.  
 
1.3 Management structure 
 
The centre was managed by an acting centre manager who was assisted by a deputy 
centre manager. There were four child care leader positions within the staff 
complement and collectively they supervised the 12 social care staff. The acting 
centre manager reported to the child care manager with responsibility for children’s 
residential services who in turn reported to the general manager.  
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The centre team also consisted of an outreach worker (part-time), a home co-
ordinator and an administrative staff. A HSE psychologist was available to the centre 
staff and young people as part of his role in supporting residential centres in the HSE 
A. S

  
1.4 Data on young people 
 
On the first day of fieldwork the following young people were residing in the centre: 
 
Listed in order of length of placement 
 

Young Person 
 
 

Age Legal Status Length of 
Placement

No. of previous 
placements 

 

# 1  

Male 

 

17 

 

 

Voluntary 
Care 

 

 

68 months 

 
Four foster care 

placements 

Re admitted to current 
residential placement 

 

# 2  

Female  

 

17 

 

 

Voluntary 
care 

 

32 months 

 

none 

 

# 3  

Female  

 

17 

 

Voluntary 
care 

 

27 months 

 

Two residential placements

 

# 4  

Female  

 

16 

 

 

Voluntary 
care 

 

 

7 months 

 

 

One high support 
residential placement 

 

 

# 5  

Female 

 

15 

 

Statutory care 
order 

 

3 months 

 

One residential care 
placement 

One foster care placement 

 
 
Four young people were living in the centre at the time of the inspection fieldwork. 
Three of the young people were assessed as having disabilities which included 
physical and learning disabilities. It was evident to inspectors that there was a 
diversity of needs amongst the young people in the centre and the centre staff 
managed these needs in a positive and inclusive manner. 
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2. Summary of Findings 
 
The primary care to the young people in the centre was of a high standard and this 
was consistent with previous inspection. It was difficult to plan for young people’s 
long term needs due to uncertainty about how long more the centre was to remain 
open. Inspectors were concerned that the young people who were assessed as 
having disabilities required stability and consistency in preparation for adulthood 
however they were exposed to uncertainty about their future care. The inability to 
plan for young people was expressed by social workers, families and care staff and 
they cited the situation as unacceptable. 
 
The centre had previously been inspected by SSI in September 2007 and the 
recommendation to discontinue the use of the premises as a children’s residential 
centre remained unmet. The inspectorate had also recommended in 2003 that the 
HSE SA discontinue the use of the current premises as a children’s centre. 
 
In January 2009, the HSE SA announced the closure of the centre by June 2009 as 
part of a reconfiguration of the children’s residential services in the area. The time 
period for the closure expired and young people, families, social workers, care staff, 
centre and external managers were unaware of the plan for the centre at the time of 
inspection. More concerning to inspectors was the direct impact the lack of 
information had on the care and planning for the young people. 
 
 
Practices that met the required standard 
 
Purpose and function 
The centre had a revised purpose and function dated March 2009, signed by the 
acting centre manager.  It stated the purpose of the centre was to provide short, 
medium and long term residential care for up to five young people. It also stated the 
centre accommodated boys and girls between 12 and 18 years of age and in 
exceptional circumstances children under 12 years of age may be accommodated. 
The statement of purpose also referenced key policies and procedures and included 
the intention to review the statement of purpose on an annual basis or if there was a 
change of circumstances.  
 
The acting centre manager told inspectors that the purpose of the centre was due to 
change following the discharge of the boy. Due to the need for placements for girls 
the centre no longer accepted applications for boys. Inspectors requested the 
amended statement to be forwarded to inspectorate when the matter had been 
finalised. 
 
Management 
The acting centre manager had worked in the centre for 10 years. She was assisted 
in her role by an acting deputy centre manager and the centre was line managed by 
the child care manager with responsibility for residential centres in the HSE SA. The 
manager met formally with the line manager on a monthly basis to review 
operational aspects of the centre.  
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Register 
The centre had a pre-printed hard back register which contained information on 21 
admissions to the centre from November 1994 to current date. The register 
contained all of the regulatory information. The register was checked and signed by 
the monitoring officer. 
 
Notification of significant events 
The centre had a system of notifying significant events to social workers and the HSE 
monitoring officer. Inspectors were told by the social workers that they were 
satisfied they received appropriate information in a timely manner. The 
categorisation of significant events included absences without permission and 
physical intervention. Specific information of importance in relation to individual 
young people was also included on significant event reports. This included medical 
information or information pertaining to the young people’s education.  
 
Staffing 
Inspectors were told that the approved complement of staff for the centre was 20. 
This included the acting manager and deputy posts, 4.5 child care leaders, 12 care 
staff, 1 outreach worker, 1 home coordinator (part time), and 1 part-time 
administrative staff. The centre manager stated that there were difficulties in 
replacing care staff that were on leave including sick leave and that this was having 
an impact on the ratio of care staff available to young people on shift. External 
managers told inspectors that a request to form a panel of relief staff was made to 
HSE SA senior managers. Inspectors were subsequently told by senior managers that 
approval to establish a panel of care staff was approved by HSE. 
 
The acting centre manager made every effort to have three staff on duty in the 
morning/day shifts and four staff available in the afternoon/evening shifts. There 
was one staff on waking night duty with another sleeping on the premises. This ratio 
was reduced by one staff on the morning/day and afternoon/evening shifts due to 
non-availability of staff. The centre managers highlighted that difficulties have arisen 
when staff were unable to work due to illness and the level of supervision had to be 
reduced. During the field work, inspectors noted that staff cover was minimal due to 
staff on sick leave. The acting centre managers covered duties of care staff during 
this period. 
 
Staff census forms completed by the acting centre manager for the inspection 
indicated that garda vetting and references were in order for all staff. Inspectors 
undertook an audit of 7 staff files and found the appropriate documentation on file.  
 
Monitoring 
The centre was visited by the HSE monitoring officer and he had written reports on 
his visits and these were available to the inspectors. The acting centre manager saw 
the HSE monitor role as a support. Issues identified during the monitoring visits were 
addressed. The two key concerns for the HSE monitoring officer was the need to 
relocate to a more suitable accommodation and the impact on the young people of 
the announcement to close the centre and the impact on them.   
 
Children’s rights 
There was evidence on children’s care files that young people’s views were sought 
when decisions were made which affected their daily life and future. Social workers 
met with young people to discuss aspects of their care needs. Key workers presented 
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regular written reports on care needs of the young people including their wishes. 
Regular meetings were held with young people in the centre to discuss group living 
and inspectors found good evidence that young people’s views were sought about 
the day to day operations of the centre. 
 
Young people told inspectors that they could make complaints or express concerns if 
necessary. They were aware of the complaints process and inspectors found that 
issues raised by young people were responded to at source and addressed quickly. 
For the 12 months preceding the inspection there was one written complaint on file. 
This was processed according to centre policy with the knowledge of the acting 
centre manager, social worker and monitoring officer. The matter was addressed in a 
timely and appropriate manner. 
 
Inspectors were told by four parents that they were aware that they could make 
complaints about any aspect of the care of their child. They told inspectors they had 
no concerns how complaints were dealt with and one incident was cited where the 
acting centre manager addressed their concerns in consultation with the social 
worker. 
 
Statutory care plans and care plan reviews 
All of the young people had statutory care plans and care plan reviews. In the 
majority of cases the care plans were detailed and provided short and medium term 
goals for young people. Inspectors were concerned that in one care plan there was 
no reference to a plan for the young person on reaching his 18th birthday. Two 
strategy meetings were held leading up to his discharge and the young person was 
subsequently returned home with everyone in agreement.  
 
The remaining statutory care plans included an assessment of the young person’s 
education, social and health requirements. Placement plans were also developed by 
the centre to assist in attaining the objectives of the statutory care plan. Inspectors 
found an inclusive approach in developing statutory plans which incorporated the 
young person, families, HSE and allied professional.  
 
Contact with families 
Inspectors found that parents were encouraged to visit young people in the centre. 
There was regular contact with families and the majority of contact occurred in the 
young person families’ homes. Inspectors received positive commentary on the 
amount of contact between young people and their families and the efforts made by 
centre staff to facilitate this. 
 
Supervision and visiting of young people 
Centre records showed that social workers visited regularly. The visits did not exceed 
the intervals as specified in the Child Care (Placement of Children in Residential Care) 
Regulations 1995, Part IV, Article 24. Some of the young person’s files were read 
from time to time by the supervising social worker. Inspectors advise that this 
practice must be undertaken by all social workers. 
 
Social work role 
Inspectors found that supervising social workers were aware of the core aspects of 
the care of the young people. Each social worker was familiar with the day to day 
activities and routines of the young people in the centre. They had weekly contact 
with key workers and received regular written updates on the young person’s 
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placement. These updates included education and health related matters. All of the 
social workers were satisfied that the young people were safe and well cared for in 
the centre. 
 
Emotional and specialist support 
Inspectors found there was a diverse range of needs evident amongst young people 
in the centre. The centre had access to a psychologist who was involved in the initial 
assessment of young people following their admission to the centre. These 
assessments informed the care planning for young people including areas of direct 
work between the psychologist and the young person. The care staff team received 
support, advice and direction from the psychologist on specific areas which affected 
group living or individual work being undertaken by staff with the young person. The 
option to undertake family therapy with the psychologist was also available to 
families. 
 
Inspectors found evidence of external services being available to young people and 
these included speech and language and child and adolescent psychiatric services. 
Some deficits were evident in the preparation for young people for adulthood and in 
particular the need for specific disability services for people with mild learning 
disabilities. Inspectors were told by centre staff that the disability services in the area 
were aware of the needs of young people in the centre and was supportive in 
working with the centre staff, families and young people in attaining positive 
outcomes for them.   
 
Preparation for leaving care 
Inspectors found evidence that strategies were in place to assist and prepare young 
people for leaving care. These included individual approaches to “up skill” young 
people in areas such as budgeting, cooking and shopping. Inspectors found centre 
staff and social workers were concerned as to how long term care needs of some 
young people would be met. The need for sheltered accommodation for some young 
people was identified. The ambiguity as to the future of the centre had created an 
uncertainty on whether one young person could remain in the centre on reaching her 
eighteenth birthday.  
 
Administrative files 
Overall inspectors found that administrative files were organised and well 
maintained. Inspectors advise that the personnel filing system, including supervision 
records, is restructured and where possible documents not in use are archived.  
 
Discharges 
Inspectors found there were no unplanned discharges from the centre in the 12 
months prior to the inspection. 
 
Children’s case and care records 
Each young person had individual care files. Inspectors found evidence of care 
orders, birth certificates, social history reports, medical and educational information 
on each file. The care files were divided into sections which assisted in ease of 
access to information. Inspectors were told by the acting centre manager that files 
were achieved by the HSE and those young people’s files were maintained in one 
location in perpetuity. 
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There was a section on each file marked confidential. This section contained reports 
or files which were not accessible to young people. Inspectors advise that the 
current system to restrict access to some reports/information be revisited. 
Procedures must be established to manage the information retained on file and allow 
young people access to it when appropriate. 
 
Individual care in group living 
Inspectors found that centre staff related to young people in an open, positive and 
respectful manner. All young people identified an adult they could speak with if there 
was something concerning them. Young people’s individual identity was respected 
with evidence found by inspectors that each young person was seen in their own 
right.  
 
Provision of food and cooking facilities 
Inspectors found there was ample food in the centre but the centre had taken a 
pragmatic approach to assisting some of the young people prepare for independent 
living. Some young people bought their own food and budgeted and prepared meals 
for themselves.  They were proud of their achievements. They viewed this routine as 
a normal part of their daily living in the centre. Inspectors found there was a good 
balance between developing independent skills while living in a group setting. 
  
Race culture, religion and disability 
The centre staff recognised the importance of family as the source of identity for the 
young people. There was evidence of good contact between young people and their 
community of origin and centre staff facilitated this contact. 
 
There was a good understanding amongst care staff of approaches to disabilities and 
inspectors found positive approaches to ensure that interests or activities were not 
restricted on grounds of disabilities. Practicing religious beliefs was encouraged and 
views and wishes expressed by parents were considered. 
 
Managing behaviour 
The centre had a written safety intervention policy for responding to inappropriate 
behaviour. All staff were trained in therapeutic crisis intervention and each young 
person had an individual crisis management plan.  Staff meetings were used as 
forums to explore interventions with young people. The involvement of the centre 
psychologist with the young people and staff team assisted in considering the 
underlying causes of inappropriate behaviour and how best to deal with them. 
 
The centre had an anti-bullying policy which defined bullying and the procedures to 
be adopted in the event of bullying behaviour. Inspectors found a good awareness 
amongst the centre staff on actions to be taken if concerns were noted. As indicated 
previously in the report, young people stated they would raise concerns with staff if 
necessary. 
 
Care staff and young people were clear on the practices associated with sanctions. 
There was a consensus amongst care staff and young people that sanctions were 
used as natural consequences when young people presented with inappropriate 
behaviour. The key way consequences were imposed related to financial sanction, 
curtailment of a leisure or entertainment activity or additional house chores. 
Inspectors found that sanctions were appropriate and proportionate and  were 
imposed fairly and appropriately. The centre management team were responsible to 
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ensure that reviews were carried out on the use of sanctions. Inspectors found 
evidence that sanctions were also reviewed at team meetings. 
 
Restraint 
There were two restraints in the twelve months prior to the inspection. These 
interventions were related to one young person. The approach was agreed by all 
professionals following concerns as to the level of risk the young person placed 
herself in when she left the centre. Inspectors were told by the acting centre 
managers that the intervention had attained the desired outcome in safeguarding the 
young person. The risk taking behaviour had subsequently reduced and the 
management of the intervention was ongoing. 
 
Absence without authority 
There were 54 unauthorised absences in the centre prior to inspection. Forty-four of 
these related to one young person who usually returned to his family home when he 
left the centre. This young person was subsequently discharged home from the 
centre in a planned manner. The other absences related to one young person who 
was not absent for longer than 40 minutes. Inspectors were satisfied that care staff 
were responding appropriately.  
 
Safeguarding and child protection 
The centre had a safeguarding policy. It focused on keeping young people safe 
through conscious steps which promoted openness and accountability. The policy 
sought to integrate good practices, effective management, children’s rights, social 
work supervision and child protection as a frame work to achieve best practice in 
safeguarding young people. Inspectors were satisfied that centre practices reflected 
policy. External centre managers indicated that ongoing training and discussion on 
safeguarding would be provided to care staff. This was especially important given 
the cognitive ability of some of the young people. 
 
Inspectors were told by the centre manager that there was one child protection 
report made to the social work department in the year prior to inspection. The report 
was made through the standard form of reporting child protection and welfare 
concerns. The centre policy on child protection was based on Children First 1999 
Guidelines and staff were trained in Children First. Social workers told inspectors they 
were confident the centre staff would report child protection concerns.  
 
Education 
Inspectors found there was a culture in the centre which placed an emphasis on 
education and training. Inspectors received completed questionnaires on three young 
people from their schools. These were very positive about the centre and the 
interaction between the centre and the schools. Inspectors found there was good 
information on file about each of the young people’s educational history and abilities. 
Key workers linked directly with schools and passed information on to parents. 
Inspectors advise that where possible parents should have direct contact with the 
school and attend parent teacher meetings when possible. 
 
Health 
Inspectors noted there were a number of young people in the centre with particular 
health care needs. Inspectors found there was good multidisciplinary and 
interagency cooperation in attaining the best care for each of the young people. 
These included dentist, chiropodist, dietician, psychologist, child and adolescent 
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psychiatrist. Young people were aware of and accepted the different roles and 
responsibilities of the external professionals. Inspectors found that parents were 
included in all aspects of health care issues related to their children. 
 
There was good information on care files reflecting assessments, strategies and 
plans associated with the health of each of the young people. Inspector’s found a 
good emphasis placed on the health care.  
 
Fire safety 
The centre had written confirmation from an appropriately qualified engineer that all 
statutory requirements relating to fire safety and building control have been 
complied with. Written confirmation was also available to inspectors stating no 
developments had been carried out since the certificate of compliance was issued. 
 
In March 2009 a fire safety officer undertook an audit of the centre. A fire drill was 
undertaken and fire alarm tests were carried out in January 2009. Inspectors 
undertook a viewing of the building. Fire extinguishers were placed throughout the 
centre and records showed that they were last inspected in October 2008.  
 
The centre manager told inspectors that she was responsible for fire drills and 
records showed that they took place regularly. She accepted that the fire drills were 
not always recorded and assured inspectors this would be addressed. 
 
Safety 
The centre had a health and safety statement prepared in July 2008.  A hazard 
identification and control sheet was also completed. It identified the areas of concern 
and the controls in place to reduce the level of risk. The audit was due to be 
reviewed in July 2009. 
 
The centre had two vehicles and inspectors viewed one of these. Following the field 
work the acting centre manager verified that both cars contained first aid boxes, high 
visible jackets and emergency triangles. 
 
Medicines were locked in a secure room and the administration of medications was 
recorded in each of the young person’s files. 
 
Practices that met the required standard in some respect only 
 
Planning for children and young people 
The supervising social workers and acting centre managers were satisfied that the 
placements were suitable and met the young people’s needs. There was an agreed 
process for admissions however inspectors were informed that the practice did not 
reflect the policy. One young person was admitted as an emergency following the 
break down of her previous residential placement. In another situation the admission 
process was shortened to allow the young person take up the placement due to her 
placement in a homeless hostel. 
  
A key concern for inspectors was the impact of the decision of the HSE to announce 
the closing of the residential centre in January 2009. Centre staff were informed of 
the decision and young people and families were also informed on the same day. It 
was stated during the announcements that the centre would close by June 2009. The 
option to amalgamate residential services in the area in new premises was cited.  

 12



 
Inspectors were told by centre staff, young people, their families and social workers 
that a high level of anxiety existed as to the future of the centre. There was a lack of 
clarity as to how long the centre would remain open and what were the care 
arrangements for young people living in the centre. Inspectors found this 
unacceptable and communicated this information to the Local Health Manager 
seeking clarifications on the plans for the centre. Inspectors recommend that the 
HSE SA agree a written plan for the centre, incorporating realistic timeframes, 
reconfiguration plans, communication channels and a lead person to keep young 
people and families informed of developments. A written copy of this plan to be 
forwarded to the inspectorate by 31st of September 2009.  
 
Supervision and support 
Inspectors undertook an audit of care staff supervision records. The centre policy 
indicated that formal supervision should occur every 4 to 6 weeks. The child care 
manager supervised the acting centre manager and she in turn supervised the acting 
deputy manager. The child care leaders were supervised by the acting deputy 
manager and the three child care leaders supervised the 12 care workers. 
 
Inspectors found that there were some deficits in the operational aspect of the 
supervision practice. The centre manager met with the line manager monthly in 
regard to operational matters however such interaction did not fulfil supervision 
requirements. Inspectors noted a pattern that supervision was deferred due to staff 
shortages resulting in supervision not occurring in some instances for months. 
Inspectors also found that the filing system required restructuring as the records 
were disjointed.  
 
When supervision occurred, it was appropriate as it provided accountability for staff 
in the provision of care to young people. Records highlighted the supervisors and 
supervisee role during the process and there were agreed actions to be undertaken. 
The acting centre managers accepted the need to refocus attention on the area of 
supervision and indicated that they had identified deficiencies which they planned to 
address including the filing system and the transfer of records between supervisors.  
 
Inspectors recommend that supervision practice reflect the centre policy and that 
this is monitored periodically by the HSE Monitoring Officer.  
 
Aftercare 
The HSE SA had an aftercare service for the area. Young people from residential and 
foster care were referred to the service by the social worker. The centre developed 
an outreach service which focused on working with parents in preparing them for the 
young people returning home.  
 
Inspectors were concerned that one of the young people who was about to reach 
her 18th birthday was uncertain about her aftercare plan. Although there was 
evidence of discussions about possible options there was no agreed strategy in place 
for her. Inspectors recommend as a matter of priority the HSE SA agree the support 
package necessary for this young person. 
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Training and development 
Inspectors were told by centre managers that priority was given to certain areas of 
training. This included Therapeutic Crisis Intervention, child protection, first aid and 
fire safety training.  
 
A census of qualifications and training of centre staff submitted to the inspectorate 
highlighted that one staff member did not have a qualification. There were no plans 
to address this however inspectors recommend consideration is given to determining 
the training needs of the staff members and appropriate training sourced and made 
available.  
 
Access to Information 
The centre had a written policy on young people’s access to information. They were 
given access to their files although there was some information restricted. Inspectors 
found the system of maintaining information in the restricted sections needed to be 
revisited. While the inspectors recognised the need to restrict some information 
available to young people, there was no clear system in place to determine what was 
restricted, for what length of time or a review process to reconsider the young 
person’s access to the information.  
 
Inspectors recommend the HSE SA establish a system to monitor information 
retained in the confidential section of young people’s files and share appropriately 
information held about them especially for those on the verge of leaving care.  
 
Maintenance and repairs 
The centre manager told inspectors that because to the announcement to close the 
centre, no substantial works were undertaken in the centre. The manager had 
identified works which needed to be undertaken to maintain the building. Inspectors 
found the toilet provision on the ground floor to be unacceptable, the electricity 
reading meter was accessible to young people, paint was falling off the walls in the 
kitchen area and on the corridor. Inspectors found the bathroom and showering 
facilities for young people on the first floor to be inadequate. 
 
Inspectors recommend that a schedule of works is prepared and appropriate living 
standards are maintained in the centre for as long as young people are living in the 
building.  
 
 
Practices that did not meet the required standard 
 
Accommodation and premises 
The standard in relation to the premises and accommodation was not met. 
Recommendations of inspection in 2003 and 2007 were that an alternative premise 
be sourced. The building was too old and too large to be used as a children’s 
residential centre. It was accepted by centre and external managers, care staff, 
young people and their families and social workers that the building was not suitable. 
 
In January 2009, care staff, young people, their families and social workers were told 
by HSE senior managers that the centre was to close within six months. The 
inspectorate was told by external centre managers that there was to be a 
reconfiguration of residential services in the area and some of the residential service 
would be amalgamating.   
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During the field work inspection, young people, care staff family members, social 
workers and centre and external managers stated to inspectors they were unclear as 
to the plans regarding the future of the centre. Questions raised by young people 
included, when was the centre to close, where were they to live, how does the plan 
for the centre affect their long term care plans and will care staff remain with them. 
 
Inspectors found the current situation unacceptable. Correspondence was issued by 
the inspectorate to the Local Health Manager seeking clarification on the plan for the 
centre, the time frame for the relocation/closure of the centre and mechanisms to 
manage the impact on the young people in the centre.  Inspectors received 
correspondence from the Local Health Manager confirming that funding was secured 
for the reconfiguration of the residential services. He also confirmed that a plan to 
address the closure of the centre would be drawn up and this plan communicated to 
young people and their families. 
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3. Findings 
 
1.  Purpose and function 
 
Standard 
The centre has a written statement of purpose and function that 
accurately describes what the centre sets out to do for young people and 
the manner in which care is provided. The statement is available, 
accessible and understood. 
 
 Practice met  the 

required standard 
Practice met the 

required standard in 
some respects only 

Practice did not 
meet the required 

standard 
 
Purpose and 
function 

 
√ 

  

 
 
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: 
 
1. The HSE SA should ensure that supervision practice reflects the centre policy 

and that this is monitored periodically by the HSE Monitoring Officer. 
 
2. The HSE SA should ensure consideration is given to determining the needs of 

the staff member and appropriate training sourced and made available.  
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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 

 
√ 
 

 
 

 

 
 
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 

  
√ 

 

 
Recommendation: 
 
3. The HSE SA should ensure a system is in place to monitor information retained 

in the confidential section of young people’s files and shared appropriately with 
them. 
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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: 
 
 
4. The HSE SA should ensure an agreed aftercare plan is in place for the young 

person reaching her 18th birthday in August 2009. 
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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 

√   

 
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 

√   

 
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 √   
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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 

 
√ 

  

 
 
10. Premises and Safety 
 

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

 
 Practice met  the 

required standard 
Practice met the 

required standard in 
some respects only 

Practice did not 
meet the required 

standard 
 
Accommodation 

   
√ 

 
Maintenance and 
repairs 

  
√ 

 

 
Safety 

 
√ 

  

 
Fire safety 

 
√ 

  

 
Recommendations: 
 
5. The HSE SA should ensure a written plan for the centre is established, 

incorporating realistic timeframes, reconfiguration plans, communication 
channels and a lead person to keep young people and families informed of 
developments. A written copy of this plan to be forwarded to the inspectorate.  

 
 
6. The HSE SA should ensure a schedule of works is prepared and that 

appropriate living standards are maintained in the centre for as long as young 
people are living in the building.  
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4.   Summary of recommendations 

1. The HSE SA should ensure that supervision practice reflects the centre policy 
and that this is monitored periodically by the HSE Monitoring Officer. 

 
2. The HSE SA should ensure consideration is given to determining the training 

needs of staff and appropriate training sourced and made available.  
 

3. The HSE SA should ensure a system is in place to monitor information 
retained in the confidential section of young people’s files and shared 
appropriately with them. 

 
 

4. The HSE SA should ensure an agreed aftercare plan is in place for the young 
person reaching her 18th birthday in August 2009. 

 
5. The HSE SA should ensure a written plan for the centre is established, 

incorporating realistic timeframes, reconfiguration plans, communication 
channels and a lead person to keep young people and families informed of 
developments. A written copy of this plan to be forwarded to the inspectorate 
by 31st of September 2009. 

 
6. The HSE SA should ensure a schedule of works is prepared and that 

appropriate living standards are maintained in the centre for as long as young 
people are living in the building.  
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