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1 Executive summary

The Social Services Inspectorate (SSI) carried out an announced inspection of a High Support
Unit (HSU) in the Health Services Executive (HSE), Southern Area in February 2005. This
inspection was one part of a planned inspection of all 13 designated high support units
throughout the country that focuses on the theme of behaviour management. The inspection
examined the purpose and function of the unit, the management and staffing arrangements,
policy and practice in relation to children’s rights and care planning, and the overall standard
of care practice. It also took account of the findings of an earlier inspection in April 2004 and
monitored progress in implementing the recommendations of that report.

The purpose and function of the unit was well understood. The statement outlined a
therapeutic approach that borrowed from different schools of thought but with a particular
emphasis on attachment theory. Differences in relation to therapeutic approaches were
apparent in disagreements between external professionals in relation to the care of one
particular young person. These differences had not been resolved, though an accommodation
had been reached with some, though not all, of the professionals involved. Managers need to
attend to this issue in order to ensure that all young people in the unit have access to the full
range of services that they require.

The unit was well managed. There were good systems in place for supervision, support and
training of staff and their practice was enhanced through access to an on-site senior
psychologist, a staff facilitator and to the board’s therapeutic crisis intervention (TCI) co-
ordinator. The staff were focused on the task of caring for the young people and their
resourcefulness and resilience in the face of considerable challenges was admirable.

The young people had comprehensive care plans and their social workers worked in
partnership with care staff.

Practice in relation to children’s rights was good. There were good systems in place for
sharing information with young people, involving them in decisions and addressing and
resolving their complaints.

The standard of primary care was good.

Inspectors found that the unit had a good approach to behaviour management. Difficulties in
the unit during 2004 had reached a crisis point towards the end of that year. The staff team
lost confidence and concerns were expressed, within the wider professional community, about
the approach to the care of one of the young people. Several factors had helped to overcome
this crisis. The staff team worked out ways of improving internal communication and became
refocused on their primary task, disagreements within the wider professional community were
addressed and contacts between the young people in the unit and some of their peers ceased to
exercise a destabilising influence on the unit.

Satisfactory progress had been made in implementing the recommendations of the last
inspection report.

Overall, inspectors found that the unit was fulfilling its purpose. Inspectors commend
managers and staff for the quality of the service provided. Differences in relation to
therapeutic approaches need to be addressed and resolved, however, in order to ensure that
disagreements that caused difficulties for the unit in the recent past do not recur and impact on
the service provided to the young people.
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2. Introduction

The Social Services Inspectorate (SSI) carried out an announced inspection of a High Support
Unit (HSU) in the Health Services Executive (HSE), Southern Area as part of a cluster
inspection of all 13 designated high support units throughout the country. The aim of this
inspection is to compare the approach to the management of behaviour across the various
units and to draw some general conclusions in relation to good practice. There will be a
report of each individual inspection. When all the inspections have been completed a
composite report will be published and SSI will issue guidance notes on good practice in
relation to behaviour management.

This inspection was conducted by Ann Ryan and Andrew Fagan (lead inspector) over three
days from the 1% to the 3" of February 2005.

2.1  Methodology

During the inspection inspectors interviewed the acting unit manager and the acting deputy
unit manager, five members of the care staff team, the senior clinical psychologist based in
the unit, the board’s monitoring officer and the board’s co-ordinator of residential care.
Inspectors also met with the external line managers for the unit, that is, the child care manager
and general manager for North Lee Community Care Area. Interviews were conducted with
the social workers for the young people. Parents of the two young people were contacted by
letter and one returned a completed questionnaire. Inspectors met with the young people in
the unit at the time of inspection, spent time on the unit with them and discussed with one, in
particular, his experience of being cared for in the unit. Inspectors also examined unit records
and the young peopl€'s care plans.

2.2 Acknowledgements

Inspectors wish to acknowledge the cooperation and assistance of the young people, managers
and staff of the unit and the other professionals who participated in the inspection.

3. Setting the scene:

3.1 Background

The unit was opened in 2001. It was envisaged as a five-bedded unit for boys aged 12 to 15
on admission who presented with emotional and behavioural difficulties that required the
enhanced service that high support units can provide. For avariety of reasons, including staff
shortages and the presenting problems of some of the young people, the unit has never had
more than three residents at any one time. At the time of this inspection, there were two
young people in residence. One referral had been received. Staffing was up to complement
and it was envisaged that the unit would gradually progressto full occupancy.

The unit was situated on a large hospital campus that al'so had within it a specia care unit for
girls. The building in which the unit was based was a three storey one. The ground floor
contained the HSU, the first floor contained a special school attended by the young people in
the unit along with other young people in the care of the HSE, Southern Area, and the third
floor contained the offices of the managers, senior psychologist and administrative staff.

The unit provided a service to young people from all of the HSE, Southern Area.
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SSI carried out an inspection of the unit in April 2004. At that time, there were high levels of
assaults on staff and of use of sanctions and of physical restraint. Inspectors found that
difficulties in relation to behaviour management had compromised the standard of primary
care in the unit. The inspection report recommended a review of the approach to behaviour
management and that a re-inspection be carried out within six months of the publication of the
report. This report, part of a cluster inspection of high support units that focuses on the issue
of behaviour management, is also the report of the re-inspection recommended in the earlier
report.

3.2 Data on young people
Young Person Age Length of time Legal Status Previous
in the Centre Placements
#1 13 1 year Care Order 11 plus day and
respite care
#2 13 4 months Care Order 4

4. Standards: the findings

4.1 Statement of purpose and function

The centre has a clear written statement of purpose and function which accurately describes what
the centre sets out to do with children and the manner in which that is provided. The statement is
available, accessible and under stood.

The unit had a policy and procedure document which contained a statement of purpose and
function. The document was well presented and easy to follow. It was prepared for
circulation among the young people, their parents and social workers as well as members of
staff. It was updated in March 2004 in consultation with staff, young people and family
members and further reviewed in June of that year. Those responsible are commended for the
document and the process of its production.

The statement of purpose and function described the unit as providing high support, intensive
care to five teenage boys aged 12 to 15 on admission on a short to medium term, but not
emergency, basis, further defined as for a period of between two and 12 months. The
catchment area was the (then) Southern Health Board Area, now HSE, Southern Area. The
type of care provided was outlined and explicit reference was made to the fact that staff do not
have the authority to detain the young people.

The statement outlined the criteria for admission and the aims and objectives of the unit.
Importantly, the work of the unit was seen in terms of the achievement of care plan objectives
for each of the young people admitted. Partnership with parents was emphasised. The U.N.
Convention on the Rights of the Child and the National Standards for Children’s Residential
Centres were described as providing guiding principles for the policies and procedures of the
unit.

The aim of the unit was described as attempting “to provide an environment where children
can build on their strengths and work on the areas that are causing them difficulty. In doing
this work the most important factor is a good relationship between all involved — the child, his
parent, social worker and (unit) staff”. The therapeutic approach borrowed heavily from
attachment theory and specific reference was made to providing a secure base and promoting
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resilience in the young people. The external line manager described the therapeutic approach
as ‘eclectic’ and it is clear that the approach borrowed from sources other than attachment
theory. For example, there was specific reference to a ‘strengths based approach’.

Differences in therapeutic approach were apparent within the network of professionals
working with a young person in the unit. The managers and staff of the unit were given
differing and sometimes conflicting advice on how best to care for the young person.
Inspectors formed the view that this was a major factor, though not the only one, contributing
to a crisis in the unit towards the end of 2004. The acting unit manager was in the invidious
position of trying to provide clear direction to staff on the basis of different perspectives
provided by various professionals. The staff interviewed by inspectors reported that, during
2004, they had been hesitant in their practice and waited on advice, rather than taking the
initiative. By the time of inspection, the crisis in the unit had passed. There were several
reasons for this. The staff in the unit became refocused on the task of caring for the young
people. An accommodation was reached within the network of professionals working with
one of the young people so that they no longer offered conflicting advice to staff. Contacts
between the young people in the unit and peers from another unit on the same campus that
were having a destabilising impact on the unit ceased to do so.

Inspectors were given differing accounts of the changes that occurred within the staff team at
the end of 2004. The staff members interviewed stated that they addressed communication
difficulties within the team and went through a process of reclaiming their own authority,
becoming less reliant of the advice of outside professionals and more authoritative in their
approach to managing the young people’s behaviour. Others, however, identified external
influences as bringing about changes in the approach of the staff team. That things changed
for the better is more important, clearly, than the reasons for the change. However, the
different understandings raise important issues for the therapeutic identity of the unit that
ought not to be ignored just because the immediate crisis has passed.

A noteworthy and commendable feature of residential provision for children in what was then
the Southern Health Board, now HSE Southern Area, has been the range of supports provided
to staff teams to assist them in the task of caring for the young people. A senior psychologist
was based in the unit and provided a service to the young people in a number of centres and
their families. He carried out assessments of the young people and also acted as consultant to
the various staff teams and, in the unit being inspected, his contribution was valued by the
staff team. In addition, a child care consultant from Scotland was involved in the care of one
of the young people and also acted as a consultant to the staff team. While this consultant
offered advice in relation to one of the young people only, he urged the staff team to operate a
model of intervention that was not mentioned in the unit’s statement of purpose and function.

Inspectors believe that managers of the centre, both internal and external, must decide on the
therapeutic approach of the unit. They should do so in consultation with the key stakeholders,
including the young people and their families, social workers and other professionals working
with them, and the staff of the unit. Once decided, the managers must then guard the
therapeutic identity of the unit. They should ensure that it remains flexible and attuned to the
changing needs of the client group. They must, however, also ensure that those who consult
with and advise the staff are cognisant of its therapeutic identity. This implies, inter alia, that
the role of external consultants and the limitations of that role are made explicit.

The difficulties in relation to the therapeutic identity of the unit notwithstanding, inspectors
found that it was providing the service that it was set up to provide. It was particularly
noteworthy that there had been no unplanned discharges from the unit, although one young
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person was given a place in the unit but never took up residence there. In the period between
the last inspection and this one, two young people had made successful transitions to other
(mainstream) residential centres. One young person, resident at the time of the last inspection
was still there during this inspection. Another young person had been admitted in September
and work was being done to return him to the care of his mother.

Recommendations

1 The child care manager should ensure that the therapeutic approach of the unit is
clearly understood by the professionals involved in the care of young people placed in
it.

2 The child care manager should ensure that the role of consultants who are external to

the unit is clearly defined, that the definition is written into the policy and procedure
document, and that the persons concerned operate in accordance with this definition.

4.2 Management and care staffing

The centre is effectively managed, and care staff are organised to deliver the best possible care for
young people. There are appropriate external management and monitoring arrangements in place.

4.2.1 Management

M anagement Structur e of HSU

General Manager, North Lee Community Care Area (NLCCA)

v

Child Care Manager,
(NLCAA)

Acting Unjt Manager

Acting Deputy Unit Manager

Child Care Leaders

Child Care Workers

The child care manager for North Lee Community Care Area was the external line manager
for the unit. He reported to the general manager for North Lee. The child care manager was
assisted in his task by the co-ordinator of residential care. The co-ordinator of residential care
did not have any line management duties but had responsibility for the development of the
service and for ensuring consistency of practice across the various children’s residential
centres and specialist units in the HSE, Southern Area. The acting unit manager had regular
formal supervision with the child care manager and was able to access his advice and support
outside of these times. The co-ordinator of residential care provided weekly consultation to
the acting unit manager with particular regard to issues of team management and leadership.
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Inspectors found that the external management of the unit was good. This finding is
consistent with the findings of other inspections of units in the (then) Southern Health Board.
Inspectors have found that management structure and management practice combine to
produce what has been, on the whole, a well managed service. The structure provided for an
external line manager with considerable experience of residential child care. This was then
enhanced with the creation of the post of co-ordinator of residential care. In his practice, the
child care manager has taken a ‘hands on’, problem solving approach which has also been
adopted by the co-ordinator of residential care. The result has been that unit managers have
felt supported and empowered in their internal management of their units. This was also the
case in this inspection.

The acting unit manager had been in post 18 months at the time of the inspection. Previous to
that she had worked in the unit from the time that it opened in 2001. The acting deputy unit
manager had worked in the unit since 2002. There was, therefore, continuity in the internal
management of the unit. This was enhanced by the fact that the first unit manager went on to
become the co-ordinator of residential care, though not immediately. She, therefore, had a
pre-existing working relationship with the managers of the unit.

Both the managers held professional qualifications, one in child care and the other in social
work.

There was a limited on-call support provided by managers. They made themselves available,
by arrangement, outside of normal working hours at times of difficulty in the unit and from
9am to Spm on Saturdays and Sundays. However, there was no 24 hour on-call system.
There was always a child care leader on duty in the unit and that person was the acting
manager in the absence of the other managers. The child care leader had the authority to
make decisions such as bringing in extra staff if required. Child care leaders interviewed by
inspectors confirmed that they felt empowered to take such decisions. They pointed out a
range of people they could call for assistance in the event of a crisis such as colleagues, the
staff of another unit on the same campus and, in emergencies, the Gardai. None of those
interviewed of the subject expressed concern about the lack of a 24 hour on call system
provided by unit managers. On the balance of the evidence presented, and particularly the
availability of other supports to staff on duty, inspectors concluded that the arrangements
were reasonable.

The managers maintained a presence ‘on the floor’ and saw the young people on a daily basis.
They met with the young people prior to admission and one or other attended the six weekly
review meetings on each young person. Their offices were in a separate part of the building,
to which the young people did not have access. However, they were considering moving at
least one of the offices to the part of the building where the young people lived.

At the time of inspection there were good systems in place for the supervision and support of
the care staff team. Morale was good, staff were focused on the task of caring for the young
people. Those interviewed expressed loyalty to their managers. Inspectors concluded that, at
the time of this inspection, the internal management of the unit was good.

4.2.2  Supervision and support

There was regular formal supervision for all members of the care staff team. The acting unit
manager met with the child care manager as described above (4.2.1). The acting unit manager
provided formal supervision for the acting deputy unit manager and between them they
supervised the child care leaders. Some, though not all, of the child care leaders provided
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formal supervision for the child care workers. Supervisions were scheduled for every four
weeks but, taking into account annual and sick leave, took place on ten or eleven occasions
per annum for each staff member. Those interviewed identified the functions of supervision
as the provison of support and guidance to supervisees, accounting for work done,
identifying difficulties and finding ways to address them. Staff members interviewed
reported that they found their formal supervision sessions helpful.

The care staff team was divided into smaller teams of four members. This allowed staff to
become accustomed to working with their colleagues and facilitated ease of communication.
From time to time, the membership of the teams changed. Time was built into the shift rotato
allow for planning of shifts and also for debriefing. There was weekly group supervision for
the small teams. There were, in addition, weekly team meetings. These were attended by two
of the small teams, that is the team coming on duty and the team going off duty, rather than
the whole team. Managers were designing a rotato facilitate the attendance of the whol e staff
team. The managers and the senior psychologist also attended the weekly team meetings.
The whole team came together for sessions with the staff facilitator once a month.

During 2004 assaults on staff had been a regular occurrence in the unit. Those interviewed
stated that they felt supported by their managers and colleagues when assaults occurred.
There was an acceptance that staff members who were assaulted might need to take time off.
This matter was one of those issues clarified when the staff team addressed interna
communication issues at the end of 2004. The range of formal supports available to staff had
been enhanced. For example, a representative of the employee assistance programme
attended the unit regularly. However, the staff interviewed stated that the most important
supports were those provided by their colleagues. There was an emphasis on debriefing after
incidents and if this was not done satisfactorily at the time, it was repeated later. The senior
staff on duty would ensure that the person assaulted took some time ‘off the floor’ after an
assault and, if necessary and possible, left the unit. Staff members also clearly valued and
appreciated their colleague’ s expressions of concern.

The care staff team in the unit were well supervised and supported.
4.2.3 Care staffing

The official care staff complement was: manager, deputy manager, nine child care leaders and
12 child care workers. These were filled, a the time of inspection, as follows: acting unit
manager, acting deputy unit manager, seven child care leaders and two acting child care
leaders, 12 child care workers. Some people worked on a part-time basis so that 23 full time
posts were filled by 25 people.

There were four staff on shift during the day and two waking staff at night. All care staff did
night duty in rotation. There was a pool of relief staff that managers could draw on to cover
annual and sick leave. Occasionally, if there was no relief staff member available one of the
managers worked a shift. For the most part, however, there was a sufficient number of staff.
Agency workers were not employed at the unit.

The child care leaders were seen as senior staff members and there was a child care leader,
and sometimes two, on duty at any one time. The child care leaders acted as shift co-
ordinators and decision takers while on duty. Some of the child care leaders provided formal
supervision for the child care workers.
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STAFF EXPERIENCE, STATUS AND QUALIFICATIONS

CARE STAFF LENGTH OF SERVICE EMPLOYMENT QUALIFICATIONS
IN STATUS
CENTRE

Acting unit manager 3 years, 4 months (18 Permanent child care leader B. Soc. Science, N.Q.S.W.
months as AUM)

Acting deputy unit manager

2 years, 8 months (all as
ADUM)

Permanent child care |eader

Dip. App. Soc. Studiesin
Socia Care

Child care leader (1)

3years, 1 month

Permanent

Dip. App. Soc. Studiesin
Socia Care

Child care leader (2)

3 years, 2 months

Permanent, part-time

B.A. Psychology and
Sociology, Dip. Non-
Directive Play Therapy

Child care leader (3) 3 years, 5 months Permanent Dip. App. Soc. Studiesin
Social Care, Family Mediator
Child care leader (4) 2 years Permanent No qualifications

Child care leader (5)

3 years, 4 months

Permanent, part-time

B.S.W.

Child care leader (6)

1 year, 2 month

Permanent, part-time

N.C.V.A. Level 2 Childcare

Child care leader (7)

2 years, 9 months

Permanent

B.A.in App. Soc. Studies

Child care leader (8) 7 months Permanent Dip. App. Soc. Studies

Acting child care leader (9) 2 years, 5 months Permanent B.A. App. Soc. Studiesin
Socia Care

Acting child careleader (10) | 3 years, 2 months Permanent Dip. App. Soc. Studiesin
Socia Care

Child care worker (11) 2 years, 3 months Permanent B.A. Theology, H. Dip in Ed.

Child care worker (12) 3 years, 5 months Permanent R.G.N.

Child care worker (13) 3years Permanent, part-time Completing B.A. Social Care

Child care worker (14) 2 years, 3 months Temporary B.A. Soc. Science

Child care worker (15) 2 years Temporary Dip. Y outh and Comm. Work

Child care worker (16) 3 months Temporary B.A. App. Soc. Studiesin

Social Care

Child care worker (17)

2 years, 4 months

Temporary, part-time

Dip. Res. Child Care

Child care worker (18) 11 months Temporary, part-time B.A.in App. Soc. Studies
Child care worker (19) 10 months Temporary, part-time Completing B.A. Socia Care
Child care worker (20) 2 months Temporary B. Soc. Science, M.S.W.
Child care worker (21) 6 months Temporary Dip. App. Soc. Studies

Child care worker (22) 7 months Temporary, part-time Dip. Y outh and Comm. Work
Child care worker (23) 1 month Temporary, part-time B. Soc. Science

Of the 25 care staff, 13 held a professional qualification in social care, three were qualified
social workers, two were youth and community work qualified and one was a nurse. Five
held other post secondary level educational awards and just one held no award or
gualification. The team was well qualified.

Team members interviewed by inspectors presented as both focused on and proud of their
work. They took deserved satisfaction that, having reached something of an impasse in their
work with a particular young person, they regrouped, reconsidered their approach and
succeeded in finding new ways to engage with him. Part of this involved staff working
intensely with the young person in pairs. Given that this took place away from the unit,
working in a new way, without those involved having ready access to their colleagues, this
involved a certain degree of risk taking for the staff involved for which they are commended.

The staff team presented as a cohesive unit. Only one person had resigned during 2004. This
was despite the fact that 2004 had been a difficult year for the team. A core of the staff team
had worked together since the unit opened or shortly afterwards and a number had previously
worked together in other units run by the (then) Southern Health Board.

Inspectors found the care staff team to be skilled, resourceful and resilient.
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4.2.4 Training and development

There were a number of people pursuing professional training but these were doing so in their
own time and at their own expense. However, the board was committed to supporting staff to
attend a new part-time degree course in social care starting in the Institute of Technology,
Tralee later in 2005.

There was a 4 day induction training programme for new staff. On completion of this
programme, new staff ‘shadowed’ senior colleagues for a period before assuming the full
responsibilities of a staff member.

There were numerous in-service training and development events in the unit in the 12 months
leading up to inspection. Therapeutic crisis intervention (TCI) was an important aspect of the
therapeutic approach of the unit, both as an approach to dealing with and defusing volatile
situations and as a method of physical intervention when required. The board’s TCI co-
ordinator acted as trainer and consultant to the staff group and reviewed with the team their
use of TCI regularly. There were a number of other TCI trainers on the staff team, including
the acting deputy unit manager and they conducted weekly in-house reviews of TCI use.
During the year there were 16 TCI training events. Some of these involved one or two staff
attending courses out of the unit but some were unit specific and involved groups of staff.
There were four team days during the year, three of which focused on group facilitation and
team building and addressing communication issues within the team. There were some other
in-service training programmes attended by members of the staff team including First Aid and
Children First briefings.

The senior psychologist also held weekly meetings with the small teams in rotation. He was
available to staff members outside of scheduled meeting times. They could go to him for
professional support and for advice and consultation in relation to particular pieces of work
with the young people.

Staff training and development in the unit was very good.

4.3 Children’s rights

The rights of young people are reflected in all centre policies and care practices. Young people and
their parentsareinformed of their rights by supervising social workersand centr e staff.

4.3.1 Access to information

One member of the care staff had a particular brief in relation to children’s rights. She was
the designated ‘advocacy co-ordinator’. She had established a ‘children’s rights corner’ in the
unit. It contained information on various children’s rights issues in both poster and leaflet
form. Inspectors were pleased to note that several copies of the young people’s version of the
National Standards for Children’s Residential Centres were available there. The advocacy co-
ordinator also worked with her colleagues to increase their awareness of children’s rights
issues. Managers are commended for this initiative

There was written information about the unit available for the young people and their
families. All admissions were planned and the young people visited prior to admission and
learnt about the unit before coming to live there. The purpose and function of the unit and the
approach to behaviour management was outlined to the young people.
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The young people had access to the records that care staff members compiled. They were
encouraged to participate in the writing of their daily logs and from time to time some of them
did so. Care staff members also shared with the young people the reports they wrote about
them for reviews. There was less clarity about the right of young people to access reports
written by non-unit staff and inspectors recommend that this matter is clarified. Apart from
this, everyday practice was good.

Recommendation

3 The acting unit manager should clarify the policy about young people’s access to
reports prepared by non-unit staff and should outline for young people and staff how
the policy isto operate in practice.

4.3.2  Consultation

There were avariety of means both informal and formal by which the staff consulted with the
young people. Informally, managers and staff were available to hear the concerns of the
young people at any time. The young people were involved in menu planning and in
decorating their rooms. There were weekly young people’s meetings that were attended by
the staff members on duty as well as the young people. The young people were able to raise
any issues or concerns and these were then brought to the team meeting for discussion.
Feedback was given to the young people after the team meeting. The young people were also
encouraged to participate fully in their reviews. There was an expectation that they would
attend them and their keyworkers helped them to prepare for the reviews. Where the young
people declined to attend the keyworkers still did the preparatory work and then represented
the views of the young people at the reviews.

Practice in relation to consultation was good.
4.3.3 Complaints

Within the unit the emphasis was on early and local resolution of complaints. As soon as a
young person expressed dissatisfaction with any aspect of his care, the staff member hearing
the complaint tried to resolve it immediately. Sometimes this was not effective and the young
person chose to make a formal, written complaint. Two such complaints were made in the
year leading up to the inspection. Both were notified to the social work department. One was
subsequently withdrawn but the young person’s social worker discussed the matter with him
and satisfied herself that he was happy to withdraw the complaint and that it was appropriate
to do so. This was good practice. The other complaint was addressed and appeared to be
resolved. However, the recording of it was somewhat confusing and required a clearer
indication that the matter had been closed.

Inspectors were given a draft copy of a new complaints procedure. This was being prepared
to coincide with the appointment of a Child Care Complaints Officer for the Southern Area.
The areais commended for thisinitiative.

Recommendation

4 The acting unit manager should ensure that records of complaints clearly state their
outcome and indicate whether they are closed or subject to some further procedure
such as an appeal .
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4.4  Planningfor children and young people

There is a statutory written care plan developed in consultation with parents and young people that is
subject to regular review. The plan states the aims and objectives of the placement, promotes the
welfare, education, interests and health needs of young people and addresses their emotional and
psychological needs. It stresses and outlines practical contact with families and, where appropriate,
preparation for leaving care.

4.4.1 Social work role

The young people both had allocated social workers who worked in partnership with the care
staff. One who had just been allocated to the young person maintained a high level of contact
with her client. The other had somewhat less contact, though still regular and frequent.

4.4.2  Statutory care plans and care plan reviews

Both of the young people had care plans and both care plans were prepared prior to admission
to the unit. They were both subject to regular review.

One care plan showed signs of considerable consultation with the young person, his parent
and a wide range of professionals including a consultant psychiatrist and three psychologists.
It was signed by the young person, parent, social worker, social work team leader and
residential staff. It identified an interim goal of placement in residential care for 12 months
and a provisional goal of long term placement in foster care. The goal was understood by the
young person and was being actively pursued, albeit with a sense that the achievement of
successful placement in foster care was not guaranteed. The timescales had been exceeded by
the time of inspection, as the young person had already been in the unit over 12 months and
was unlikely to move from it in the foreseeable future. These difficulties notwithstanding, the
care plan represented a considerable piece of work and the young person’s social worker is
commended for it.

The other care plan also contained evidence of wide ranging consultations that included the
young person and parent. It, however, was not signed.

In both cases the professionals involved with the young people were working to achieve the
goals of the care plan and these goals were understood by the young people. Inspectors were
satisfied that the standard on care planning was met.

4.4.3 Emotional and specialist support

The emotional needs of the young people were recognised, assessed and addressed through
the work of unit staff and other professionals. However, the issue of specialist support was an
area of concern to inspectors.

The unit, as a high support service, had a particular brief to work with young people with
emotional and behavioural problems. Within the therapeutic approach of the unit, the latter
were seen as related to the former, that is, that the young people’s behavioural disturbance
was seen as rooted in emotional difficulties. The unit sought to provide a secure base for the
young people, to provide attachment figures for them in order to create a context of emotional
security within which they could begin to address the sources of their pain and difficulty.
Thus, the staff approached everyday interactions with the young people as opportunities for
relationship building. The young people’s keyworkers were seen as particularly significant
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attachment figures. They engaged in various therapeutic activities with the young people,
with the assistance and advice of the senior psychologist. For one of the young people, these
activities were aimed primarily at reducing his level of anxiety and enhancing his problem
solving skills. The approach to meeting the young people’s emotional needs within the unit
was good.

In section 4.1 of this report reference has been made to differences in the therapeutic approach
of various professionals involved in the care of one particular young person. These
differences were not fully resolved at the time of this inspection. There was, at the very least,
a difference in emphasis in the approach of the senior psychologist and external child care
consultant. After extensive discussions an accommodation was reached which allowed both
to be involved in the care of the young person. However, there were also differences in the
approach of the child care consultant and a consultant child psychiatrist that were not resolved
and for which no accommodation could be found. The consultant psychiatrist withdrew from
the case, leaving the young person with no psychiatric service. This was not satisfactory.

Inspectors are satisfied that extensive efforts were made to resolve differences in the
professional network involved in the care of the young person in question. These involved
large group discussions and meetings between key people. However, attempts to bring all of
those involved together to resolve outstanding differences were not successful. The social
work department had overall responsibility for case management. In situations of dispute, it
cannot merely act as ‘honest broker’ and mediate between the various protagonists. It must
make a choice about what services a young person for whom it has responsibility requires and
endeavour to access these. That choice should be based on an assessment of the young
person’s needs.

The social work department must ensure, in so far as possible, that all the needs of the young
person in question are addressed. The social work department should undertake a
reassessment of the young person’s needs, convene a care plan review and use that forum to
make decisions about what services the young person requires and who is to provide them.

Recommendation

5  The child care manager for North Lee Community Care Area should ensure that the
needs of the young person in the unit from that area are reassessed, and that following
reassessment the care planning group decides what services are required and who should

provide them.

45 Careof young people

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 opportunities and leisure experiences to their peers and have
opportunities 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.

45.1 Individual careingroup living

Inspectors observed practice in the unit mainly through participation in a number of unit
meals. Apart from one situation where staff members were appropriately concerned about
one of the young people’s anxiety levels, the atmosphere was calm and relaxed. The staff
were attuned to the needs of each of the young people and managed the environment
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accordingly. For example, when one young person returned from a trip out feeling somewhat
deflated, the staff members on duty ensured that he was given some privacy and time away
from the group to help him deal with his feelings.

As described earlier, the building in which the unit was based was a three storey one and the
unit was in the ground floor. The other parts of the building were kept locked, and the young
people could only access them with members of staff. However, the young people could
leave the building themselves and, during the inspection, they wandered in and out though
they kept within the vicinity of the unit. This contributed to the relaxed atmosphere in the
unit.

The young people had a well cared for appearance. They were given a teddy bear and new
pyjamas on admission and clothes were purchased as required. They decorated their rooms
according to their taste and, provided that there was no concern for their safety, they could
spend time alone in their rooms. A playroom was being repainted by a young person during
the inspection.

The staff worked hard to maintain family links. Family members visited the unit and contact
outside the unit was also facilitated. Parents were encouraged and facilitated to choose their
children’s clothes with them and pay for them with money provided by the unit.

Birthdays were celebrated with gift giving. Parties were organised to which family and
friends were invited.

The young people attended a special school that was in the same building as the unit. It was
attended by young people from other unit’s in the HSE, Southern Area. This gave the young
people an opportunity to socialise with a wider group of young people than their peers in the
unit. There was a high level of contact between teaching and care staff and the young people
were assisted with homework assignments. The educational needs of the young people were
catered for well.

The young people were medically examined on admission. They were brought to the doctor
and dentist as the need arose. As far as possible, the young people attended the general
practitioner they had attended prior to admission but there was a unit GP also. The young
were seen by their GP after unauthorised absences if necessary. They were offered the option
of a medical consultation following each physical restraint and sometimes the staff on duty
took the initiative in arranging a consultation if the circumstances warranted this. The staff
team were conscious of the need to ensure that the young people had a balanced diet and
worked hard to ensure that they ate a variety of foods.

The young people were encouraged and facilitated to participate in activities in the
community. Activities included football, horse riding and attendance at a local gym.

There were set times for breakfast, lunch and dinner in the unit. There was, particularly at
dinner time, a sense of staff and young people sharing a meal together. The staff were aware
of the young people’s food preferences and accommodated these.

The managers did not eat with the young people and inspectors suggest that they do, at least
from time to time. It is one way of establishing a presence in the young people’s ‘life space’
and also of getting a sense of what is happening for young people and staff. It also provides
an opportunity for managers to model appropriate interactions for young and less experienced
staff.
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Care practices were good.

Recommendation

6 Unit managers should participate in unit meals from time to time.
4.5.2 Managing behaviour

The approach to behaviour management in the unit was a pro-active one. That is, the staff
team were explicit with the young people about what they expected. They did not assume
that the young people knew how they should behave. For example, during 2004 they worked
with the young people on devising a code of conduct. The approach to behaviour
management was also explained to the young people prior to admission. So, for instance, the
young people were told in what circumstances they could expect to be physically restrained.
One social worker told inspectors that her client had been referred to the unit because he
assaulted staff in the children’s residential centre that he had been living in. However, he had
not assaulted any staff in the unit. The social worker said that the reason for this was, she
believed, that staff in the unit were very explicit about what they expected of him, that he
understood what would happen in the event of an assault and that he had learned from
observing the staff dealing with other young people.

In addressing inappropriate behaviour, the unit had a system of ‘consequences’. This was
designed to help the young people learn from their behaviour, rather than punish them for it.
The idea was that there should be a clear connection between the inappropriate behaviour and
the consequence for the young person. For example, if a young person damaged a room he
might be asked to clean it, if he broke something, he might be asked to make a contribution
towards its replacement. Consequences were separately recorded. Some of the consequences
used could not reasonably be considered as sanctions. For example, some of the
consequences recorded involved situations where a young person was asked to leave a room
because his behaviour in it was unsafe. This is not a sanction. On the other hand, a decision
not to allow a young person access to a room because of an incident that occurred there the
previous day is a sanction. In an analysis of 21 consequences, inspectors found that only 12
could reasonably be considered sanctions.

The theory and practice of consequences was good. However, the recording made a
misleading impression and the system needs to be refined so that only sanctions are separately
recorded, as required by the standards.

The unit’s policy on bullying was to create an environment in which bullying was not
acceptable. Whenever a young person engaged in bullying behaviour, the behaviour was
identified as such and the programme of the unit was put on hold until the incident was
discussed and resolved.

As stated earlier in this report, the therapeutic approach adopted within the unit was to
understand behavioural problems as rooted in emotional difficulties. The unit sought to
provide for the emotional needs of the young people and, within that context, to address their
behavioural difficulties. Reference has been made throughout this report to difficulties in the
unit that reached a crisis towards the end of 2004. This crisis had a lot to do with difficulties
in behaviour management. Throughout the year there had been concerns at high levels of
assault but, towards the latter half of the year, the concern was about the safety of one of the
young people. He was wandering out of the unit, his safety could not be guaranteed while he
was away from it and the staff team felt powerless to prevent him leaving it. In the course of
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discussions about this within the network of professionals involved in his care several options
were considered. One was referral to a special care unit that would have the legal authority to
detain him. Another was that the staff would physically restrain him in order to prevent him
leaving the unit. In the event, neither of these options were taken. Instead, staff worked
intensively with the young person in pairs, away from the unit, in order to re-engage with
him. Simultaneously, the team, as detailed elsewhere in this report, addressed issues to do
with their own functioning and internal communication. The strategy proved successful, the
young person stopped leaving the unit and his overall behaviour was much better contained at
the time of this inspection.

In dealing with the crisis brought about by concerns for the young person’s safety, the staff
team returned to first principles. Rather than see the problem just as a behaviour management
issue, they examined the degree to which they were meeting the young person’s emotional
needs. They addressed these emotional needs and the difficulties in relation to behaviour
management fell into place. They resisted the temptation to discharge the young person or to
engage in more invasive interventions to prevent him leaving the unit. They are highly
commended for the manner in which they dealt with the crisis.

In the time between the last inspection and this one, two young people had made the transition
for the unit back to mainstream residential centres. Given that young people are placed in
high support units because their behaviour is difficult to manage, this suggests that the
approach to behaviour management taken in the unit was successful.

The standard on behaviour management was well met.
Recommendation

7 The acting unit manager should ensure that a separate record is kept of sanctions and
that they are clearly distinguished from other interventions.

45.3 Restraint

As discussed elsewhere in this report, the unit used therapeutic crisis intervention (TCI)
approaches to the management of high risk behaviour. Thus staff were trained in the use of
de-escalation techniques, life space interviews and other techniques associated with TCI.
The use of TCI was individualised through the development of individual crisis management
plans (ICMPs) for each young person as part of the placement planning process. The ICMPs
were reviewed on a monthly basis.

Physical restraint had been used on 71 occasions with three young people in the 12 months
leading up to inspection. However, in the latter six months, it was used on just 27 occasions,
declining from nine in August 2004 to two in January 2005. The trend was clearly away from
reliance on this form of intervention. Of the 27 restraints used in the six months before
inspection, one third were of between one and three minutes duration and six involved
physically escorting a young person out of a room or area of the unit. The longest restraint
lasted an hour and a half and this was reviewed by the board’s TCI co-ordinator. The co-
ordinator concluded that the restraint was justified on the grounds of safety but recommended
a review of the young person’s ICMP. He stated the incident yielded new insights into the
young person’s behaviour that could help staff to manage him better.

Medical advice was sought in relation to each of the young people to ensure there were no
medical contra-indications to the use of physical restraint.
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The use of physical restraint was discussed and reviewed by the board’s monitoring officer
for children’s residential centres and the senior psychologist, as well as the board’s TCI co-
ordinator. Given the emphasis on training, review and monitoring of use of physical restraint
and taking account of the decreasing incidence of its use, inspectors consider that the standard
on physical restraint was well met.

4.5.4 Other interventions to manage behaviour
None of the young people in the unit were on medication to help with behaviour management.

The policy of the unit was to seek the assistance of the Gardai if the staff were not in a
position to ensure the safety of the young people or themselves. The Gardai had been called
on a number of occasions in the 12 months leading up to inspection but inspectors were
satisfied that this was not routine practice and that staff were not overly reliant on the Gardai
to ensure good order in the unit.

Staff in the unit sometimes brought a young person to the ‘quiet room’ as a way of managing
behaviour. This was only used at night and as a means of ensuring that a young person did
not prevent others from settling for sleep. A young person was required to spend the night in
the quiet room if he became disruptive or violent at bedtime. The young person was not,
however, locked in this room. The quiet room was used on 17 occasions in the six months
leading up to inspection. The frequency of use peaked in November 2004 when it was used
six times. In December it was used four times but only once in January.

Practices that separate young people from their peers or prevent them sleeping in their own
bedrooms should be avoided and used only in exceptional circumstances. In the unit, the use
of the quiet room was reasonable but it was not separately recorded as were physical restraints
and unauthorised absences. Inspectors believe that there ought to be a separate record of all
incidents involving the use of the quiet room to allow internal and external monitoring. Its
use should be reviewed regularly.

Some staff members who had been assaulted had made complaints to the Gardai and, as a
consequence, young people had been charged with assaults. There was no policy in relation
to this. Managers did not believe that they could either require staff to make such complaints
or forbid them from doing so. Staff members interviewed on the subject generally felt that
the staff ought to have the right to make complaints, even where they had not done so
themselves. Inspectors were satisfied that the intention in making these complaints was not to
have a young person placed within the remit of the criminal justice system. Despite this, the
situation was far from satisfactory. If it is purely a matter for individuals to decide, there can
be no consistency of approach and, whatever the intentions of those involved, the outcome of
the making of the complaint cannot be predicted with any certainty and may well undermine
the goal of the young person’s care plan. The unit required a policy. As part of this,
consideration should be given to requesting the Garda to appoint a liaison Garda whose
advice and assistance could be called upon in dealing with such situations.

Recommendations
8 The acting unit manager should introduce a separate record for the use of the quiet

room to facilitate internal and external monitoring. She should ensure that its use is
reviewed on a regular basis.
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9 The external line manager should develop a policy in relation to the making of
complaints to the Gardai by staff who have been assaulted by young people in the unit,
in consultation with the key stakeholders.

4.5.5 Unauthorised absences

The policy in relation to unauthorised absences stated that staff should engage with and
discourage a young person who shows signs of wishing to leave the unit without permission.
Should the young person leave, however, the policy stated that the staff member should
follow him and continue to engage with him. There was a clear procedure to be followed for
contacting family, Garda, social workers and others but this only came into operation when
the young person was out of sight of staff members. The decision as to when to contact the
various people was made by reference to the young person’s placement plan.

There were 22 unauthorised absences in the 12 months leading up to this inspection. The
records showed that practice was in accordance with policy.

Policy and practice in relation to unauthorised absences were good.

No. 119 Final Report 19



5. Summary of Recommendations

1 The child care manager should ensure that the therapeutic approach of the unit is
clearly understood by the professionals involved in the care of young people placed in
it.

2 The child care manager should ensure that the role of consultants who are external to

the unit is clearly defined, that the definition is written into the policy and procedure
document, and that the persons concerned operate in accordance with this definition.

3 The acting unit manager should clarify the policy about young people’s access to
reports prepared by non-unit staff and should outline for young people and staff how
the policy is to operate in practice.

4 The acting unit manager should ensure that records of complaints clearly state their
outcome and indicate whether they are closed or subject to some further procedure
such as an appeal.

5 The child care manager for North Lee Community Care Area should ensure that the
needs of the young person in the unit from that area are reassessed, and that following
reassessment the care planning group decides what services are required and who
should provide them.

6 Unit managers should participate in unit meals from time to time.

7 The acting unit manager should ensure that a separate record is kept of sanctions and
that they are clearly distinguished from other interventions.

8 The acting unit manager should introduce a separate record for the use of the
quiet room to facilitate internal and external monitoring. She should ensure that its
use is reviewed on a regular basis.

9 The external line manager should develop a policy in relation to the making of

complaints to the Gardai by staff who have been assaulted by young people in the
unit, in consultation with the key stakeholders.
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