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1.  Analysis of Findings 
 
The Social Services Inspectorate carried out an announced inspection of a children’s 
residential centre in the HSE Western Area (HSEWA) under the provision of Section 
69(2) of the Child Care Act, 1991.  
 
The centre was located in an attractive two- storey detached house in a housing estate 
close to the town. It provided a regional service to the HSEWA which covers the 
counties of Galway, Mayo and Roscommon.  There were four teenage boys living in 
the centre. At the time of inspection one of the young people had gone missing from 
the centre for two weeks. All relevant personnel had been informed and were actively 
looking for him.  
 
The centre had previously been inspected by SSI in 2000.  The service had changed 
considerably since the last inspection. It had been redesignated to undertake 
therapeutic programmes with four young people who had serious emotional and 
behavioural problems. Its purpose and function did not adequately reflect this. The 
majority of recommendations had been implemented. However some improvements 
on addressing recommendations on issues such as bullying, complaints, access to 
information, staff training and supervision had again fallen into abeyance and 
required urgent review. 
 
Practices that met the required standard 
 
Inspectors found an overriding commitment among management and staff to persist 
with the young people in their care, despite having to deal with some difficult and 
challenging behaviour over a considerable period of time. Some of these young 
people had numerous placements, including special care and state detention. The 
centre is to be commended for their persistence with these young people. As part of 
the development of the service, the manager had successfully networked a series of 
specialist services for the centre. Consequently, the centre had enjoyed very good 
educational, psychological, psychiatric and medical services.  
 
Inspectors found that young people in the centre were well cared for and related well 
to the managers and the staff team. The staff team told inspectors that a good 
relationship with the young people was the key factor in managing behaviour. All the 
young people interviewed identified a member of the staff team or manager to whom 
they could talk if they were worried about something or needed advice. 
 
The standard on education was particularly well met. Two of the young people had an 
educational assessment completed by an educational psychologist, and a third young 
person was awaiting an aptitude test. All the young people had a clear educational 
programme crafted to their individual needs. There had been some difficulty sourcing 
a school place for two of the young people, but due to the manager’s proactive 
approach the education and welfare officer was contacted and school placements were 
secured. The centre has since enjoyed excellent relations with the relevant schools. 
The centre also showed great flexibility in accommodating young people’s home 
study. Inspectors commend the centre for attaching such importance to the provision 
of education.   
 
Inspectors found that young people in this centre received a good standard of primary 
care and their health needs were met. Access to emotional and specialist support was 
particularly good. There was a high level of inter- professional work and good inter-
agency cooperation between the centre, child guidance and other specialised services. 
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This is commendable. Programmes that incorporated specific psychological aspects 
were being planned. Strong links had also been forged with the youth advocacy 
programme.  
 
The statutory care plans were comprehensive and showed evidence of thorough 
planning. The young people and their parents were consulted in a meaningful way and 
their opinions were reflected in care planning decisions. Statutory care plan reviews 
were taking place within statutory requirements and indeed were occurring more 
frequently than required. Young people and their parents actively participated and 
were consulted in care plan reviews organised by the supervising social workers.  
 
At the time of inspection there was a relaxed atmosphere in the centre. The young 
people were encouraged to have friends call and make friends locally. Some of the 
young people were involved in leisure activities such as football, going to the cinema, 
fishing and some played water sports during the summer months. 
 
The young people were encouraged to attend religious services once a week. There 
was also a gospel music group to which the young people were invited.  
 
The centre had a proactive policy in relation to contact with families and this was 
borne out in practice. The parent and carers interviewed by inspectors said that they 
were treated with great respect, listened to, consulted and kept informed of their 
children’s progress. They said that they were always made feel welcome by the 
centre. 
 
The centre had an impressive policy on unauthorised absences. There was a protocol 
developed between the HSEWA and An Garda Siochana. At the time of inspection 
one young person was absent without permission and the policy was activated 
appropriately. 
 
Preparation for leaving care was of a high standard. The centre had a clear policy and 
this integrated well with practice. The HSEWA had a dedicated after care service and 
inspectors saw evidence of clear aftercare planning and good inter-agency 
cooperation.  
 
The centre was homely. Each young person had their own room which they 
personalised with family pictures and posters. The young people liked the fact that the 
centre looked like any other house in the estate.  
 
A Health and Safety audit was recently carried out and its findings were being 

addressed. The centre had recently been refurbished, and a staff office had been 
converted into an attractive family room. 

Practices that met the required standard in some respect only 
 
Inspectors found that standards were partially met only in relation to management and 
staffing, responses to monitoring recommendations, some social work practice, some 
aspects of managing behaviour, and further staff training in working with young 
people with specific difficulties. 
 
The centre was led by a manager and a deputy manager. The manager reported to the 
child care manager. The service had been redesignated to work with young people 
with challenging behavioural problems. As already referred to as part of the 
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development of the service, the manager had successfully networked a series of 
specialist services for the centre.  
 
However, the time developing these external services meant that not enough time was 
dedicated to the internal management of the centre. Although the service was valued 
by outside professionals, internal morale was at low ebb. There were three reasons for 
this. The manager was not sufficiently available to the staff team to provide direction 
and support to them. There was a break down in trust between the manager and some 
of the staff team. There were assaults by one young person on some of the staff team 
causing long term sick leave. 
 
Formal supervision of the centre manager by the child care manager had not taken 
place on a regular basis, external line management oversight was insufficient, and 
there was poor communication. Internal formal supervision of staff was infrequent. In 
some cases this occurred less than three times a year. Given the complex needs of 
these young people, staff need professional supervision that encourages accountability 
and is supportive and educational. Inspectors found some resistance among some of 
the staff team to formal supervision. They did not display an awareness of the value of 
formal supervision. The managers and staff team require further training in 
supervision. An external facilitator had been both sourced and funded by centre 
management to explore management and staff difficulties but this had stopped. 
Inspectors learnt subsequent to inspection that the facilitator was due to recommence 
in May 2006 by agreement with staff. 
 
The manager did not have internal monitoring systems in place such as signing off on 
young peoples records. The roster system was not designed to optimize the 
supervisory requirements of the young people. Consequently there were times when 
there was more staff than were needed and other times when there were less staff than 
were needed. The roster needs to be structured to ensure that more staff are deployed 
at key times when all of the young people are likely to be in the centre.  
 
The monitoring officer visited the centre regularly, was available to the manager for 
consultation, submitted comprehensive reports to the HSE on the standard of care, and 
made recommendations. The majority of recommendations had been implemented. 
However, recommendations in relation to reorganisation of the staff roster, in-house 
training in complaints, consultation, access to information, written policy on 
safeguarding, and centre management requests for staff training for working with 
young people with non violent behavioural difficulties had yet to be implemented. 
 
The young people were visited regularly by their supervising social workers. The 
majority of young people expressed the value they placed on this contact. However, 
one young person complained that the agreed level of contact with his social worker 
was not taking place, and that some appointments had been cancelled without 
rescheduling.  
 
In this case, the relatives complained about this a number of weeks ago and, at the 
time of inspection, they were still awaiting a response from the social worker. This is 
unacceptable and requires review. Some social workers did not, from time to time, 
read the young peoples care files.   
 
While staff had warm relations and good insight into the social and emotional needs 
of the young people, it was not apparent how specialist interventions connect with the 
day- to- day work of the staff team and further joint training is needed. Some of the 
young people have specific behavioural difficulties and staff need specific training to 
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deal with this. Both management and staff acknowledged that they required some 
specialist training.   
 
It was difficult to access information in some of the care files and their format needs 
to be changed. The register wasn’t maintained in a secure format and did not contain 
all the information required by regulation   
 

Practices that did not meet the required standard   
 
Inspectors found that standards were not met in relation to purpose and function, 
safeguarding and child protection, and sanctions and children’s rights. 
 
There was a written statement of purpose and function that described the centre as a 
residential placement for boys and girls. Although not explicitly stated in the policy 
document, the manager told inspectors that it was a medium to long term centre 
catering for behavioural problems, and half of these were of a specific behavioural 
difficulty. Some young people required resources more akin to a high support unit. 
The inspectors recommend that the statement of purpose and function reflect this type 
of placement. There were also two emergency admissions in the past year. Given the 
nature of the behavioural difficulties, having a mixed group makes it more difficult to 
keep young people safe and therefore inspectors recommend that this service works 
with boys only. There was an admissions committee.  Their role would be enhanced 
by the further development of a risk and mix assessment as part of the admissions 
policy. 
 
The centre had no written policy on safeguarding. There was an anti- bullying policy 
but bullying had continued. At times the young people were not being protected. One 
young person had received medical treatment for a greenstick fracture to his wrist 
after an alleged altercation with an older resident. It was never conclusively 
established how this occurred. The garda were informed and a prosecution is under 
consideration. However, this incident did not prompt a child protection conference. 
Another young person told inspectors that he had requested more time in the shared 
placement with relatives as he felt fearful in the centre because of bullying. 
 
The lack of clarity about the purpose and function meant that in some instances the 
mix of young people placed at the centre was unsafe. The child care manager told 
inspectors that he did not have the authority to review the placement of a young 
person who was a danger to the other young people if the young person was outside 
his geographic area of responsibility. This needs to be changed.  
 
There was no written policy on safeguarding some of the staff team were unclear 
about other aspects of safeguarding. For example, some of the staff team were 
unaware that it was not good practice to take young people to their homes without 
prior authority from the social worker.  
 
There was lack of awareness among the staff team about the potential for risk to the 
young people.  On one occasion, an overnight stay in the home of a member of staff 
had been planned following consultation with the family and centre manager but 
without first consulting the supervising social worker.  
While inspectors found no practice concerns about child protection in this case, it is a 
serious matter that managers and staff were unaware of what constitutes safeguarding 
best practice. Inspectors recommend the development of a centre policy and further 
training in safeguarding practices.  
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The vetting of staff members was inadequate. While all staff employed prior to the 
last inspection in 2000 had garda clearance, one member of the staff team commenced 
employment prior to the receipt of garda clearance in 2003.  Only 11 had the required 
3 referees, and only 3 had the required references prior to employment. Inspectors 
recommend that any outstanding references are sought in each case where it is two 
years or less (at the time of inspection) since the person was first employed. 
 
The standard in relation to children’s rights was not met. The centre’s policy 
document set out clearly the right of young people to access information about 
themselves from records held. However, not all staff were aware of centre policies 
and practices. Most staff interviewed assumed that in the event of a request for 
information from a young person, permission would have to be sought from the young 
person’s social worker. None of the young people understood that they had the right 
to read their files. The practice of having charge-accounts in a few stores restricts the 
young people’s ability to choose clothes, is stigmatising and institutionalising, and 
should cease.  While inspectors found that young people were consulted about their 
care plans and reviews, practice in relation to consulting young people in other 
aspects of their care was poor. There was a young people’s weekly meeting in the past 
but this had fallen into abeyance. The young people told inspectors that they had no 
real say about what went on in the house. Some house rules were institutionalised, for 
example, one rule was that no young person could go to the shops across the road 
after 9pm even if the young person didn’t have to return to the centre until 10pm. No 
one could explain the purpose of this rule and the manager concurred that this was not 
in fact a house rule. 
 
While the centre had a written policy on complaints, the young people had no faith in 
it. Inspectors reviewed complaints made over the past year and found in some 
instances no specific action was taken other then recording the complaint. Practice in 
relation to children’s rights needs to be brought up to standard.  
 
Sanctions policy and practice was also poor. A minor sanction for example, usually 
the loss of  50 cent pocket money, also lead to a consequent loss of the ability to earn 
extra pocket money, e.g. house work for that week. This was, in effect, a double 
sanction.  The young people experienced sanctions as illogical, inconsistent and it was 
one of their most common complaints. The sanctions policy needs to be brought up to 
standard.   
 
Inspectors found a well qualified and dedicated team who had shown great resilience 
in dealing with difficult behaviour over a significant period of time. However, at the 
time of inspection morale was low. The HSEWA needs to provide direction, support 
and training so that the centre is used to its optimum potential. 
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2.  Introduction 
 
The Social Services Inspectorate carried out an announced inspection of a children’s 
residential centre in the HSE Western Area. Kieran O’Connor (lead inspector) and 
Nuala Ward (support inspector) conducted the inspection over a three day period from 
the 28th of February to the 2nd of March 2006. 
 
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 

• Questionnaires completed by teachers 

• Questionnaires completed by the young people’s general practitioner 

• The monitoring officer’s reports 

• The young people’s care files 

• Administrative records. 

 
In the course of the inspection, inspectors interviewed: 
 

1. The centre manager 

2. The deputy manager 

3. Three social care workers 

4. Three  young  people 

5. The monitoring officer 

6. A consultant psychiatrist 

7. Two social workers and two social work team leaders 

8. The child care manager  

9. One parent and two guardians. 

 

2.2 Acknowledgements 
 
Inspectors wish to acknowledge the co-operation of the young people, staff and all 
other professionals involved in this inspection.   
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2.3  Management structure 
 
The centre manager reported to the HSE WA child care manager, Galway, who in 
turn reported to the local health office manager. The centre manager was assisted by a 
deputy manager. 
 

2.4  Data on young people 
 

Young Person Age Length of 
Placement 

No. of previous 
placements 

#1 (male) 17 21 months 14 

# 2 (male) 16 16 months 2

# 3 (male) 14 5 months 2

# 4 (male) 16 4 months 2
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3.  Findings 
 
3.1  Purpose and function 
 
Standard 
The centre has a written statement of purpose and function that accurately 
describes what the centre sets out to do for young people and the manner in 
which care is provided. The statement is available, accessible and understood. 

Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 
standard 

Purpose and 
function 

 
√

Recommendations: 
 
1. The HSEWA should ensure that the statement of purpose and function states 

that the centre is a medium to long term children’s residential centre and ensure 
this is reflected in practice.   

 
2.  The centre should change to work only with boys. This should be reflected in 

the statement of purpose and function.  
 

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 √
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Recommendations: 
 
3.  The child care manager should recommence direct formal supervision with the 

centre manager on a regular basis as a priority. 
 
4.  The child care manager should review the management of the centre to ensure 

that there are effective mechanisms for accountability in all aspects of centre 
practice. 

 
5.  The HSEWA should ensure that the register records all the required information 

and is maintained in a secure format.  
 
6. The HSEWA should conduct a comprehensive review of the staff training needs 

at the centre and provide such training and the child and family training 
department should include this in their training plan provision.  

 
7. The HSEWA should conduct a systematic review of record keeping with a view 

to streamlining the care files to ensure information is more accessible. 
 
8.    The child care manager in consultation with the centre manager should ensure 

that the roster system is reviewed to optimize the supervisory requirements of 
the young people. 

 
9. The HSEWA should ensure that all staff members are appropriately vetted, and 

that in future all outstanding Garda clearance and references are obtained prior 
to employment. 

 

3.3  Monitoring 
 
Standard 
The health board, for the purposes of satisfying itself that the Child Care 
Regulations 5-16 are being complied with, shall ensure that adequate 
arrangements are in place to enable an authorised person, on behalf of the health 
board to monitor statutory and non-statutory children’s residential centres. 

Practice met  the 
required standard 

Practice met the 
required standard in 
some respects only 

Practice did not 
meet the required 

standard 

Monitoring 
 

√

Recommendation: 
 
10. The HSEWA should ensure that all of the remaining monitoring officer’s 

recommendations are expeditiously implemented. 



Final Report 147                                                            12

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: 
 
11. The centre manager and staff should review policy and practice in relation to 

consulting with young people. 
 
12. The centre manager and staff should change centre practice in relation to 

dealing with complaints and ensure all outstanding complaints are attended to. 
 
13. The centre manager and staff should ensure that policy and practice guidelines 

on young people’s access to information are developed and implemented. The 
children’s booklet should be adapted to reflect this. 

 
14. The child care manager should regularly monitor progress in relation to 

children’s rights in the centre in relation to the children under his jurisdiction. 
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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: 
 
15. The admissions committee should develop their risk assessment policy on 

referrals to ensure the centre remains a safe place for all the young people 
residing there.   

 
16. The HSEWA should ensure that social workers read centre records from time to 

time. 
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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 

 

√

Recommendations: 
 
17.  The HSEWA should change the practice of having charge-accounts in stores as 

restricts the young people’s ability to choose clothes.  
 
18. The manager and staff should change the sanctions policy in consultation with 

the young people. Greater emphasis should be placed on negotiating 
responses and initiating reparation when behaviour has been unacceptable. 
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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: 
 
19. The HSEWA should review practice and develop a written policy on 

safeguarding. This should include staff guidance on professional boundaries in 
relation to on taking children to their home. 

 
20.  The HSEWA should provide training in safeguarding. 
 
21. The HSEWA should review the practice where child protection concerns are 

investigated and resolved when a child is injured at the centre. 
 
22.  The HSEWA should clarify the role of the child care manager and local health 

officers in relation to safeguarding and child protection in the centre given its 
regional jurisdiction. 

 

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 
 

√
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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 
 

√

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: 
 
23. The HSEWA needs to provide written confirmation from a certified engineer 

or a qualified architect that all statutory requirements relating to fire safety and 
building control have been complied with. 
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4.  Summary of recommendations 
 

1. The HSEWA should ensure that the statement of purpose and function states 
that the centre is a medium to long - term children’s residential centre and 
ensure this is reflected in practice.  

 

2.  The centre should change to work only with boys. This should be reflected in 
the statement of purpose and function.  

 

3.  The child care manager should recommence direct formal supervision with the 
centre manager on a regular basis as a priority. 

 

4.  The child care manager should review the management of the centre to ensure 
that there are effective mechanisms for accountability in all aspects of centre 
practice. 

 

5.  The HSEWA should ensure that the register records all the required information 
and is maintained in a secure format.  

 

6. The HSEWA should conduct a comprehensive review of the staff training needs 
at the centre and provide such training.  

 

7. The HSEWA should conduct a systematic review of record keeping with a view 
to streamlining the care files to ensure information is more accessible. 

 

8.    The child care manager in consultation with the centre manager should ensure 
that the roster system is reviewed to optimize the supervisory requirements of 
the young people. 

 

9. The HSEWA should ensure that all staff members are appropriately, vetted and 
that in future all outstanding Garda clearance and references are obtained prior 
to employment. 

 

10. The HSEWA should ensure that all of the monitoring officer’s remaining 
recommendations are expeditiously implemented. 

 

11. The centre manager and staff should review policy and practice in relation to 
consulting with young people. 

 

12. The centre manager and staff should change centre practice in relation to 
dealing with complaints and ensure all outstanding complaints are attended to. 

 

13. The centre manager and staff should ensure that policy and practice guidelines 
on young people’s access to information are developed and implemented and 
the children’s booklet should be adapted to reflect this. 
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14.  The child care manager should regularly monitor progress in relation to 
children’s rights in the centre in relation to the children under his jurisdiction. 

 

15. The admissions committee should develop their risk assessment policy on 
referrals to ensure the centre remains a safe place for all the young people 
residing there.  

 

16. The HSEWA should ensure that social workers read centre records from time to 
time. 

 

17.  The HSEWA should change the practice of having charge-accounts in stores as 
this restricts the young people’s ability to choose clothes.   

 

18. The manager and staff should change the sanctions policy in consultation with 
the young people. Greater emphasis should be placed on negotiating 
responses and initiating reparation when behaviour has been unacceptable. 

 

19. The HSEWA should review practice and develop a written policy on 
safeguarding. This should include staff guidance on professional boundaries in 
relation to on taking children to their home. 

 

20. The HSEWA should provide training in safeguarding. 

 

21. The HSEWA should review the practice where child protection concerns are 
investigated and resolved when a child is injured at the centre. 

 

22.  The HSEWA should clarify the role of the child care manager and local health 
officers in relation to safeguarding and child protection in the centre given its 
regional jurisdiction. 

 

23. The HSEWA needs to provide written confirmation from a certified engineer or 
a qualified architect that all statutory requirements relating to fire safety and 
building control have been complied with. 

 


