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The Social Services Inspectorate (SSI) carried out an announced inspection of an emergency 
and short-term children’s residential centre in the South Lee Community Care Area of the 
Southern Health Board (SHB) in July 2004.  The centre had been established three years 
earlier as part of the board’s implementation of the government’s Youth Homelessness 
Strategy.  It formed one element of a range of services for out of home young people all under 
the management of the child care manager for South Lee Community Care Area.  The service 
was a board wide one.  The young people were mainly admitted to the centre under Section 5 
of the Child Care Act 1991 and were not received into the care of the board.  However, a 
number came to the centre due to a breakdown in care placements and these were in the care 
of the board. 
 
A significant number of those accommodated at the centre were separated young people who 
came from overseas seeking asylum in Ireland.  Other young people, from the board’s area, 
were homeless or at risk of homelessness.  A significant achievement of the centre, and of the 
board’s services for out of home young people generally, was the degree to which the young 
people from overseas had been integrated into mainstream services.   
 
Those accommodated at the centre had different needs.  Some needed little more than a place 
to stay.  Others needed a more intensive service and a greater level of support.  This caused 
some confusion.  The centre was described by the staff as a ‘ low support hostel’  but provided 
a service similar to that provided in an ordinary children’s residential centre to at least some 
of the young people.  At the time of inspection, there was a plan for the centre to change its 
function and concentrate on providing emergency accommodation.  This would bring greater 
clarity.   The service provided by the centre also needed to be more closely integrated with the 
board’s multi-disciplinary team that worked with out of home young people.  There was some 
overlap and duplication in the services provided by the two services. 
 
The centre was well managed overall.  The work of centre staff was well organised as 
evidenced by the impressive range of written centre policies and procedures and the 
information brochures prepared for young people, parents and social workers.  There was a 
good system for inducting new members of staff.  Staff at the centre participated in in-service 
training programmes.  The staff team were given formal supervision regularly and managers 
were available for informal advice and consultation.  Particularly noteworthy was the 
commitment of the board and centre staff to promoting the achievement of a fully qualified 
staff team.  However, two aspects of management practice required consideration.  The 
manager and deputy manager both worked mainly office hours and a more flexible 
arrangement would have been better suited to a 24-hour, seven-day service.  Secondly, 
inspectors were concerned that while the approach to formal supervision in the centre 
emphasised support for the supervisee and professional development, accountability did not 
receive the same attention. 
 
There was a good staff team working at the centre.  Its strengths were openness in 
communication, mutual support and, in particular, an emphasis on professional development.  
Some staff members, however, appeared stressed and lacking in confidence.  More generally, 
the team was somewhat inward looking.  There was, for example, a preoccupation with the 
issue of staff safety and a defensiveness in relation to concerns raised by some social workers 
about unplanned discharges.   
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The board’s monitoring officers had visited the centre.  Their work informed the inspection.  
They identified a number of areas that required attention, including the use of sanctions.  It is 
important that their work continues and that their recommendations are implemented. 
 
Practice in relation to children’s rights was good.  The staff at the centre consulted with the 
young people about their care.  They shared information with them and worked to resolve the 
young people’s complaints. 
 
Inspectors were particularly impressed with the standard of care planning.  The young 
people’s social workers had a pragmatic approach to care planning that was appropriate to the 
circumstances of the young people.  The plans were simple and short but were prepared in 
consultation with the key stakeholders within a short time after admission to the centre.  They 
informed and directed the work with the young people.  The keyworker system at the centre 
supported this.  Within the multi disciplinary team for out of home young people there was 
reasonable access to specialist services such as addiction counselling.   
 
Some young people had been discharged by centre staff against their wishes and those of their 
social workers.  While these represented only 10% of the total number of admissions, it was 
not acceptable that these decisions were taken unilaterally.  Apart from the impact on the 
young people concerned, these discharges damaged what were otherwise positive working 
relationships with the young people’s social workers.  A decision to discharge a young person 
belongs within the care planning process.  The safety concerns of the staff team would have 
been better addressed through a process of risk assessment and contingency planning on the 
part of the relevant care planning group.   
 
The care practices in the centre were good.  The young people interviewed by inspectors were 
positive about the service they received and the parents were happy that their children were 
being looked after well.  Staff members were particularly good at supporting the cultural, 
ethnic and religious practices of the young people who came from overseas.  However, 
behaviour management was poor.  Staff needed to address the issue in a pro-active manner 
and the systems of sanctioning inappropriate behaviour and giving warnings leading to 
discharge needed to change. 
 
Practice in relation to safeguarding and child protection, health and education were all of a 
high standard.  The staff paid close and commendable attention to safety issues related to the 
building.  The building itself was well decorated and maintained.  However, it was not suited 
to its purpose and made the task of supervising the young people difficult for staff. 
 
Overall, inspectors found that the centre offered a good service.  The inspection highlighted 
issues that require attention.  The board should consider a more integrated service for out of 
home young people.  The staff at the centre need to develop a more collaborative and 
inclusive approach to problem solving. 
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The Social Services Inspectorate (SSI) carried out an announced inspection of an emergency 
and short term children’s residential centre in the South Lee Community Care Area of the 
Southern Health Board (SHB) in July 2004.  Michael McNamara and Andrew Fagan 
conducted the inspection over a three-day period from the 21st to the 23rd of July 2004.  At a 
pre-inspection meeting on July 8th, Michael McNamara met with some of the staff and the 
young people to explain the purpose and process of inspection. 
 
2.1 Methodology 
 
Inspectors interviewed the centre manager, the deputy manager, seven other members of the 
care staff team, five social workers, two social work team leaders and a principal social 
worker, two young people, a parent and the health board’s monitoring officers.  Telephone 
interviews were conducted with another two parents.  In addition, a meeting was held with the 
child care manager, who was the external line manager for the centre, and the general 
manager for the community care area.  Written information was provided by the centre in 
advance of the inspection and also by social workers.  During the course of the inspection, 
inspectors examined care files and other agency records, participated in some centre routines 
and observed practice in the centre. 

 
2.2  Acknowledgements 
 
The work of the inspectors was facilitated by the willing co-operation of the staff and young 
people, their parents, members of the social work department and health board monitors and 
managers.  SSI wishes to acknowledge their contribution. 
 

 
3.   Setting the scene:  
 
3.1 Background 

 
The centre was established in 2001 as part of the board’s implementation of the government’s 
Youth Homelessness Strategy.  It formed one element of a range of services for out of home 
young people all under the management of the child care manager for South Lee Community 
Care Area.  These services comprised a multi-disciplinary team, headed by a principal social 
worker, that provided a range of services including access to accommodation, information, 
advice and support, to young people aged 15 to 18 years.  Younger people were dealt with by 
the community care area social work teams.  The service was a board-wide one.  The centre 
provided both emergency accommodation and short term care.  The young people were 
admitted to the centre under Section 5 of the Child Care Act 1991 and were not received into 
the care of the board.  However, a number came to the centre due to a breakdown in care 
placements and these were in the care of the board.  The board, in keeping with the principles 
of the Youth Homelessness Strategy, applied the same standards of care to the services for 
young people out of home as to children and young people in its own care.   
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3.2  Data on young people admitted to the centre between July 2003 and July 2004 
 
Young Person’s 
Status 

Age on 
admission 

Duration of 
placement at 
centre 

Legal Status Destination on 
discharge 

#1  Separated 
asylum seeking 
young person 
(SASYP) 

17 15 days Section 5, Child 
Care Act 1991 
(Section 5) 

Long stay hostel 

#2  Homeless 
young person 
from health board 
area (HYPHBA) 

17 6 weeks Section 5 Supported 
Lodgings 

#3  HYPHBA 17 5 weeks Section 5 Independent 
living 

#4  Young person 
in care of health 
board 

15 14 weeks Voluntary Care Home 

#5  HYPHBA 16 5 weeks Section 5 Home 
#6  Homeless 
young person 
from outside 
health board area 

16 10 days Section 5 Residential care in 
local health board 

#7  HYPHBA 17 17 weeks Section 5 Home 
#8  HYPHBA 16 17 weeks Section 5 Home 
#9  SASYP 16 23 weeks Section 5 Bed and Breakfast  
#10  HYPHBA 17 17 weeks Section 5 Bed and Breakfast 
#11  SASYP 17 7 weeks Section 5 Unknown 
#12  Homeless 
young person 
from outside 
health board area 

15 8 weeks Section 5 Family placement 

#13  SASYP 16 12 weeks Section 5 Supported 
Lodgings 

#14  Young 
person in care of 
health board 

14 7 weeks Voluntary care Foster  care 

#15  HYPHBA 17 5 weeks Section 5 Home 
#16  HYPHBA 17 6 weeks at time 

of inspection 
Section 5 Still resident at 

time of 
inspection 

#17  HYPHBA 15 6 weeks at time 
of inspection 

Section 5 Still resident at 
time of 
inspection 

#18  HYPHBA 17 16 days Section 5 Home 
#19  HYPHBA 13 1 day Section 5 Foster Care 
#20  Readmission 
# 12 

16 9 days Section 5 Home 

 
Note: Emboldened denotes those in residence at the time that the inspection was announced.  
Just two young people were living at the centre during the inspection fieldwork. 
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 4.1 Statement of purpose and function 
 
 

 
 
�
The statement of purpose and function described the centre as providing “emergency, short-
term residential care (up to six months) and aftercare support to adolescent boys (14 – 17 
years of age) who find themselves for various reasons as homeless, at risk of homelessness” .  
The statement referred to the provision of emergency accommodation as the “ foremost 
responsibility”  but also to providing the opportunity to address what were described as 
“deeper issues”  in a safe and non-threatening environment.  Inspectors believe that therein lay 
a certain confusion as to the purpose of the centre.  The ethos of the service was described as 
a rehabilitative one, and working in collaboration with young people, parents and social 
workers was emphasised. The statement did not refer to the service as a board-wide one, 
though this was the case.  It did not state the number of young people the centre could 
accommodate.  This was five, though on occasion it rose to six. 
 
The statement of purpose and function was accompanied by a wide range of policies and 
procedures.  Some of these were health board policies and some were specific to the centre.  
Together, they constituted an impressive body of work.  They were well collated and 
presented.  They provided direction for staff members.  They also formed the basis for 
information booklets that had been developed for young people, parents and social workers.  
Those responsible are commended for this work. 
 
From the time the centre opened to July 4th 2004, there had been 68 admissions of 58 young 
people (there were a number of readmissions).  Nineteen admissions were of separated young 
people seeking asylum.  In a report, prepared by the manager, for the year 2003, it stated that 
those admitted on an emergency basis stayed an average of ten days and those admitted on a 
planned basis stayed an average of just under four months.  In this latter group, the separated 
young people seeking asylum stayed, on average, twice as long (six months) as the other 
young people (three months).  These figures clearly demonstrate that the centre was providing 
the service it was set up to provide.   
 
The figures for length of stay demonstrated two clear patterns: those who were admitted in an 
emergency stayed for days, those admitted on a planned basis stayed for three to six months.  
There was some overlap, however, and young people admitted in an emergency sometimes 
went through the planned admission process and had their status altered as a result.  
Nonetheless, the two situations required different responses.  Some social workers wanted the 
centre to provide good primary care only while the reference in the statement of purpose and 
function to the centre’s ‘ rehabilitative ethos’  clearly indicated an intention to offer more than 
this.  A recurring theme in discussions with social workers was a lack of clarity as to whether 
the centre was a hostel or a children’s residential centre.  Some social workers stated that 
young people were sometimes offered a service they neither wanted nor required.  As part of 
the board’s further implementation of the Youth Homelessness Strategy, it was planned that 
the centre would take on a more specialised role in providing emergency accommodation 
only.  This will clarify the purpose and function of the centre.   
 

The centre has a clear  wr itten statement of purpose and function which accurately descr ibes what the 
centre sets out to do with children and the manner  in which that is provided.  The statement is available, 
accessible and understood. 
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All of the young people admitted to the centre had a social worker from the multi-disciplinary 
team for out of home young people.  This included those young people who were already in 
the care of the health board (eleven admissions).  This group, some of whom were placed in 
the centre following breakdowns in foster placements, were subject to co-working 
arrangements, with a social worker from the multi-disciplinary team working the case along 
with the young person’s community care team social worker.  The social workers from the 
multi–disciplinary team carried smaller caseloads than their colleagues in community care 
area teams and they offered a more intensive service.  They provided counselling and 
therapeutic support.  The young people also had access to other members of the multi-
disciplinary team which included two child care leaders and a public health nurse (a 
psychologist was being recruited at the time of inspection). Thus the young people were 
provided with a service that was different from the social work service typically provided to 
young people in health board centres.  Indeed, inspectors commend the board for its service to 
out of home young people.  However, this had implications for the service provided by the 
centre that had not been sufficiently recognised.  Given the range of services provided by the 
multi-disciplinary team, inspectors considered that the emphasis on a rehabilitative ethos and 
the provision of a separate after care / outreach service from the centre was likely to lead to 
some duplication of service.  The provision of the outreach service drew resources away from 
the other work of the centre.  At the time of inspection, two of the workers were involved in 
outreach work out of a total care staff of 15.  However, they worked shifts at the centre as 
well as doing their other work and it was clear that the need to ensure adequate staffing in the 
centre took precedence over outreach work.   
 
The board needed to re-consider the role of the centre, taking account of the other services 
provided to out of home young people.  There needed to be greater integration of the service 
provided by the multi-disciplinary team and that provided at the centre.   
 
   Recommendation 
 
1. The child care manager  should oversee a revision of the centre’s statement of 
 purpose and function.  The new statement should be developed in consultation with 
 the key stakeholders.  I t should define the role of the centre within the range of 
 services provided to out of home young people in the SHB area. I t should state the 
 number  of places the centre provides. 
 
 
4.2 Management and care staffing 

 
 

 
 

 
4.2.1 Management 
 
The centre manager had overall responsibility for the day to day running of the centre.  He 
reported to the child care manager for South Lee Community Care Area.  He met with her for 
formal supervision every six to eight weeks and, apart from this, there was frequent, 
sometimes daily, contact between them.  The child care manager visited the centre regularly.  
She had attended a number of staff team meetings and had informal meetings with the young 
people.  The manager was assisted by a deputy manager.  They both worked mainly office 
hours, the manager four days and the deputy five days per week.  Between them they 
provided an out-of-hours on-call service.  They each did this for one week at a time.  One of 

The centre is effectively managed, and care staff are organised to deliver  the best possible care for  young 
people.  There are appropr iate external management and monitor ing ar rangements in place. 
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the child care leaders provided formal supervision for some colleagues.  He had acted as 
manager when, due to unforeseen circumstances, the manager and deputy were away 
simultaneously.  Inspectors consider it appropriate that child care leaders take on extra 
responsibilities in accordance with their status and remuneration. 
 
The manager met with an external supervisor, and with other centre managers in the board for 
peer supervision. 
 
There was evidence of good management practice.  There were good systems in place for the 
training, supervision and support of members of the staff team, detailed later in this report.  
There were well laid out policies and procedures that were accessible to staff (4.1). 
 
The centre offered a 24 hour service, seven days per week.  Some key events, such as 
discharges and admissions often took place outside of office hours, in the evenings and at 
weekends.  There were, at such times, usually just two care staff on duty and incidents of 
difficult-to-manage behaviour were also more likely to occur at these times.  The presence of 
a manager provides reassurance for staff and young people and this fact alone can help to 
contain volatile situations.  Given the nature of the service, the board should consider more 
flexible management arrangements.  The further implementation of the Youth Homelessness 
Strategy may provide opportunities for the board to develop a management structure more 
closely tailored to the needs of an around-the-clock service. 

�
Recommendation 
 
2. The child care manager  should review the management ar rangements for  the centre. 

 
4.2.2 Care staffing 

 
The staff complement for the centre was 14 whole time posts.  At the time of inspection there 
were 15 care staff employed at the centre.  One post was shared between two people.  Apart 
from the manager and the deputy, there were three child care leaders and ten child care 
workers.  Eleven of the care staff were employed on a permanent basis, the rest were 
temporary employees.  There was also a clerical officer employed at the centre. 
 
Eleven staff members held a recognised social care qualification.  In the academic year ending 
in summer 2004, four staff members had been supported by the board to obtain professional 
qualifications.  Their fees were paid and they were given time off to attend lectures.  The 
board is highly commended for this.  However, the managers and staff of the centre deserve 
credit also as they had to ensure that gaps in the staff roster left by the students were filled.  
Indeed the manager told inspectors that managing the unit with such a significant proportion 
of the staff team in education was very difficult and that a decision had been made to limit the 
number of secondments to two in future years.  The staff team at the centre clearly placed a 
premium on their own professional development and on enhancing their knowledge and 
skills.  Two of them had undertaken research related to the needs of the centre’s client group. 
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STAFF EXPERIENCE, STATUS AND QUALIFICATIONS 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
Though the length of shifts varied somewhat, there was basically a three shift system in 
operation.  There was an early day shift, an afternoon and evening shift, and a night shift.  
There were usually two care staff on duty and they worked through the night.  There were no 
sleep-over shifts. 
 
The board provided information on the checks it had carried out on the staff employed at the 
centre.  Inspectors checked this information against a sample of five personnel files that were 
brought to the centre during the inspection by a member of the board’s personnel department.  
All of the staff, with the exception of the clerical officer, had been Garda cleared.  All of the 
Garda clearances had been obtained prior to employment.  There were three references each 
for eight staff members and two each for the other eight, the latter group including the clerical 
officer.  Of the 40 references, 32 had been taken up prior to commencement of employment 
and eight afterwards.  Of the latter eight, most had been taken up just a short time after 
employment.  Practice in relation to staff checks was generally good, though Department of 

CARE STAFF LENGTH OF 
SERVICE IN 
CENTRE 

EMPLOYMENT 
STATUS 

QUALIFICATIONS 
 

Manager 3 years 3 months Permanent, full-time National Diploma in 
Applied Social Studies in 
Social Care 

Acting Deputy Manager 2 years 11 months Permanent, full-time National Diploma in 
Applied Social Studies in 
Social Care 

Child Care Leader 2 years 11 months Permanent, full-time B.A. Applied Care in 
Social Care 

Child Care Leader 2 years 3 months Permanent, full-time National Diploma in 
Applied Social Studies in 
Social Care 

Child Care Leader 2 years 11 months Permanent, full-time B.A. Applied Care in 
Social Care 

Child Care Worker 2 years 11 months Permanent, full-time Certificate in Applied 
Social Studies in Social 
Care 

Child Care Worker 2 years 3 months Permanent, full-time B.A. Applied Care in 
Social Care 

Child Care Worker 2 years 9 months Permanent, full-time B.A. Applied Care in 
Social Care 

Child Care Worker 2 years 11 months Permanent, part-time B.A. Psychology and 
Sociology 

Child Care Worker 2 years 11 months Permanent, full-time B.A. Applied Care in 
Social Care 

Child Care Worker 1 year 9 months Permanent, full-time Certificate in Applied 
Social Studies in Social 
Care 

Child Care Worker 1 year 5 months Temporary, full-time National Diploma in 
Applied Social Studies in 
Social Care 

Child Care Worker 5 months Temporary, relief National Diploma in 
Applied Social Studies in 
Social Care 

Child Care Worker 1 month Temporary, full-time B.A. Applied Care in 
Social Care 

Child Care Worker 3 months Temporary, relief B.A. Insurance and 
European Studies 

Clerical Officer 7 months Permanent, full-time Not given 
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Health and Children guidelines state that three references are required for each member of the 
care staff team. 
  
When the centre had first opened, there were nine staff employed.  Of these, seven were still 
employed at the time of inspection, nearly three years later.  One had left to take up another 
post and one had died in late 2003.  The death of their colleague had had a major impact on 
the staff team, one that was still apparent at the time of inspection.  The continuity of the core 
staff group facilitated a sense of professional and personal closeness in the staff team.  There 
was good, open communication within the team.  Those staff members interviewed by 
inspectors were confident that they could express their views freely at weekly team meetings 
and in supervision.  They felt supported by their colleagues. 
 
Some staff members, however, presented as stressed and lacking in confidence.  There had 
been a number of violent incidents at the centre, and staff members expressed a concern for 
their own safety and for that of the young people.  This concern had led to a number of 
unplanned discharges, which are further discussed later in this report.  Inspectors were 
concerned at the manner in which the issue of safety was addressed by some members of staff 
interviewed by inspectors.  There was a sense of the staff team closing ranks to ward off a 
threat.  Some team members conveyed a belief that it was self evident that the solution to the 
problem of behaviour that posed a threat to safety was to discharge the young person 
involved.  They expressed some frustration that the social workers of the young people either 
could not or would not accept this. There was little evidence of consideration being given to 
alternative ways of addressing the issue and this was out of keeping with the otherwise 
commendable professionalism of the staff team. 
 
Recommendation 
 
3. The child care manager  should ensure that three references are obtained for  care 
 staff employed at the centre. 
 
4.2.3 Supervision and support 

 
The manager of the centre was a trained counsellor and informed inspectors that this training 
equipped him to provide formal supervision for staff.  The deputy manager and two of the 
child care leaders had undertaken training in supervision at Cork Institute of Technology.  
One of the child care leaders was not doing supervision at the time of inspection, but the other 
one was, as was the deputy manager.  The supervisors met with their supervisees every six 
weeks or so, more frequently in the case of new staff.  There were initial discussions about the 
purpose and process of supervision and agreements were signed by both parties.  The 
supervisors made a record of the sessions and these were accessible to the supervisees.   
 
The staff members interviewed by inspectors were positive about the support they received 
both through formal supervision and the availability of managers outside of these times for 
informal advice and consultation.   
 
Inspectors commend the regularity and frequency of supervision.  The use of supervision 
contracts and the approach to recording of sessions were good.  However, inspectors had 
some concerns that while support and professional development were clearly part of 
supervision practice, accountability was not emphasised.  This was not helpful.  Supervision 
and support of staff is not an end in itself but a means of ensuring a good quality service.  
There was little evidence that the attitudes referred to above (4.2.2) had been challenged by 
supervisors and managers either at team meetings or in supervision sessions.  
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Apart from the supports available to staff from managers and supervisors, there were other 
supports provided by the board.  There was an Employee Assistance Programme, and some 
staff members had gone to it for counselling.  
 
Recommendation 
 
4. The manager , in consultation with the child care manager , should review the 
 approach to the supervision and suppor t provided to the staff team at the centre. 

 
4.2.4 Training and development 

 
The support given to staff to obtain professional qualifications has been dealt with elsewhere 
in this report (4.2.2). 
 
There was a good system for the induction of new staff members at the centre.  They had two 
weeks to familiarise themselves with the centre’s policies.  During this time there were 
supervision sessions and the new staff members were gradually introduced to the other staff 
and young people. 
 
There were a range of in-service training programmes provided by the board’s training 
department and staff members attended some of these.  All but one staff member had 
undergone the basic and refresher training in Therapeutic Crisis Intervention and a number 
had undergone child protection training also.  Staff members had also undertaken training in 
assessment, multi-cultural practice and sexual health.  
 
4.2.5 Administrative files 

 
There were good systems for the recording of information in the centre and these were 
maintained to a good standard. 
 
4.2.6 Notification of significant events 

�
Both the social workers and the parents interviewed by inspectors stated that staff at the 
centre kept them informed of significant events in the lives of the young people.  Parents were 
generally contacted by phone.  Social workers were also given verbal accounts of significant 
events and written reports were sent to their offices.  The board’s monitoring officers were 
also kept informed of significant events. 
 
4.2.7 Register 

 
Inspectors were given sight of the centre’s register.  It did not comply in every respect with 
the requirements of the Child Care Standards 1995, but the omissions were rectified during 
the inspection. 
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4.3  Monitoring 
 

 
 
 
 
 

The board’s two monitoring officers had visited the centre on three occasions.  They found 
that the centre was generally well run but had some concerns in relation to the approach to 
behaviour management and the related issue of unplanned discharges.  Inspectors share these 
concerns, while agreeing with their own overall assessment that the centre was well run.  
Inspectors recommend that the monitoring officers continue to visit the centre in order to 
ensure that these concerns are addressed and that the recommendations of this report are 
implemented. 
 
Recommendation 
 
5. The board’s monitor ing officers should continue to visit the centre in order  to ensure 
 that their  concerns about behaviour  management and unplanned discharges are 
 addressed and that the recommendations of this repor t are implemented. 

 
 

4.4 Children’s rights 
 

            
 

 
4.4.1 Access to information 

 
Practice in relation to access to information was generally good.  There was a presumption in 
favour of sharing information and this was done regularly with the young people’s daily logs 
and other records prepared by centre staff.  Staff members were somewhat less sure about 
sharing reports prepared by third parties but expressed willingness to approach the social 
workers of the young people in relation to these.  Reports by social workers and at least one 
by a psychologist had been shared with various young people.  A proactive approach to this 
issue would be desirable, for example, a policy of explaining to such third parties that all 
reports will be shared unless the author indicates otherwise. 
 
The centre had two information booklets for young people, one contained general information 
about the centre, the other was specifically about the sanctions policy.  Inspectors commend 
the production of written materials for the young people.  The first booklet was described as a 
‘Welcome Pack’ .  It was made up of text and computer generated illustrations.  It was 
developed in consultation with young people in residential care in two other centres. It is 
debatable whether a separate booklet on sanctions was necessary at all, given that the issue 
was covered in the ‘Welcome Pack’ .  In any event, the information in the booklet was too 
detailed.  It was not user friendly.  Consideration ought to be given to withdrawing the 
booklet on sanctions and to making the ‘Welcome Pack’  available in different languages so 
that it is accessible to separated young people seeking asylum. 
 
 
 
 

The r ights of young people are reflected in all centre policies and care practices.  Young people and their  
parents are informed of their  r ights by supervising social workers and centre staff. 

The Health Board, for  the purpose 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 author ised person, on 
behalf of the Health Board, to monitor  statutory and non-statutory children’s residential centres. 
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Recommendation 
 
6. The centre manager  should revise the wr itten information provided to the young 
 people in order  to make it more accessible and user  fr iendly. 
 
4.4.2 Consultation 

 
Practice in relation to consultation was very good.  The young people were consulted about 
their care through a variety of means.  The views of the young people were sought over day to 
day issues in informal ways.  They were asked about their preferences in terms of meals and 
were encouraged to go shopping with staff members.  There were young people’s meetings on 
a weekly basis.  Any issues raised at these meetings that could not be resolved immediately 
were brought to the staff team meeting the next day for consideration.  On occasions, one of 
the young people was invited to attend a staff team meeting to discuss a particular issue.  The 
young people at the centre had, for example, made a successful case for increasing the number 
of television channels available at the centre.  Staff had consulted with the young people in 
drawing up some of the centre policies.  A group of young people that considered the issue of 
diversity concluded that young people were more likely to encounter discrimination on the 
grounds of age than on ethnic or racial background.  The views of the young people were 
canvassed by two members of staff who conducted research related to the service provided by 
the centre. 
 
 The participation of the young people at care planning and review meetings was encouraged 
and facilitated by centre staff.  The young people interviewed by inspectors confirmed that 
care staff and social workers listened to their views and took them into consideration when 
making decisions about their care. 
 
4.4.3  Complaints 

 
The ‘Welcome Pack’  explained the centre’s complaints procedure to the young people.  When 
the young people at the centre were unhappy about something they were encouraged to 
complete a complaint form.  This went to the manager in the first instance.  If he could not 
resolve the issue to the satisfaction of the young person, the young person was encouraged to 
discuss it with his social worker. The ‘Welcome Pack’  also contained a list of people that the 
young people could contact outside the centre and there was a ‘Help Letter’  addressed to the 
child care manager.  There was a complaints register in the centre. 
 
The young people interviewed by inspectors chose to use informal means to resolve their 
complaints but confirmed that the staff at the centre did deal with issues that they raised. 
Eleven complaint forms had been completed in the year before inspection.  These also 
demonstrated that the young people’s concerns were heard and addressed.  However, not all 
had been resolved to the satisfaction of young person and the matter often ended at that point. 
Practice in relation to complaints in the centre was good, but there needed to be another stage 
to the procedure for those matters that could not be resolved internally.  Inspectors are aware 
that a board wide complaints procedure that addresses this issue was under consideration at 
the time of inspection and anticipate that this will be adopted by the centre. 
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4.5 Planning for children and young people 
 

 
 
 
 
 

4.5.1 Suitable placement and admissions 
 
As discussed earlier in this report (4.1), an examination of the register for the centre and of 
the information in the report of 2003 clearly demonstrated that the centre was providing a 
service for the young people for whom it was established. 
 
In order to ensure a degree of transparency and accountability an admissions and discharges 
panel had been established.  This comprised the deputy manager and a child care worker from 
the centre and a social work team leader and child care leader from the multi-disciplinary 
team.  This met monthly to consider applications for planned admissions.  Any three of the 
four members constituted a quorum and were empowered to make decisions on behalf of the 
group.  This appeared to work well in relation to admissions and decisions were made 
unanimously.  It did not work for discharges. The group had refused to approve some 
unplanned ones but this had no practical effect.  This issue is considered later in this report 
(4.5.7). 
 
Those young people admitted on a planned basis visited the centre before admission.  The 
parents interviewed by inspectors confirmed that they had visited the centre and been given 
information about it prior to the admission of their children.  This was good practice. 
 
Referrals to the centre came mainly from social workers from the multi-disciplinary team but 
other professionals and agencies, including the Garda, community welfare officers and the 
Simon Community made emergency referrals to the centre. 
 
4.5.2  Statutory care plans and care plan reviews  

 
Inspectors examined the care files of four of the young people in residence at the time the 
inspection was announced.  There were care plans on file for three of them.    The fourth 
young person, however, had only stayed one night at the centre.  The other care plans were 
prepared on the day of admission, the day after admission and six days post admission 
respectively.  They were brief, task focused, time limited plans with a date set for review 
within four weeks.  They were put together by the young people’s social workers and based 
on consultation with the young person, parent/s and care staff.  They were signed by the 
young person. 
 
The participation of the asylum seeking young people in the care planning process was 
facilitated through the use of interpreters.   
 
In discussion with the principal social worker and team leaders for the multi-disciplinary 
team, inspectors found that they had developed a pragmatic approach to care planning that 
reflected the short term and emergency focus of their work.  They are commended for this.  
The standard of care planning was very good. 
 

There is a statutory wr itten 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.  I t stresses 
and outlines practical contact with families and, where appropr iate, preparation for  leaving care. 
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There was a record of only one care plan review.  It was held within three weeks of the 
preparation of the care plan.  The young person, his parent, keyworker and social worker all 
attended.  The record of this meeting indicated that the care plan was re-written in accordance 
with the decisions of this meeting.  The review set achievable objectives, named the 
individuals to undertake specific tasks and set timescales for their completion.  Once again 
good practice was evident. 
 
The care planning and review was facilitated by centre staff.  The young people’s keyworkers 
completed assessments of the young people and encouraged and facilitated their attendance at 
planning and review meetings. 
 
4.5.3 Contact with families 
 
Not all of the young people who had lived at the centre were in contact with their families.  
However, for those who were, this was facilitated by centre staff.  The young people who 
came from overseas were helped to maintain contact with home by phone.  This was true also 
of young people whose families lived in Ireland.  In addition, these families were encouraged 
to visit the centre.  One parent was brought to the centre to meet inspectors.  She brought her 
daughter and the two of them joined centre staff and inspectors for lunch.  The parent 
confirmed that she received help with transport whenever she visited the centre.  She attended 
reviews and reported that her views were heard and given due consideration at them.  She 
described the staff at the centre as welcoming and friendly. 
 
Other parents confirmed this favourable impression. 
 
Practice in relation to contact with families was good 

 
4.5.4 Social work role 

 
 
 
 
 

                       
The role of the social workers from the multi-disciplinary team has been discussed earlier in 
this report (4.1).  Each of the young people had a social worker from this team and they 
received an enhanced social work service.  The social workers visited the centre frequently 
and had a high level of contact with centre staff.   
 
The working relationship between the centre staff and the young people’s social workers was 
basically good.  The social workers were particularly positive about the emergency service 
provided by the centre and stated that communication with care staff was good.  However, 
there had been some deterioration in the relationship between the two groups in the months 
leading up to inspection.  Those interviewed by inspectors in relation to this matter variously 
traced this deterioration to between two and six months prior to inspection and had differing 
explanations for it.  A number of unplanned discharges coming together was a contributing 
factor.  However, there was some evidence that there were other factors at work. Though the 
concerns about unplanned discharges were legitimate, a greater engagement by social workers 
with the concerns of care staff and a spirit of responsibility sharing might have produced 
better outcomes for the young people.  This is further discussed, later in this report (4.5.7). 
 
 

Supervising social workers have clear  professional and statutory obligations and responsibilities for  young 
people in residential care.  All young people need to know that they have access on a regular  basis to an 
advocate external to the centre to whom they can confide any difficulties or  concerns they have in relation to 
any aspect of their  care. 
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4.5.5  Emotional and specialist support 
 

A keyworker was assigned to each young person on admission.  The keyworker role was 
understood in terms of relationship building with the young people and co-ordinating their 
care in the centre.  The keyworker conducted an intake interview with the young person in the 
first weeks of admission.  This was the start of a process of assessment that keyworkers tried 
to complete within four weeks, in time for the first post-admission care plan review.  Thus, 
this assessment work fed directly into the care planning process. 
 
The multi-disciplinary team had good access to specialist services such as drug and alcohol 
counselling and treatment services.  The team could pay for services that were not easily 
available in the public service.  It also, as stated earlier in this report (4.1), provided a range of 
services directly, such as a sexual health service.  There was a significant delay in accessing 
an assessment for one young person and the service was eventually obtained in a 
neighbouring health board area.  However, this was a highly specialised service.  Overall, 
inspectors found that access to specialist services was good. 
 
4.5.6   Preparation for leaving care and aftercare support 
 
The centre had two outreach workers and the report for 2003 indicated a high level of 
outreach work.  The outreach workers worked with the families of the young people, and 
maintained contact with the young people post discharge.  There were a number of difficulties 
with this service.  Inspectors were informed that some young people did not wish to engage 
with the outreach service.  Some of those who had been discharged against their wishes were 
offered an outreach service, but some of those interviewed suggested that this gave the young 
people conflicting messages.  The outreach worker interviewed by inspectors referred to 
difficulties in establishing contact with other professionals.   
 
Inspectors support the principle of providing outreach and aftercare to young people and there 
was evidence that young people from the centre benefited from this service.  However, as 
discussed earlier in this report (4.1) some of what was being offered to the young people 
appeared to be available to them already and there was danger of duplication of service.  The 
difficulties identified by the outreach worker indicated that this work was not always related 
to the care planning process.  In that sense, it was somewhat ad-hoc and not the best use of 
professional resources.   
 
Recommendation 
 
7. The child care manager  and the centre manager , in consultation with the pr incipal 
 social worker  of the multi-disciplinary team, should review the outreach service 
 provided by the centre. 
 
4.5.7  Discharges 

 
Reference has been made throughout this report to the issue of unplanned discharges.  It is 
important to set this in context.  Information provided by the centre manager indicated that 
there had been 71 admissions to the centre since it opened.  (This is three more than the figure 
quoted earlier in this report (4.1).  This is because the analysis of the centre register took place 
two weeks previous to the analysis of admissions and discharges provided by the manager).  
Out of the 71 admissions, there were 15 unplanned discharges.  Four young people (all from 
overseas) went missing.  Three young people left of their own accord.  The court sent one 
young person to prison.  The remaining seven were discharged by the centre.  This represents 
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one in ten of all admissions.  It affected a small minority of the young people who were 
clients of the service.   
 
Inspectors acknowledge that there are circumstances in which young people must be required 
to leave a centre.  These arise when the young person’s behaviour is likely to cause injury and 
all reasonable measures to contain this behaviour have proved ineffective.  Inspectors were 
concerned, however, about several aspects of the unplanned discharges at the centre.  Most of 
the young people were admitted to the centre under Section 5 of the Child Care Act 1991.  
They were not in the care of the health board.  Any arrangements for their care needed the 
consent of their parents except in those cases where there was no parental involvement.  Staff 
at the centre had no authority to vary the arrangements made for the young people without 
obtaining parental consent for these.    
 
There was a warning system in operation at the centre.  If a young person accumulated three 
warnings within a one month period, he was discharged.  A range of behaviours led to 
warnings.  Mainly they had to do with the safety of staff and young people.  One of these 
behaviours was smoking in bedrooms.  Inspectors support the ban on smoking in the centre.  
Smoking in bedrooms is clearly dangerous because of the attendant risk of fire.  However, 
that a young person could be discharged from the centre for smoking in his room is a 
disproportionate response to the problem. 
 
Young people could also be discharged from the centre without warning.  This arose when 
there were particularly serious incidents that suggested that there was a risk to the safety of 
the staff and other young people at the centre. 
 
Initially inspectors were told that young people were first suspended for a week.  The idea of 
this was to allow time to consider the matter and consult with the young person’s social 
worker.  However, it became clear that this was not happening in every case and that staff at 
the centre were taking unilateral decisions in relation to these discharges.  There was no 
system for appealing these decisions. This is not acceptable. 
 
Decisions that have such far reaching consequences for young people ought to be taken in a 
care planning forum.  Staff at the centre had legitimate concerns about safety at the centre that 
needed to be addressed.  However, there was no attempt being made to quantify the risks they 
had to deal with nor to design an appropriate and proportionate response to each particular 
one.  The safety issues at the centre ought to be addressed through a system of risk assessment 
and contingency planning.  The care planning group should have responsibility for this.  This 
would give all the key stake holders, young people, their parents and social workers, as well 
as care staff an input into the decisions about discharges and the responsibility for these 
decisions would be shared by all members of the group.  Provided the centre staff acted in 
accordance with the strategy agreed by the care planning group, they would be acting with the 
consent of the group. 
 
Recommendation 
 
8. The centre manager  and child care manager , in consultation with the pr incipal social 
 worker  of the multi-disciplinary team, should agree a policy in relation to the 
 management of r isk at the centre to ensure that this responsibility is shared among 
 the stakeholders. 
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4.5.8 Children’s care records 
 
Inspectors found that the young people’s care files were well organised and kept up to date.  
The information was stored in a manner that made it easily retrievable.   
 
4.6 Care of young people 
 

 
 
 
 
 

 
4.6.1 Individual care in group living 

 
The primary care of the young people was good.  Those interviewed by inspectors stated that 
they liked living at the centre.  They said that they got on well with the staff and that they 
were treated fairly.  They reported that staff respected their privacy and did not, for instance, 
enter their rooms without first knocking and awaiting permission to enter.   
 
As stated earlier in this report (4.5.3), the young people were facilitated to keep in touch with 
their families.  There was a payphone in the centre and the young people were given a €5 
phone card once a week that could be used with the payphone.  While the payphone was not 
in a particularly private part of the building, the young people reported that staff tried to 
ensure that there were no other people around when they were making calls.  The young 
people were allowed use the centre phone for calls to family and social workers.  There were 
no restrictions on these and they could be made in private.  The young people were free to use 
their own mobile phones in the centre.  As discussed elsewhere in this report (4.5.3), the 
families of the young people were welcome to visit and they could meet with the young 
people in private. 
 
The young people were given €4 pocket money per day and could earn another €1 by doing a 
chore.  They could, therefore, have up to €35 spending money per week.  Young people who 
had an income from another source, for example through attendance at a training course, did 
not get pocket money. 
 
The young people interviewed told inspectors that staff would bring them out for activities but 
that they preferred to do their own.  There were some recreational facilities, such as a pool 
table, and there were books and videos to be seen in the centre. 
 
The young people were encouraged to bring their friends to the centre.  Female friends could 
come into the dining room to the front of the house.  Male friends could come into the dining 
room and also the games room at the back of the house.  This was off limits to the girls, 
however, and this appeared to relate to a concern about the young people engaging in sexual 
activity there.  Inspectors formed the view that proper supervision by staff would be a more 
appropriate approach to the matter.  Friends were not allowed in the young people’s 
bedrooms, though family members were. 
 
The centre was personalised by having photographs on the walls.  The young people could, if 
they wished, decorate their rooms according to their taste but many of them chose not to do 
so. 

Care staff relate to young people in an open, positive and respectful manner .  Care practices take account of 
young people’s individual needs and respect their  social, cultural, religious and ethnic identity.  Young people 
have similar  oppor tunities and leisure exper iences to their  peers and have oppor tunities to develop talents 
and pursue interests.  Care staff interventions show an awareness of the impact on young people of separation 
and loss and, where applicable, of neglect and abuse. 
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Birthdays were celebrated with a gift and a party, to which the young person could invite 
family and friends. 
 
The young people were expected to keep their rooms clean and to do their own laundry.  On 
Sundays, they each cleaned a part of the house. 
 
The young people were given vouchers for clothing and travel.  This meant that they could 
only buy clothes in the shop for which they had a voucher.  This limited their choice and, 
though inspectors were informed that members of staff dealt with the transactions relating to 
the vouchers, this method of purchasing clothing separated young people from their peers.  It 
is a stigmatising practice.  It should stop immediately.  The young people should be able to 
buy clothes as any other young person does, in the shop of their choice and paid for with cash. 
 
Recommendation 
 
9. The child care manager  should ensure that the use of vouchers is ended. 
 
4.6.2 Provision of food and cooking facilities 
 
There was a variety of food provided at the centre.  Several of the staff members that 
inspectors met were interested in cooking and baking and there was lots of freshly prepared 
food on offer.  The staff catered for the young people’s preferences.  They could prepare food 
of their own choosing and they had free access to the kitchen.  Inspectors were particularly 
pleased to note the large quantities of fresh fruit left out for people to help themselves. 

 
4.6.3 Race, culture, religion, gender and disability 
  
The asylum seeking young people came from a variety of religious, cultural and ethnic 
groups.  A particular achievement of the centre and of the service for out of home young 
people generally was the degree to which these young people had been integrated into 
mainstream services.  They were offered the same services as the other young people.  Staff 
accessed interpreters for the young people.  Some of these interpreters took on a mentor-type 
role in relation to the young people. 
 
The staff at the centre had built up a network of contacts within minority communities and 
linked the young people into these.  In this way they ensured that, as far as possible, the 
young people could participate in the social, cultural and religious life of the ethnic group to 
which they belonged. 
 
This work was less in evidence in relation to the Irish young people.  Nevertheless, inspectors 
were informed that staff did try to ascertain the wishes of the young people in relation to 
religious practice and to facilitate their attendance at religious services in accordance with 
these wishes. 
 
Practice in relation to helping the young people maintain their cultural identity was very good. 

 
4.6.4 Managing behaviour 
 
Practice in relation to behaviour management was poor.  This was linked to the issue of 
unplanned discharges as the staff team did not have a variety of behavioural interventions to 
draw on to manage acting out and high risk behaviour.   
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When asked about behaviour management, most of the staff interviewed discussed the 
sanctions policy at the centre.  Earlier in this report (4.4.3) reference was made to the booklet 
prepared for young people on sanctions.  There was little sense of a positive approach to 
behaviour management, of staff helping the young people to learn what was expected of them 
or coaching them in acceptable forms of behaviour. 
 
Sanctions were written on a sanctions form and then entered into a sanctions log.  
Examination of the sanctions log for a six month period leading up to inspection revealed a 
heavy reliance on the use of fines and on the warning system (4.5.7).  Occasionally the young 
people were expected to come in early to the centre or were given chores to do.  Given the 
limited range of sanctions applied it was difficult to see this as evidence of an individualised 
approach to imposing sanctions as outlined in the centre’s policy on the issue. 
 
The issue of the use of the warning system in relation to young people smoking in their 
bedrooms has already been dealt with in this report (4.5.7).  The warning system was crude.  
It committed staff at the centre to a certain course of action, irrespective of the context of the 
behaviour.   
 
Inspectors also had concerns about the use of fines.  According to the policy on sanctions a 
young person could only be fined a maximum of two days pocket money per week.  However, 
in order to get his €4 per day, the young person had to be up before 10am.  A young person 
who rose every day at 11am would not, therefore, get any pocket money at all.  While this had 
not happened up to the time of inspection, there was no system in place to ensure that it could 
not happen.  The young people interviewed by inspectors did not have problems with the 
sanctions policy but their behaviour was, for the most part, acceptable.  Problems arose for the 
centre when young people did act out in unacceptable ways.  The response of staff was to rely 
on a very limited repertoire of negative actions up to and including discharge from the centre.  
Indeed, inspectors were concerned to see loss of placement listed among the list of permitted 
sanctions.   
 
Recommendation 
 
10. The managers and staff at the centre should review their  approach to behaviour  
 management and the use of sanctions.  The revised policy should be sent to the 
 board’s monitors for  their  observations and it should be endorsed by the child care 
 manager . 
 
4.6.5  Restraint 
 
Physical restraint was not used in the centre.  Staff had undertaken training in therapeutic 
crisis intervention but did not use the holds associated with it. 
 
4.6.6 Absence without authority 
 
There was a procedure for dealing with unauthorised absences.  If a young person did not 
return to the centre at the expected time the procedure was not activated immediately in order 
to allow for delay or lateness.  Once it became apparent that the absence was unlikely to be a 
matter of a young person’s bad timekeeping, the Garda were notified.  A description of the 
young person was faxed to the Garda station. Parents were contacted as appropriate. 
Notification was also sent to the young person’s social worker. 
 
The procedure was reasonable and it was followed in practice. 
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4.7  Safeguarding and child protection 
 
4.7.1  Safeguarding 
 
 

 
 
 
A comprehensive health board safeguarding policy applied in the centre.  It covered the 
spectrum of safeguarding issues, starting with recruitment procedures.  It included references 
to sanctions policies, anti-bullying policies and others. Not all sections of this policy were 
operational at the time of inspection.  For instance, there was no children’s rights officer 
employed by the board.  However, there were guidelines for staff in relation to their contacts 
with the young people. 
 
Inspectors found that staff at the centre had a good understanding of safeguarding practice.  
Professional boundaries were observed and there was no contact with the young people 
outside of work hours.  Staff were conscious of the need to be aware of each other’s 
whereabouts and of the importance of not spending long periods alone with young people.  
They understood that they had a responsibility to monitor each other’s practice.  The manager 
reported that members of staff sometimes brought concerns about the practice of colleagues to 
supervision.  He explored these issues with them and helped them to separate their own 
feelings from the behaviour of their colleagues.  Some issues required more than this, 
however.  In one instance, a staff member was concerned that a colleague had treated one of 
the young people disrespectfully.  The person responsible acknowledged the 
inappropriateness of the action and apologised, and the manager dealt with the issue through 
supervision. 
 
4.7.2    Child protection 
 
 

 
 
 
The policy and procedure document contained guidance for staff on how to deal with threats 
to the safety of the young people in the centre.  Concerns for the safety of the young people 
from within the centre were to be reported to the centre manager or, where this was not 
appropriate, to the child care manager.  The procedure was clear and consistent with Children 
First, the national guidelines for the protection and welfare of children.  Since no such 
concern had arisen in the centre, the procedure had not been tested in practice.  However, a 
number of issues related to the safety of the young people outside the centre had arisen and 
these had been notified to the social work department in accordance with the procedure. 

 
 
 
 
 
 
 
 
 
 

There are systems in place in the centre to protect young people from abuse.  Care staff are aware of and 
implement practices which are designed to protect young people in care. 

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. 
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4.8  Education 
 

 
 
 
 
There was an expectation of the young people that they would engage in constructive activity 
during the day.  They were encouraged to attend school or a course, and there were good links 
with training providers to facilitate this. 
 
The two young people living in the centre at the time of inspection were attending Fas 
courses.  The social worker for one of them remarked that the centre had provided his client 
with the stability he needed to take advantage of training opportunities and that he was 
learning living skills that he had not learned elsewhere. 
 
Practice in relation to education was good. 
 
 
4.9   Health 

 
 
 
 
The staff team attended to the needs of the young people.  A medical examination was 
arranged for them on admission.  Where possible, this was done by their own family doctor.  
There was a dedicated medical service for the asylum seeking young people.  Staff members 
encouraged the young people to avail of this service but some of them were reluctant to do so. 
 
Issues of sexual health were addressed with the young people at the centre.  The multi-
disciplinary team provided advice and assistance in relation to this. 
 
Alcohol and drug misuse was a significant issue for many of the young people admitted to the 
centre.  As stated earlier in this report, there was good access to specialist counselling and 
treatment services. 
 
Smoking was not permitted in the centre and smokers were encouraged to give it up. 
 
Medical and dental issues were addressed as the need arose. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

All young people have a r ight to education. Supervising social workers and centre management ensure each 
young person in the centre has access to appropr iate education facilities. 

The health needs of the young people are assessed and met.  They are given information and suppor t to make 
age appropr iate choices in relation to their  health. 
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4.10  Premises and safety 
 
 

 
 
 
 
 
4.10.1 Accommodation 
 
The centre was based in an old two storey building that had once been a police station.  It was 
very solidly constructed with thick walls.  Just before inspection the outside was repainted.  It 
looked bright and attractive.  The interior had also been redecorated.  Inspectors were told that 
this was done annually.  The interior was also attractive.  There were pictures and 
photographs on the walls which lent it a homely appearance.  The kitchen, offices and 
communal living areas were well equipped and furnished. 
 
The building had some drawbacks.  It was right on a city street.  This made it noisy and left 
no space between the centre and the street.  This was a significant safety concern for staff.  
There had been an incident shortly before the inspection where unknown persons pushed their 
way into the centre and threatened staff and young people.  There was waste land at the back 
of the house.  Inside the building there were some long, narrow corridors which were difficult 
to negotiate when doors opened onto them, as happened, for instance, at the bottom of the 
stairs.  The staircases were also narrow.  For these reasons staff considered that physical 
restraint in the centre could not be done safely in the centre.   
 
The kitchen door led into a very small enclosed yard.  There was no other dedicated area for 
sitting outside and getting fresh air.  The back room, which ran the length of the building had 
only one small window.  This gave it a gloomy appearance even on bright days.  One of the 
bedrooms could not be locked as it provided access to the fire escape.  The bedrooms were 
rather spartan in appearance and the young people’s bathroom was in need of some repairs. 
 
Some of the rooms were small and ventilation was problematic.  At the time of inspection the 
weather was warm.  Inspectors used two rooms to the front of the building.  Both were stuffy 
but when the windows were opened it was impossible to conduct any business because of the 
noise of the passing traffic.  More important than this, however, was the fact that the layout of 
the building made it difficult to get around easily and this made the task of supervising the 
young people difficult.  The board should consider obtaining more suitable premises. 
 
The board provided written confirmation that it was insured against accidents and injuries at 
the centre. 

 
Recommendation 
 
11. The general manager , centre manager  and child care manager  should consider  the 
 suitability of the premises to the purpose of the centre. 
 
4.10.2 Maintenance and repairs 
 
The building was very well maintained by the board’s maintenance department.  Where 
emergency repairs were required and the maintenance department was unable to attend, the 
manager could contact a private contractor to have the work done. 

The premises are suitable for  the residential care of young people and their  use is in keeping with their  stated 
purpose.  The centre has adequate ar rangements to guard against the r isk of fire and other  hazards in 
accordance with Ar ticles 12 and 13 of the Child Care Regulations, 1995. 
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4.10.3 Safety (including fire safety) 
 
There was a safety statement for the centre.  One member of the staff team acted as health and 
safety representative.  He had received some training to help him discharge his 
responsibilities.   
 
There were evacuation notices in every room.  The fire exits were clearly marked.  There was 
emergency lighting, fire retardant doors and a fire alarm system in the centre.  The fire 
equipment had been checked just before the inspection. 
 
A safety audit had been conducted by the board’s fire safety officer in June 2004 and many of 
the recommendations of her report had been implemented by the time of inspection, just over 
three weeks later. 
 
Knives and household cleaners were stored safely.  Medication was kept in a locked cabinet 
in the staff office.  There was a good system for recording its administration.  However, staff 
had access to over the counter medications in the cabinet.  This is not a good system as it 
made accounting for its use problematic.  Staff should take responsibility for their own 
medication and keep it in their lockers. 
 
Fire drills were carried out every month.  Staff had been trained in the use of fire 
extinguishers in July 2004.  There were maps of the evacuation routes throughout the 
building.  Only two staff had been trained in first aid but further training was planned for later 
in 2004. 
 
The staff are commended for their attention to safety issues relating to the building. 
 
The board provided inspectors with a copy of a letter from the local council concerning a fire 
certificate for the premises.  The letter concerned a proposed change of use and alterations to 
the building.  It stated that, provided the works were carried out in accordance with the plans 
submitted to the council that the building would meet the requirements of the fire 
certification.  The letter was dated March 1999.  There was no way of knowing from this 
whether, at the time of inspection, the building satisfied statutory requirements in relation to 
fire safety. 
 
Recommendations 
 
12. The manager  should ensure that only medication used by the young people is stored 
 in the medicine cabinet and that members of the staff team take responsibility for  
 stor ing their  own. 
 
13. The general manager  should take immediate steps to ensure that the building  
 satisfies statutory requirements in relation to fire safety. 
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5.  Summary of Recommendations 
 

 
1. The child care manager  should oversee a revision of the centre’s statement of 
 purpose and function.  The new statement should be developed in consultation with 
 the key stakeholders.  I t should define the role of the centre within the range of 
 services provided to out of home young people in the SHB area. I t should state the 
 number  of places the centre provides. 
 
2. The child care manager  should review the management ar rangements for  the centre. 
 
3. The child care manager  should ensure that three references are obtained for  care 
 staff employed at the centre. 
 
4. The manager , in consultation with the child care manager , should review the 
 approach to the supervision and suppor t provided to the staff team at the centre. 
 
5. The board’s monitor ing officers should continue to visit the centre in order  to ensure 
 that their  concerns about behaviour  management and unplanned discharges are 
 addressed and that the recommendations of this repor t are implemented. 
 
6. The centre manager  should revise the wr itten information provided to the young 
 people in order  to make it more accessible and user  fr iendly. 
 
 
7. The child care manager  and the centre manager , in consultation with the pr incipal 
 social worker  of the multi-disciplinary team, should review the outreach service 
 provided by the centre. 
 
8. The centre manager  and child care manager , in consultation with the pr incipal social 
 worker  of the multi-disciplinary team, should agree a policy in relation to the 
 management of r isk at the centre to ensure that this responsibility is shared among 
 the stakeholders. 
 
9. The child care manager  should ensure that the use of vouchers is ended. 
 
10. The managers and staff at the centre should review their  approach to behaviour  
 management and the use of sanctions.  The revised policy should be sent to the 
 board’s monitors for  their  observations and it should be endorsed by the child care 
 manager . 
 
11. The general manager , centre manager  and child care manager  should consider  the 
 suitability of the premises to the purpose of the centre. 
 
12. The manager  should ensure that only medication used by the young people is stored 
 in the medicine cabinet and that members of the staff team take responsibility for  
 stor ing their  own. 
 
13. The general manager  should take immediate steps to ensure that the building  
 satisfies statutory requirements in relation to fire safety. 
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