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1. Executive summary 
 

This is a report of an announced inspection of a special arrangement in Community Care Area 8 
(CCA8) of the Northern Area Health Board (NAHB), known after 1st January 2005 as the Health 
Service Executive Northern Area (HSENA), carried out by the Social Services Inspectorate (SSI) 
under the Child Care Act 1991, Section 69 (2) which provides authority for the inspection of the 
social services functions of health service executive areas, including children’s residential centres.  
The inspection took place on 11th, 16th – 17th November 2004. The lead inspector was Michael 
McNamara, and Andrew Fagan was support inspector. Since the inspection the centre has closed.  
 
The inspected centre opened in February 2003 to accommodate two young people at the point of 
discharge from places of detention. The board’s intention was that the centre would be in operation 
for a short period of time until both of the original residents moved on. It remained open, and other 
admissions took place. Some of these led to a period of crisis in the centre in April 2004 in which the 
safety of the young people became a serious concern. The NAHB’s monitoring officer visited the 
centre in March 2004 to monitor care practices against the standards, and in April 2004 to review the 
centre’s child protection procedures following a complaint made to the SSI. Her reports outlined 
serious concerns about the standard of care in the centre at the time. She made recommendations 
against the majority of the standards. In this inspection inspectors were looking at the implementation 
of her recommendations and further developments since her visits. It is to the board’s credit that the 
greater majority of the recommendations she made had been fulfilled by the time of the inspection.  
 
At the time of the inspection there was one extremely vulnerable young person in the centre, a boy 
aged 15 in need of a high level of support.  The purpose of his placement was to provide safe care 
while the board looked for a therapeutic residential centre suitable to his needs. This took a lot longer 
than expected, and he was still at the centre nine months after admission. By default rather than 
planning the special arrangement became a holding situation in which the young person was settled 
but not making much progress.  
 
The quality of primary care in the centre was good. Inspectors found that the relationship between the 
staff and the young person characterised by warmth and commitment, and the young person was 
positive about the care he received. There was a clear ethos of respect for his family and for his need 
to maintain contact. He was consulted about daily life and his future, and he had confidence that any 
concerns he raised would be responded to appropriately. His physical health needs were well met. 
Care was tailored to his individual needs and his privacy, dignity and individuality were promoted.  
 
The centre had 11 staff. Three of these, including the acting centre manager, were employed by the 
board. The other eight were provided by an employment agency. Over 21 months 35 agency staff had 
worked in the centre. This level of turnover in a staff group looking after a highly vulnerable young 
people is unacceptable. Inspectors found deficits in the vetting of staff. Agency staff had produced 
their own Garda statements through the Data Protection Act, in accordance with Gardai and the 
agency’s policies, but in May 2004 the NAHB also obtained clearances for a core group looking after 
the children in the centre. The six staff who had Garda clearances had commenced employment 
before the clearances were received. Seven staff had three references. The reference details for the 
other four staff were not made available to inspectors.  
 
Inspectors found that the special arrangement staff had only some of the supports that NAHB staff 
received, including a formal system of supervision, and training in Children First. While there was an 
induction pack giving information about the centre’s procedures there was no formal induction 
process, and training in TCI was not available to them. The NAHB and the employment agency had 
conflicting policies on the use of physical restraint.  Inspectors found that the board and the agency 
were in the process of negotiating a service level agreement, and one of the issues under discussion 
was the resolution of this conflict.  
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Generally, communication between the staff and social worker was good, but the standard on care 
planning and care reviews was not met. The care plan, which dealt only with the management of the 
placement, was produced four months after admission, and reviews were not consistent with the 
requirements of the standards.  
 
The standard on education was not met because the young person’s attendance at a special school was 
significantly disrupted through suspensions and other reasons, and there was no alternative 
educational provision during the absences.  Inspectors have been told by the manager of the centre 
that since the inspection the young person has been placed in a therapeutic placement with education 
on-site.   
 
The centre’s accommodation had décor and furnishings of a high standard. There was a safety 
statement, and up-to-date health and safety assessment. Inspectors were shown evidence of 
appropriate insurance and a fire certificate. There was a fire alarm system which had been checked 
four months before the inspection. The administration systems and care files were maintained to a 
good standard, and provided evidence of clear accountability.  
 
Inspectors found serious matters of concern that needed to be addressed in safeguarding and child 
protection. In general, these were dealt with according to the board’s procedures but there were 
unacceptable delays in the process. The crisis in April 2004 demonstrated the need for risk 
assessments of young people being considered for admission. Two complaints, made by young people 
who had left the centre before this inspection took place, concerned the professional behaviour of 
staff, and two allegations of abuse were assessed under the Children First procedures. One allegation 
had been fully assessed and the outcome was it was not founded and no further action was taken, the 
other assessment had yet to be completed. Amongst other issues, recommendations have been made in 
this report about staffing, the assessment and management of risk, staff training in the use of physical 
restraint, care planning and care plan reviews, child protection procedures, and further development of 
a service level agreement with the agency providing care staff.   
 
The centre in which the special arrangement was based has now closed, and the young person has 
transferred to a therapeutic setting with education on site. The staff team are commended for the 
extent to which they provided a consistent quality of care in difficult circumstances for the young 
person in a manner that allowed him to feel supported, consulted and respected. Instead of focussing 
on the centre in its recommendations, this report outlines a number of measures needed to bring the 
HSENA’s general children’s residential service to a level that will meet the requirements of the 
National Standards for Children’s Residential Centres. 
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2 Introduction 
 

The Social Services Inspectorate (SSI) carried out the inspection of the special residential 
arrangement in Community Care Area 8 (CCA8) of the Northern Area Health Board (NAHB) under 
the Child Care Act 1991, Section 69 (2) which provides authority for the inspection of the social 
services functions of health service executive areas, including children’s residential centres.  Through 
health service reforms the board was replaced on 1st January 2005 by the Health Service Executive 
Northern Area (HSENA). However, as the inspection took place while the centre was run by the 
NAHB it will be referred to throughout the report, except in the recommendations or other parts that 
concern future actions. The inspection was announced, and took place in on 11th, 16th – 17th November 
2004. The lead inspector was Michael McNamara, and Andrew Fagan was support inspector.   
 
2.1   Methodology 
 
The monitoring officer for the NAHB had carried out three monitoring visits in March 2004 and made 
recommendations against several of the standards. She also reviewed child protection procedures in 
the centre in April 2004 after serious concerns about the safety of the young people resident at the 
time were raised. In this inspection inspectors used her reports to look at the standards of care in the 
special arrangement, and assessed the progress had made in implementing the recommendations.  
 
The inspectors had access to the following documents during the inspection: 

·  The monitoring officer’s reports,  
·  The centre’s statements of policies and procedures,  
·  The young person’s care files, 
·  The daily log books, and all administrative and recording systems, 
·  Questionnaires completed by the school and social worker, 
·  Census forms on staff and the staff rota, 
·  Child census form, 
·  The centre’s health and safety statement and a health and safety audit for the centre,  
·  A copy of the centre’s fire safety certificate. 

 
In the course of the inspection inspectors interviewed the young person living in the centre, the acting 
centre manager, and four staff. Others interviewed included: a parent; the general manager, child care 
manager, and alternative care manager of CCA8, the monitor for NAHB, and a social worker.   
 
2.2    Acknowledgements 
 
Inspectors wish to acknowledge the co-operation of the staff of the centre, health board managers and 
other professionals in this inspection.   
 
3 Setting the scene: background, the centre and its population 
 
3.1  Background 
 
The centre opened in February 2003 to accommodate two young people in the care of the board who 
were at the point of transfer from centres where they had been detained. On the basis that it was 
temporary the board used a majority of agency staff to run it. However, in response to emergencies, 
and taking into account that it had capacity for up to three young people, four other placements were 
made. All of the children were in care through voluntary agreements; and half of the admissions were 
unplanned. The admissions are shown in the table below. 
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Information on Admissions Taken from the Centre’s Register  – February 2003 to February 2004 
 

Child/Young 
Person Age Admission 

Length of 
Stay in 
Centre 

Planned From Purpose To 

Boy 15 years 2003 
February 5½ weeks Planned Detention 

School Special arrangement Home 

Boy 15 years May 9 months Planned Special Care 
Unit Special Arrangement Unspecified 

Boy 15 years  July 1 year Planned Detention 
School 

Medium-term 
Placement Detention 

Boy 10 years 2004 
January 4 days Unplanned Out of Hours 

Service Emergency Placement Short-Stay  
Centre 

Girl 17 years February 4 months Unplanned Out of Hours 
Service Emergency placement Special 

Arrangement 

Boy 15 years February 9 months*  Unplanned Home Emergency placement ------------- 

*  = Length of stay is from admission up to the inspection in November 2004. 

 
The pattern of admissions demonstrated clearly: that the function of the centre changed according to 
circumstances; that from May 2003 it departed significantly from its original purpose and function by 
having two young people in medium-term placements; and that after July 2004 it became a special 
arrangement for one young person by default.  
 
In her visit to the unit in March 2004 the monitoring officer found that the centre was experiencing 
serious difficulties and that the standard of care was poor. She also visited the centre and reviewed the 
centre’s child protection procedures in April 2004 as a consequence of a complaint made to the SSI 
about the standard of care in the centre. Her overall findings were an extremely serious indictment of 
the quality of care provided in the centre, and her reports outlined a failure to provide many of the 
components of safe care, including:  over reliance on agency staff; a lack of support structures; 
inadequate vetting; an absence of clear policies to inform practice in relation to allegations or 
disclosures of abuse; poor interdisciplinary working and planning particularly in regard to admissions 
and discharges; inconsistent approaches to behaviour management; child protection concerns in 
relation to the behaviour of the residents including self-harm; a lack of training in TCI even though 
staff had to intervene in order to fulfil their duty of care; and a failure to notify the monitoring officer 
of significant events.  She made recommendations against several of the standards.  
 
At the time of the inspection inspectors found that the board had implemented most of the 
recommendations. The matters outstanding concerned: over reliance on agency staff, a poor standard 
of care planning and review, insufficient supports for staff, poor levels of interdisciplinary 
partnership, and a lack of a training needs assessment, and the lack of training in Therapeutic Crisis 
Intervention (TCI). Inspectors share the concerns in the monitoring officer’s report that several of the 
factors which made the centre unsafe at this time were structural in nature, that is, more to do with 
how the centre was set up and organised than how young people were being cared for. They are of the 
view that the establishment of a centre for highly vulnerable young people run mostly by agency staff 
is difficult to justify.  
 
Many of the deficits found by the monitoring officer make a clear case against the establishment of 
special arrangements unless they are appropriately structured, managed and staffed. Looking at the 
outcomes for the young person resident at the time of the inspection, the special arrangement was not 
a suitable way in which to provide care. It was temporary in nature and prevented him from forming 
secure attachments. It was detrimental to his needs because it removed him from situations in which 
he could experience normal day-to-day life, and deprived him of peer association.  Several aspects of 
his life were put ‘on hold’  pending a suitable placement. There was no contingency plan to cover the 
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possibility that the preferred resource might not be found, and the care plan was not altered to reflect 
this even after several attempts to find a placement had failed.  
 
There were problems of continuity of care. The use of agency staff compounded the temporary nature 
of the arrangement. In spite of the efforts of the managers to provide a stable staff group, and even 
though staff were professional and showed commitment to the young person there was a significant 
turnover, and in particular there were relatively quick changes of keyworkers.  Over 21 months from 
its opening to the time of the inspection 35 agency staff had worked in the centre. Although the 
numbers of staff increased during the period of crisis in March 2004 in order to respond to risk 
behaviours, there were serious difficulties in establishing a common approach to the provision of care 
and in maintaining team cohesion. Some of the difficulties encountered in the centre, detailed further 
in 4.3 and 4.7.1 below, are indications of the fragility of care arrangements where the most vulnerable 
young people are looked after by agency staff in a setting that is temporary with a constantly changing 
staff team. The training needs of the staff were not assessed, and they did not have access to the 
board’s training programme. In particular, the board and the agency providing staff had conflicting 
practices on training in Therapeutic Crisis Intervention (TCI) and the use of physical restraint. The 
consequence was that physical interventions were carried out by untrained staff, and they did not have 
an approved framework within which to develop crisis management plans and systems for 
accountability. The highly vulnerable young people being placed in the centre were entitled to a better 
service.  
 
The period of serious difficulties in the centre in March 2004 was attributable to an admission that 
was not formally risk-assessed in terms of the potential for peer abuse. There were serious child 
protection concerns arising from episodes of self-harm and unsafe interaction between the young 
people. There was a high level of assaults on staff. Staff were not in control of the centre and were 
unable to provide safe care for the highly vulnerable young people in their care. With the discharge of 
one young person in July 2004 the centre became a special arrangement by default for the remaining 
young person. By the time of the inspection his care was provided by a stable staff group competently 
managed by a permanent health board employee. A formal system of supervision was in place, and 
there were regular staff meetings. There was an induction pack for new staff, and the administration 
systems were good. Within the serious limitations of the special arrangement staff did well. The 
young person’s primary care was of a good standard, and good relationships between him and staff 
had developed.  
 
Inspectors are strongly of the view that the HSENA should avoid the establishment of special 
arrangements in future, unless it is suitably managed and staffed with a clearly defined limit of time of 
operation. The HSENA should ensure that where agency staff are used that they have the training and 
support to provide safe care. Crises, such as the one which happened in March 2004, should be 
subject of rapid management intervention in order to restore order at the earliest opportunity and 
ensure the safety of the young people and staff.  In response to recommendations in inspection reports 
of other centres, the NAHB had developed pilot service level agreements with agencies and voluntary 
organisations. There is a pressing need to complete this development so that the HSENA and the 
agencies are clear about what one expects of the other, and both are committed to meeting the 
standards fully in all situations where agency staff are used.   
 
Recommendation 
 
1 The HSENA should develop a policy and str ict cr iter ia for  the establishment and 

running of special ar rangements.  
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4.     Standards: the findings 
 
4.1 Statement of purpose and function 

 
The monitoring officer’s report recommended that the centre devise a statement that clearly defines its 
purpose and function and specifies the population it caters for and the service it aims to provide, that it 
include other key policies, and that staff members must be aware of its contents. Inspectors found that 
the centre had a brief written statement of purpose and function that described it as a special 
arrangement, explaining that the intention of the NAHB was to close it once the remaining young 
person had moved to another placement. This occurred shortly after the inspection.  
 
4.2 Management and care staffing 

 
 
 

 
4.2.1   Management 
 
The management structure of the centre is shown in the chart below.  
 

Management Structure of Special Arrangement – November 2004 
 

 
 
 
 
 
 
 
 

 
 
 
The centre had a suitably qualified full-time acting centre manager, and an acting deputy manager 
who worked flexi-time for 25 hours a week. covering for the manager in her absence.  Both were 
permanent employees of the NAHB. The acting centre manager reported to the alternative care 
manager, who in turn reported to the general manager of CCA8. 
 
4.2.2 Care staffing 
 

The monitoring officer’s report recommended that the centre have adequate levels of qualified staff 
with a balance of experienced and inexperienced staff on the team to carry out duties, and at least one 
qualified staff member at child care leader level on each shift.  This recommendation was not met.  
 
The unit had 11 staff. Three, including the acting manager and acting deputy manager, were employed 
by the NAHB, and the recruitment of the other eight was through an agency.  The average age of the 
staff group was 30 years, the average length of service in residential care was 3 years 10 months, and 
the average length of service in the centre was 11 months.   There were eight women and three men in 
the staff team.  This was a good representation of professional and life experience, and provided 
added value in terms of the quality of care that could be provided in the special arrangement. 
The details of staff and their qualifications are shown in the table below. 

 
 

The unit has a clear  wr itten statement of purpose and function that accurately descr ibes what the unit sets 
out to do with children and the manner  in which that is provided.  The statement is available, accessible, and 
understood.  

General Manager , Community Care Area 8, NAHB 

Acting Centre Manager 

Alternative Care Manager, (CCA8) 

10 Child Care Worker Posts 

The unit 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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Staffing of the Special Arrangement – 12th October  2004 
 
 

Staff Hours Employment 
Status Qualification Length of Service 

in Centre 

#1 Acting 
Unit Manager 33.75 Full Time  

Permanent 
National Diploma in  

Applied Social Studies in Social Care 11 months 

#2 Child Care Worker 25 Flexi-Time 
Permanent BA in Social Science & Social Policy 2 years  

6 months 

#3 Child Care Worker *  
Full Time 
Permanent 

BA in  
Applied Social Studies in Social Care 10 months 

#4 Child Care Worker 50 
Full Time 

Agency Worker BSc in Social Science 11 months 

#5 Child Care Worker 50 
Full Time 

Agency Worker BA in Geography & Archaeology 7 months 

#6 Child Care Worker 50 
Full Time 

Agency Worker No qualification 8 months 

#7 Child Care Worker 50 
Full Time 

Agency Worker BTEC Diploma in Social Care 8 months 

#8 Child Care Worker 50 
Full Time 

Agency Worker 
BA in Counselling & Psychotherapy 

H Diploma in Integrative Psychotherapy 11 months 

#9 Child Care Worker 50 
Full Time 

Agency Worker No qualification  8 months 

#10 Child Care Worker 25 
Part Time 

Agency Worker BA in Psychology 1 year  
5 months 

#11 Child Care Worker 25 
Relief 

Agency Worker BA in Irish & History 2 weeks 

*  = On maternity leave 

 
The Department of Health and Children’s (DoHC) guidelines on vetting of staff are clear: Garda 
clearance and three references are required prior to the commencement of employment.  As it was not 
open to the agency to apply for Garda clearances in the same way as the health board does, the policy 
of the agency was that staff themselves had to provide their own Garda clearances acquired under the 
Data Protection Act, and three references: two from previous employers, or college, and one character 
reference. However, in May 2004 the board applied for Garda clearances through its own system for 
agency staff identified as a core group on the centre.  The board had a clear policy that the manager of 
a centre has a right to see checks and references of staff, and that this had been accepted by the 
principal agency providing staff to the centre. The acting centre manager confirmed that this happened 
in practice. Inspectors were shown evidence that eight of the staff had Garda clearances. Of those, 
clearances for only two staff were received prior to commencement of employment. Seven staff had 
three references. The reference details for the other four staff were not made available to inspectors. It 
is a matter of serious concern that staff for whom there was no evidence of Garda clearance or 
references were caring for young people in the centre. The HSENA is urged to seek outstanding 
clearances and references and ensure that in future all staff are vetted strictly in accordance with the 
DoHC’s guidelines.  
 
The monitoring officer’s report stated that reliance on long-term agency staff as a substitution for a 
full time staff team is poor child care practice that impacted on the consistency and planning of care 
for the young people. From the time of its establishment until the inspection the centre had employed 
35 agency staff. From May 2004 there was a core team of agency staff, and this provided some 
stability by reducing the rate of turnover. The board introduced an induction pack, formal supervision, 
and keyworking in response to the monitoring officer’s report. The managers of the board told 
inspectors of difficulties in attracting candidates for care staff posts. Staff said that the board’s 
embargo on additional posts generally had added to the problems of finding staff for the centre. Given 
these difficulties the board is to be commended for initiatives it introduced in order to provide a stable 
core staff group in the centre.    
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At the time of the inspection the board was in discussion with the agency in order to draw up a service 
level agreement. Inspectors support the view of the monitoring officer that it is not appropriate to staff 
a children’s residential centre with agency staff. The HSENA should develop a policy that clearly 
states that agency staff will be used to provide emergency cover only when full-time professional staff 
are unable to work a specific shift, and it should ensure that in future residential centres for children, 
even for one child, are appropriately staffed.  
 
Recommendations 
 
2 The HSENA should pursue all outstanding Garda clearances and references and ensure 

that the Depar tment of Health and Children’s guidelines regarding procedures for  
vetting staff before employment are r igorously applied in all appointments, and that the 
system of vetting is regular ly monitored.  

 
3 The HSENA should adopt a policy and practice which requires children’s residential 

centres to be run by HSENA employees. I t should clear ly identify the circumstances in 
which agency staff might be used.   

 
The monitoring officer’s report recommended that the centre should devise an induction policy which 
includes guidelines for new agency staff entering the centre for the first time. Inspectors found that the 
centre had an induction folder outlining policies and giving guidance about procedures to incoming 
staff. Agency staff coming on duty for the first time were given the information verbally during the 
handover meetings. Staff said that the amount of information shared with new staff depended on how 
long it was envisaged they would be working in the centre. The new member of staff was also able to 
contact the members of staff off duty for advice. However, they commenced work they were put on 
duty straightaway, and there was no ‘shadowing’  for new staff. The role was learned mostly through 
day-to-day experience, though experienced staff were supportive.  
 
4.2.3 Supervision and Support 
 
The monitoring officer’s report recommended that all staff members receive regular and formal 
supervision, the details of which are recorded.   By the time of the inspection a formal system of 
supervision was in place.  The acting manager received supervision once every six weeks from the 
alternative care manager. She in turn provided supervision to the other staff at a similar frequency. 
Records of supervision were kept.  Staff told inspectors that they found it beneficial. The monitoring 
officer’s report recommended that staff team meetings occur on a regular basis to facilitate good 
communication, co-operation and consistency between staff.  Staff meetings took place once a month 
and minutes were kept. The manager and alternative care manager offered an on-call service.  
 
During the period of difficulty in the centre described in 3.1 above, the staff were using the on-call 
facility as many as 20 times per shift. During this period there had been several assaults on staff, and  
there was a rapid change in personnel provided by the agency. Measures were put in place to manage 
the difficulties, including doubling the complement of staff, having waking staff at night, and getting 
the agency to provide specialist staff.   
 
4.2.4 Training and Development 
 
The monitoring officer’s report recommended that the centre devise a programme of training 
following a training needs analysis that actively addresses the needs of the staff team.  This 
recommendation was not met. Training in TCI is referred to in greater detail in 4.6.5 below.  Training 
in the assessment and management of risk is referred to in 4.7.2 below. Training in fire safety is 
referred to in 4.10.3 below. 
 



Final Report No: 116 11 

Details of training received by the staff are in the table below. 
 

Training of Staff in the Special Arrangement – 12th October  2004 

 
Recommendation 
 
4 The HSENA should develop fur ther  the service agreement with the agency that provides the 

staff for  its children’s residential centres to cover basic training needs and how they are to 
be met.  

 
 4.2.5  Administrative files 

 
The unit’s recording systems were well organised, maintained to a high standard, clear, and accessible. 
Staff were diligent in their record keeping, and there was evidence that records were checked from 
time to time by the acting manager. Overall, the system was good and the standard was well met.   
 
4.2.6 Notification of significant events 
 
The monitoring officer’s report recommended that all significant events be recorded in a separate 
book for monitoring purposes. At the time of the inspection this recommendation had been met. The 
centre had a written procedure for the prompt notification of significant events. Staff were familiar 
with it, and the records examined by inspectors indicated that it was followed in practice.  
 
4.2.7 Register 
 
The centre had a register that consisted of a loose-leaf form for each child that was for general use in 
the NAHB.  It recorded all the details required by the regulations except the name and address of the 
centre in which the child was placed. The forms had space for the signature of the person completing 
the entry, but none were signed.  Inspectors recommend that the register is amended, and that since 
the regulation requires the HSENA to preserve the register in perpetuity consideration should be given 
to how it can be kept more securely.  
 
Recommendation 
 
5 The HSENA should ensure that the unit’s register  is amended to include all details required 
 by the regulations, and that a more secure format for  the register  is found.  
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First Aid                        �  �   �  �  �  �  �  
Manual Handling    �  �   �  �  �  �  �  

Children First (Briefing)  �  �   �    �  �  �    
Therapeutic Crisis Intervention  (TCI)                 �   �         �   

NEHB Training Programme �     �    �   
Therapeutic Counselling Skills (ISPCC)  �    �    �   

Cardio-Pulmonary Resuscitation    �  �    �   
Child Psychology Certificate     �    � �   

Fire Safety     � �    �   
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4.3 Monitoring 
 

 
 
 
 

 
The NAHB appointed a full-time monitoring officer in January 2004, and she told inspectors that she 
had responsibility to monitor 39 centres. As indicated in 3.1 above, she carried out three visits to the 
centre in March 2004 and two further visits in April 2004 in order to review the child protection 
procedures. Her findings are referred to at length in 3.1 above. She followed her visit in April with 
one in May and another in June 2004. She told inspectors that significant events were routinely 
notified to her in accordance with standard. At the time of the inspection she still had concerns about 
the co-ordination of investigations of child protection, the absence of a clear plan for managing 
behaviour, the need for a better standard of inter-agency partnership, and the board’s use of agency 
staff. Inspectors are of the view that the number of centres the monitor has to cover is too much for 
one person, and prevents the HSENA from fulfilling its obligations under this standard.  The HSENA 
is urged to review this and give consideration to how the monitoring role can be fulfilled.  

 
4.4 Children’s rights 
 
 
 
 
The monitoring officer’s report said that young people should be provided with age-appropriate 
written information describing all aspects of the centre. This recommendation had been implemented.  
 
4.4.1 Access to information 
 
The monitoring officer’s report recommended that the young people must be informed verbally and in 
writing of their right of access to their files and staff must be aware of the practice in the centre to 
accommodate this right.  At the time of the inspection this recommendation had been fulfilled. The 
standard on access to records was good.  
 
4.4.2 Consultation 
 
The monitoring officer’s report recommended that young people’s views are sought when decisions 
are being made that affect their daily life and their future.  At the time of the inspection this 
recommendation was met.  
 
4.4.3 Complaints procedures 
 
The centre had a clear and thorough complaints policy that distinguished complaints about the service 
provided by the centre from allegations of abuse and gave clear guidelines about the role of staff and 
of the manager in the event of complaint or allegation being made. In the year prior to the inspection 
there had been five complaints. One concerned a safeguarding issue and is referred to in 4.7.1 below. 
Two concerned child protection issues and are referred to in detail in 4.7.2 below.  Of the other 
complaints, one, made in April 2004, concerned the care of a young person in a previous placement. 
The information was passed on to the managers of the area from which she had originated, and at the 
time of the inspection the investigation of the concerns raised had yet to be completed.  
 
The NAHB had a complaints system whereby young people were issued with postage-paid cards 
which they could use to write to the child care manager in order to make a complaint. One young 

The Health Service Executive Areas, for  the purpose of satisfying themselves 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 Service Executive Areas, to monitor  statutory and non-statutory children’s 
residential units.   

The r ights of young people are reflected in all unit policies. Young people and their  parents are informed of 
their  r ights by supervising social workers and unit care staff.  
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person filled in a card in August 2004. The child care manager told inspectors that she had received 
the card and made contact with the young person, and the young person did not wish to proceed, and 
that was recorded.  The card system had worked, but staff interviewed by inspectors were unclear 
about the outcome.   Inspectors found procedures in the centre in relation to young people’s 
complaints were clear, and that the complaints made were responded to seriously, but that there were 
delays in the responses to the two most serious complaints. This may be partly due to the fact that the 
young people were resident in CCA8 but placed by other community care areas. The HSENA should 
evaluate its procedures and introduce a system of tracking complaints or allegations in order to ensure 
that there are no undue delays between the initial response and an outcome.   
 
Recommendation 
 
6 The HSENA should review the complaints procedure in all its children’s residential 

centres and introduce a system of tracking complaints or  allegations in order  to ensure 
that there are no undue delays in with dealing with them.  

   
4.5 Planning for children and young people 

 
 

 
 
 
 
4.5.1  Suitable placement and admissions 
 
The monitoring officer’s report recommended that the centre must have a clear policy and agreed 
procedures on admissions, and that the supervising social worker and the centre manager should be 
satisfied that the placement is suitable and will meet the needs of the young person. In order to 
provide some background information reference is made to the pattern of admissions in 3.1 above. 
The managers told inspectors that there was an admissions and discharges committee for all the 
residential care provision within the HSENA. However, the young person residing in the special 
arrangement at the time of the inspection had not been referred to it, and inspectors were told that his 
special educational needs made him ineligible for referral to the regional high support unit.  
 
Inspectors recommend that in order to meet the standard the HSENA should ensure that:  each centre 
has agreed procedures on admissions consistent with the HSENA-wide admissions process, a formal 
process of risk assessment is developed to support centre managers and supervising social workers in 
taking account of the need to protect young people from the risk of abuse by their peers, and satisfy 
themselves that the placement will meet the young person’s needs, and that there is a system for 
recording the decisions about the suitability of placements.   A system should be developed whereby 
in the event of an emergency supervising social workers are obliged to provide the centre with all 
documents required by the regulations as soon as possible after placement.  
 
Recommendations 
 
7  The HSENA should review its practice in respect of shor t-term and emergency 

admissions to its children’s centres in order  to br ing it into line with the requirements of 
the standards. 

 
8  The HSENA should develop a formal process of r isk assessment and r isk management to 

suppor t those who make decisions to place children in all their  residential centres and 
special ar rangements. 

 

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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4.5.2 Statutory care plans and care plan reviews 
 
The monitoring officer’s report recommended that the acting centre manager should actively source 
statutory care plans for the young people residing in the centre, and that the supervising social worker 
should ensure that arrangements for conducting review process are in place. At the time of the 
inspection there was a care plan for the young person. It was prepared in mid-June 2004, four months 
after admission.  It was a brief placement plan described as an interim care plan. There was a note in 
the plan stating that it would be reviewed within one month. At the time of the inspection the care 
plan review had not taken place, but there was a meeting in September 2004 at the point when the 
current social worker took over the case. The young person attended part of the meeting, and minutes 
were distributed. Inspectors are seriously concerned that a young person with a high level of 
vulnerability had been placed in the centre without a care plan and that regular reviews of his care did 
not occur even after there were serious difficulties in his placement in April 2004.    
 
The HSENA should ensure that the requirements of the regulations and standards on care planning 
and care plan reviews are implemented for all young people in its care and that the care planning 
process is subject to regular monitoring.  
 
Recommendation 
 
9 The HSENA should ensure that all young people in its care have a care plan, that it is 

regular ly reviewed in accordance with the regulations, and that the care planning process is 
subject to regular  monitor ing. 

 
4.5.3 Contact with families 
 
Practice in regard to contact with families was good. Inspectors found that the young person had 
contact with his family through visits to the centre on a twice weekly basis, and was able to have 
phone contact daily. Both the young person and his parent were happy with the arrangements for 
contact, and the keyworkers played a significant role arranging and facilitating it.  
 
4.5.4 Social Work Role 
 
 
 
 
 
 
The standard requires the supervising social workers to be aware of all significant incidents and to 
take appropriate action on receipt of written notifications to satisfy themselves that the young people 
placed at the centre are safe and that their needs are being met. The monitoring officer reported that 
during the crisis in March there had been significant delays in responses to notifications of significant 
events from the social workers’  departments. The events were serious, and included episodes of 
alleged peer abuse and self-harm. Inspectors were told that difficulties arose from the fact that CCA8 
was providing a service for young people placed by other community care areas, and that there was no 
system for following up notifications when social workers were on leave. When they are absent the 
community based team in which they work still maintains responsibility for the supervisory function 
they carry out under the standard, and a system should be in place to ensure that the responsibilities of 
their role can be met.  
 
The young person had an allocated supervising social worker throughout the time he was at the centre.  
The social worker interviewed during the inspection had been allocated the case in September 2004. 
Visits took place mostly within the statutory requirements, and a record of them was kept in the young 

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 aspects of their  care.  
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person’s care file. The monitoring officer’s review of child protection indicated that there had been 
delays in responses to notifications of significant events. By the time of the inspection the response to 
notifications had improved. The social worker said there was a good standard of communication 
between her and the centre. She told inspectors that the young person was safe in the centre and that 
staff were meeting his needs as best they could.  
 
Recommendation 
 

 10 The pr incipal social workers in all three HSENA community care areas should develop a 
 system to ensure that notifications of significant events are responded to appropr iately 
 without delay, and that the team is able to meet the supervising social workers’  
 responsibilities in their  absence. 
 
4.5.5 Emotional and specialist support 
 
Inspectors found that the staff relationships with the young person were characterised by warmth, and 
respect, and that there was a calm relaxed atmosphere in the centre. The consensus of staff and the 
supervising social worker was that the young person had settled well in the centre. Inspectors were of 
the view that the young person’s needs in terms of his emotional development required greater access 
to circle wider than the adults caring for him. The supervising social worker acknowledged this need, 
but told inspectors that the therapeutic setting being sought for him would provide a more detailed 
assessment indicating how it could be met safely. 
 
The monitoring officer’s report recommended that the centre should introduce regular team meetings 
and keyworking to support the placement plans.  At the time of the inspection there was a good 
keyworking system in place. It focussed of responding to issues raised by the young person and doing 
direct work covering areas of need such as self-image, social skills and guidance on a healthy 
lifestyle. Inspectors were impressed by the quality of keyworking. It derived from the qualifications 
and skills of individual staff. At the time of the inspection the two members of staff who had been 
keyworkers to the young person left for new employment on the same day.  Staff expressed concern 
about the impact this would have on the young person as he had formed a close relationship with 
them. Concerns about the use of agency staff to care for highly vulnerable young people have been 
expressed in 3.1 above. In this instance the staff were capable of providing a good standard of 
keyworking to the young person, but the temporary nature of their employment meant that they could 
not provide the continuity needed.  
 
The standard on partnership requires all professionals involved with a young person to co-ordinate 
their work and ensure that interdisciplinary differences are overcome in the best interests of the child. 
The manager, monitor and acting manager of the centre expressed concerns that there were difficulties 
in communication between CCA8, which was providing the service in the special arrangement, and 
the other two community care areas that had placed young people there. An example was given to 
inspectors whereby a case conference was held to discuss the placement of a young person and the 
acting centre manager was not informed about it or invited to attend. There had also been some 
problems in communication between the special school attended by the young person and the centre 
staff. It is essential that all professionals and other parties involved co-operate fully with each other in 
order to serve the best interests of children in care.   
 
4.5.6 Preparation for leaving care and aftercare support 
 
The centre had an extensive written policy on leaving care. The young person resident at the time of 
the inspection was waiting for a transfer to a therapeutic centre. Since the future placement had not 
been found there was no specific preparation for the transition. However, he had been to visit 
potential placements, and was kept informed of the measures being made to move him on.  
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4.5.7 Discharges 
 
The monitoring officer’s report recommended that the centre manager and social work department 
arrange an interdisciplinary meeting to finalise the discharge of one young person.  The basis of this 
recommendation was that two discharges from the centre had been poorly handled. The 
interdisciplinary meeting took place, as recommended.  
 
4.5.8 Children’s care records 

 
Inspectors found that the young person’s care files were of a high standard.  
 
4.6  Care of young people 
 
 
 
 
 
 
4.6.1 Individual care  
 
Inspectors found that the relationships in the centre were characterised by a warm, friendly regard for 
the young person by the staff, and there was evidence in the records and from the accounts of the 
young person and his father that the staff showed a high level of commitment to him even when 
presented with challenging situations. The young person had developed a high level of trust in the 
acting centre manager and his keyworkers. Inspectors commend the manager and staff of the centre 
for their commitment to the young person in their care.  
 
On schooldays, the young person got up at 7.00 a.m. each morning in order to go to school by taxi. He 
was escorted by staff on the journeys to and from school. On return to the centre he had dinner and 
then did homework. Later he engaged in leisure activities in the centre, or went on outings with staff. 
He had a hamster and a cat. He enjoyed listening to music. He also enjoyed the company of the adults 
caring for him. When not in attendance in school he was required to stay in the centre during school 
hours. He was under staff supervision at all times. On Wednesdays and at weekends he spent time in 
the centre with his father. He was able to celebrate his birthday with his parent and members of his 
extended family who came to the centre for a take-away meal in accordance with his wish. He was 
responsible for his own washing. His clothing allowance was provided by the social worker on 
application from the centre.  Staff said that there were some delays in accessing it, but all purchases 
were made with cash.  The young person was supervised at all times. This was a cause of frustration 
for him; and the staff looking after him were concerned that his need to develop skills in 
independence and responsibility could not be addressed other than in the confines of the centre. The 
centre had introduced a simple formal risk assessment process after advice from the monitor. This was 
used to provide a structure for decisions made about outings. Staff found it helpful.  
 
4.6.2 Provision of food and cooking facilities 

   
The inspectors shared meals with the staff and the young person. Food was plentiful and varied. The 
young person was involved in cooking meals at the weekend, and helped with food shopping. He was 
able to have a snack whenever he wished. The staff had successfully encouraged his interest in eating 
healthy food.  
 
 
 
 

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. Staff interventions 
show an awareness of the impact on young people of separation and loss and, where applicable, of neglect and abuse.  



Final Report No: 116 17 

4.6.3 Race, culture, religion, gender and disability 
 
The centre recognised the importance of the family for the young person. All opportunities to promote 
positive contact between the young person and his family were taken.  There were issues about gender 
role modelling which the staff handled sensitively and skilfully.  
 
4.6.4 Managing behaviour 
 
The monitoring officer’s report recommended that all sanctions used in the centre should be recorded 
in a separate book for monitoring purposes, and that the behaviour management policy in the centre 
be revised to ensure that a consistent approach occurs that the young people can rely on. At the time 
of the inspection these recommendations had been met.  The centre had a brief written policy on 
sanctions. Inspectors examined the records and found that sanctions were used in moderation and 
intermittently.  Practice in relation to the management of behaviour was good.  
 
4.6.5 Restraint 
 
The board’s policy was that TCI is the only approved method of de-escalation and physical restraint 
and that all staff working in its centres should be trained in its use.  The standard requires staff to be 
appropriately and sufficiently trained in the use of physical restraint. Records showed that during a 
ten-day period in March 2004 there had been five physical interventions by staff. This is a matter of 
serious concern since inspectors had been told that none had taken place, and only three of the staff 
had received training in TCI.  Staff told inspectors that the agency has a policy of non-restraint. 
Managers told inspectors that the agency does not provide cover for individual staff working in 
centres, and that the board’s trainers are not insured to train agency staff. It is a cause for concern that 
physical interventions which would normally be recorded within the framework of an approved 
method might not have been recognised as such. It is also a matter of concern that in the absence of a 
strictly applied approved method it could be down to the individual judgements of staff to determine 
when they might use physical intervention. It is totally unacceptable for physical interventions to be 
carried out by untrained staff. In order to meet the standard the HSENA has to reconcile the 
conflicting practices in operation in centres where agency staff are used.  The recommendation on 
training made in 4.2.4 above applies.  
 
The monitoring officer’s report recommended that the use of physical restraint be recorded in a 
separate book and closely monitored by the unit manager and line manager for the centre. At the time 
of the inspection there was separate book to record episodes of physical restraint, but none had been 
recorded. 
 
Recommendation 
 
11 With regard to the use of physical restraint, the HSENA should give ensure that 

restraints are carr ied out by trained staff only, that the problems raised by the 
conflicting policies of the executive and the agency are resolved, and that accountability 
is ensured by separate recording and regular  monitor ing.  

 
4.6.6 Absence without authority 
 
The centre had a thorough, detailed procedure for unauthorised absences. During the year prior to the 
inspection there had been 58 unauthorised absences. The young person in the centre at the time of the 
inspection had been absent three times only, and after July 2004 there were none. Practice in respect 
of notification was good.  
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4.7 Safeguarding and Child Protection 
 
 
 
 
4.7.1 Safeguarding 
 
While there was no specific policy on safeguarding, some of the centre’s policies covered aspects of 
safeguarding, particularly the policy on professional boundaries. There were clear instructions in the 
induction pack so that new staff coming on duty would be aware of safeguarding issues. One 
complaint, referred to in 4.4.3 above, made by a young person concerned several instances of 
unprofessional conduct on the part of a staff member. It was investigated by the acting manager and 
the young person’s social worker, who determined that the member of staff concerned had not 
followed the centre’s written guidelines on professional boundaries. The person ceased working in the 
centre and for the NAHB, and the agency that provided the member of staff was informed of the 
outcome.  The guidelines on professional boundaries were clear, and the value of having them was 
well demonstrated in this instance. In this instance, the system for dealing with safeguarding concerns 
worked well.    

 
4.7.2 Child protection 
 
 
 

 
 
The centre had a written policy on child protection that focussed largely on dealing with allegations 
made against staff. Inspectors are of the view that the HSENA should consider positioning those parts 
of the policy that describe the process purely from a staff disciplinary perspective in a staff manual 
and developing a much more child-centred policy. The monitoring officer’s report recommended that 
staff members receive training in the principles and practices of child protection and be given 
guidance in relation to safe care practices. At the time of the inspection this recommendation had been 
met to a certain degree in that two NAHB staff and four agency staff had received the briefing on 
Children First. Although young people with a high level of vulnerability to risk were placed in the 
centre there was no training in the assessment and management of risk.  The recommendation on 
training made in 4.2.4 above applies.   
 
During the year prior to the inspection there had been two child protection concerns which had been 
notified to the social work departments. At the time of the inspection the assessment of one of the 
allegations had yet to be completed.  Another child protection investigation concerned an alleged 
assault on a young person when out in the community. The allegation was investigated fully in line 
with the board’s implementation of Children First, and an outcome was determined six months after 
the alleged incident.   Inspectors are of the view that the procedures used to notify these two matters 
and the complaint on the standard of care of a young person in a previous care setting referred to in 
4.4.3 above were in line with Children First. However, the length of time taken to assess them is 
unsatisfactory. The two matters outstanding have been known to the placing community care areas 
since April 2004. Inspectors recommend that the HSENA bring the assessments to a conclusion as 
soon as possible, and review its processes with a view to expediting future assessments.    
 
Recommendation 
 
12 The HSENA should br ing the assessments of the two allegations made in Apr il 2004 that 

remain outstanding to a conclusion, and should review procedures in order  to expedite 
future assessments.   

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.  

There are systems in place to protect young people from abuse.  Staff are aware of and implement practices that are 
designed to protect young people in care.  
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4.8 Education 

 
The young person resident in the centre at the time of the inspection attended a special school and was 
in a small class owing to behavioural difficulties. The school was located in the south of Dublin 
approximately 15 miles from the centre. The young person travelled between them by taxi. The staff 
were in regular contact with the teachers because they escorted the young person to school, and the 
standard of partnership with the school was generally good, but the manager said that there had been 
some problems in the reporting of the behaviours. The school expressed a concern to inspectors about 
the distance between the centre and the school, and about the isolation from peers which was a 
consequence of the special arrangement.        
 
Inspectors were concerned about the young person’s absences from school. From February 2004 until 
the end of the academic year in June 2004 the young person had missed 57 days. Forty-one of these 
were due to suspensions. After September 2004 the pattern of absences continued. The young person 
did not receive any educational input during the time he was off school. This is a significant shortfall 
under this standard. Section 21 (4) of the Education Welfare Act 2000 requires notification to an 
education welfare officer if a student is suspended from a recognised school for a period of not less 
than 6 days, and the aggregate number of school days on which a student is absent from a recognised 
school during a school year is not less than 20.  Inspectors are of the view that both the absence of 
clear care planning and the core theme of waiting for the right placement left the problems of meeting 
this primary need inadequately addressed. It would have been appropriate to ensure that there was a 
back-up plan so that some continuity in the provision of his education could have been ensured.  
 
4.9 Health 
 
 
 

 
The monitoring officer’s report recommended that the centre develop a clear process regarding the 
administration of medication.  Inspectors found that this recommendation had been met.  
  
4.10  Premises and safety 
 
 
 
 
 
4.10.1 Accommodation 
 
The centre was in a four bedroom single storey property. It had adequate accommodation for its 
purpose, but its situation in the grounds of an HSENA hospital was not suitable for children in care.   
It had décor and furnishings of a good quality. The young person was able to personalise his bedroom 
with pictures. The centre provided inspectors with evidence that it was adequately insured under the 
board’s own insurance cover.  
 
4.10.2  Maintenance and repairs 
 
The monitoring officer’s report recommended that the centre manager ensure that health and safety 
hazards are dealt with promptly and all outstanding repairs are addressed immediately. The centre 

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. 
 

The premises are suitable for  the residential care of young people and their  use is in keeping with their  stated 
purpose.  The unit 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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manager told inspectors that the overall maintenance response had improved, but there were still some 
delays. Inspectors found loose cables on the exterior of the building, and a slippery surface outside the 
back door caused by an overflowing drain. There was also some minor plaster damage in the 
communal areas.  Otherwise, the accommodation was maintained to a high standard.  

 
4.10.3 Safety (including fire safety) 
 
The monitoring officer’s report recommended that the centre has an up-to-date health and safety 
statement, that the centre manager undertake the current training in risk assessment by the health and 
safety department, and that a number of staff be trained in First Aid. A health and safety audit was 
carried out in January 2004 and inspectors were pleased to note that by the time of the inspection all 
the identified hazards had been dealt with.  Seven staff had training in First Aid, in line with the 
agency’s policy.  At the time of the inspection the centre had an up-to-date health and safety statement 
dated June 2004 stating that the acting centre manager and two staff safety representatives would get 
appropriate training. This had not occurred by the time of the inspection. The centre had a fire 
certificate dated March 2003.  It also had an automated fire alarm system that was last checked in July 
2004. Only one member of staff had training in fire safety. Inspectors are of the view that there should 
be more staff trained in fire safety. The recommendation on training made in 4.2.4 above applies. 
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5                           Summary of Recommendations 
 
1 The HSENA should develop a policy and str ict cr iter ia for  the establishment and 

running of special ar rangements.  
 
2 The HSENA should pursue all outstanding Garda clearances and references and ensure 

that the Depar tment of Health and Children’s guidelines regarding procedures for  
vetting staff before employment are r igorously applied in all appointments, and that the 
system of vetting is regular ly monitored. 

 
3 The HSENA should adopt a policy and practice which requires children’s residential 

centres to be run by HSENA employees. I t should clear ly identify the circumstances in 
which agency staff might be used.   

 
4 The HSENA should develop fur ther  the service agreement with the agency that provides 

the staff for  its children’s residential centres to cover  basic training needs and how they 
are to be met. 

 
5 The HSENA should ensure that the unit’s register  is amended to include all details 

required by the regulations, and that a more secure format for  the register  is found. 
 

6 The HSENA should review the complaints procedure in all its children’s residential 
centres and introduce a system of tracking complaints or  allegations in order  to ensure 
that there are no undue delays in with dealing with them. 

 
7 The HSENA should review its practice in respect of shor t-term and emergency 

admissions to its children’s centres in order  to br ing it into line with the requirements of 
the standards. 

 
8 The HSENA should develop a formal process of r isk assessment and r isk management to 

suppor t those who make decisions to place children in all their  residential centres and 
special ar rangements. 

 
9 The HSENA should ensure that all young people in its care have a care plan, that it is 

regular ly reviewed in accordance with the regulations, and that the care planning 
process is subject to regular  monitor ing. 

 
10 The pr incipal social workers in all three HSENA community care areas should develop a 

system to ensure that notifications of significant events are responded to appropr iately 
without delay, and that the team is able to meet the supervising social workers’  
responsibilities in their  absence. 

 
11 With regard to the use of physical restraint, the HSENA should give ensure that 

restraints are carr ied out by trained staff only, that the problems raised by the 
conflicting policies of the executive and the agency are resolved, and that accountability 
is ensured by separate recording and regular  monitor ing. 

 
12 The HSENA should br ing the assessments of the two allegations made in Apr il 2004 that 

remain outstanding to a conclusion, and should review procedures in order  to expedite 
future assessments.   


