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This High Support Unit in the Health Service Executive (HSE), Dublin North 
East Area Region underwent a full inspection by the Health Information and 
Quality Authority (the Authority or HIQA), in September 2012 and a previous 
inspection took place in May 2012. The reports can be accessed on the 
Authority’s website www.hiqa.ie as inspection reports ID numbers 411 and 
577 respectively.  
 
The Authority carried out an unannounced themed inspection of this unit 
under Section 69(2) of the Child Care Act, 1991. Helen Donovan (lead 
inspector) and Bronagh Gibson and Grace Lynam (co inspectors) carried out 
the inspection over 2 days the 25 and26 July 2013. The themes reviewed 
were as follows: 
 

• management and staffing 
• children’s rights 
• the management of behaviour and child protection. 
 

The findings of this inspection are outlined in the first inspection report. 
During the July 2013 inspection, a serious risk was identified in relation to fire 
safety and an immediate action plan was issued to the provider. 
 
The provider returned a response within the required timeline. However, this 
response did not address all identified risks and a revised action plan was 
sought by the Authority.  
 
The provider identified that four further fires had taken place within the unit 
following the inspection of the 25 and 26 July 2013, one of which 
necessitated calling the fire service. On receipt of this information, the 
Director of Regulation wrote to the National Director of the Children and 
Family Services on 13 August 2013 seeking assurances by 16 August 2013 
that: 
 

 systems were in place to address all matters of fire safety and health 
and safety for the unit 

 specific plans were in place to reduce and manage fire setting and 
other associated behaviours for all relevant children 

 all extant policies, procedures and guidance to staff posed no 
additional risk to accommodated children or staff. 

 
A written assurance was received from the National Director of Children and 
Family Services on 19 August 2013 in relation to the three points above.  

 
Introduction and Chronology 
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A focused evening inspection as part of the targeted monitoring activity was 
undertaken on 21 August 2013 to verify implementation of the specific actions 
that had been identified in the provider’s response.  
 
An action plan to address all non compliances and identified risks was issued 
to the HSE and is published at the end of this report. This action plan does 
not completely address the quality and safety concerns of the Authority who 
will continue to monitor the provision of care in the unit. 
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This unit is part of the Health Service Executive (HSE) National High Support 
and Special Care Service (NHSSCS) resource. It provides care and support to 
male and female children and young people aged between 12 and 18 years 
who required a more specialised service than foster care and mainstream 
residential care can provide. The unit is located on the outskirts of a large 
town and there is an established project in progress to build a special care 
unit on the site of the campus. At the time of inspection, there were four 
children and young people residing in the unit.  
 
The unit is made up of two separate accommodation units adjacent to each 
other, an onsite school, a recreational facility and an administrative building. 
At the time of inspection, only one accommodation unit was in use and was 
staffed to provide care to four young people.  
 
1.1   Methodology 

Inspector’s judgments are based on an analysis of findings verified from 
several sources including evidence gathered through observation, 
examination of records and documentation including: 
 

 the high support unit’s statement of purpose and function 
 the high support unit’s policies and procedures 
 the high support unit’s register 
 the high support unit’s service plan 
 the young people’s care plans and care files 
 census form on staff 
 census form on young people 
 administrative records  
 details of significant events recorded and reported 
 details of unauthorised absences  
 details of physical interventions  
 minutes of management and staff meetings 
 training needs analysis 
 training records 
 supervision records 
 the high support unit’s fire register 
 health and safety documents 
 the previous inspection report and follow-up report. 

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

 
1.  Introduction 
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 one child and two young people 
 two parents 
 the director of the unit  
 the assistant director of the unit 
 the senior clinical psychologist 
 one unit manager 
 one social care manager 
 the monitoring officer for the NHSSCS 
 four members of the social care staff 
 the chef and maintenance officer 
 five social workers. 

 
1.2 Acknowledgements 

The inspectors wish to acknowledge the cooperation of the children and 
young people, parents, the high support unit staff and all other professionals 
who participated in this inspection. 
 
1.3  Management structure 

This unit was Managed by the Director, who had overall responsibility for its 
governance and who reported directly to the Acting National Manager for the 
National High Support and Special Care Service (NHSSCS). The Acting 
National Manager reported to the National Director for Children and Family 
Services. 
 
There was also an Assistant Director who reported directly to the Director and 
deputised when the Director was on leave. The Unit Manager and Social Care 
Manager reported to the Director and were responsible for the day-to-day 
management of the unit. The management team worked core hours and 
outside of these hours the management function was provided via a rotational 
on call system but managers were not on-site. This was of concern to the 
Authority. The management team subsequently reported that childcare 
leaders managed day-to-day shifts outside of core hours. 
 
All staff were accountable to the Director, with the exception of the Senior 
Clinical Psychologist (SCP) who reported to an external line manager within 
the HSE. The SCP was part of the management team and worked with the 
children and young people to help them to manage their behaviour. The SCP 
also gave advice and support to the staff team in managing the children and 
young people’s behaviours.  
 
The School Principal and staff reported to their Board of Management and 
were inspected by the Department of Education and Skills.  
 
A HSE Monitoring Officer provided external oversight of the unit and reported 
to the Special Quality and Risk manager in the National Office for Children 
and Family Services frequently.  
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1.4  Data on young people 
 
Listed in order of length of placement 
 

Young 
Person Age Legal 

Status 
Length of 
Placement

No. of previous 
placements 

#1 12 Voluntary 
agreement 2 months 5 residential care unit 

placements 

#2 13 Voluntary 
agreement 7 months 3 foster care 

placements 

#3 17 Full Care 
Order 7 months 1 long term foster care 

placement 

#4 17 Voluntary 
agreement 8 months 

3 supported lodgings 
placements 

6 residential care 
placements 

5 foster care 
placements 
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Overall, inspectors found that although some improvements had been made 
and a programme of work undertaken since the last inspection, this was not 
sufficient to address the current serious risks to the health and welfare of 
children and young people living in the unit. Inspectors concluded that 
children were not safe. 
 
Since the previous inspection, the senior management team had developed a 
governance framework that clarified the different roles and responsibilities of 
the staff working in the centre and the different work streams related to 
these. The management of information had improved and there was better 
documentation particularly in relation to health and safety risks, complaints 
and notifications. There was evidence of consultation with children and young 
people through individual meetings and formalised young people forum 
meetings.  
 
This inspection identified that there was an immediate risk to the safety of 
children and young people due to a significant non-compliance with the 
National Standards for Children’s Residential Centres in relation to fire safety. 
Therefore, the Authority issued an immediate action plan - an exceptional 
regulatory activity which is invoked when there is actual or high likelihood of 
major serious injuries or harm occurring to children and young people.  
 
This inspection found that the acting national manager for the National High 
Support and Special Care Services (NHSSCS) and the director of the unit did 
not have the appropriate governance arrangements in place to ensure the 
safety of children and young people in their care. In particular, inspectors 
found that there was no coherent risk management system in place and 
therefore risks were not managed effectively.  
 
Despite all efforts to do so, the management team did not respond in a timely 
manner to operational risks. The service was not able to manage children and 
young people’s behaviours, which included: 

• fire setting 
• bullying 
• self harming 
• assaults 
• absences without authority. 

As a result, staff were not able to keep children safe. Although children spoke 
positively about their relationships and communication with staff, this rapport 
did not translate into effective behaviour management. The improvements 

 

2.  Summary of findings 
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made through the programme of work undertaken since the last inspection 
were not sufficient to address the current risks. 
This inspection found that rights of children and young people to freedom of 
movement were not always respected and upheld. Measures had been put in 
place to protect young people by restricting their liberty but these did not 
always result in a reduction of the risk taking behaviour. Doors were locked to 
prevent young people leaving the building at night but this did not reduce the 
number of unauthorised absences. In effect, children and young people’s risk 
taking behaviour did not reduce although they were regularly detained.  
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3.1 Governance and Risk Management 

 
1.1 Governance 

In considering all findings outlined in this report, inspectors found that despite 
some improvements since the last inspection on the 5 and 6 September 2012, 
the governance and management arrangements in the unit remain 
inadequate to ensure the quality and safety of services provided. The systems 
to support good quality safe care were not effective and did not ensure the 
safety, health and welfare of children, young people and staff. Notifications of 
significant events were made to the National Office for Child and Family 
Services, to social workers and the monitoring officer. However, this 
notifications system did not initiate changes to address and reduce serious 
risks to the children and young people.  
 
1.2  Risk Management 
 
Inspectors found that there were some improvements in risk management 
arrangements in the unit since the last inspection. However, there was no 
robust coherent risk management system in place. As a result, risks in the 
centre were managed in a fragmented way.  
 
Inspectors found that there were improvements in the identification, 
assessment and documentation of some risks and a health and safety 
committee had been established. The director informed inspectors that the 
post holder had overall responsibility for co-ordinating all levels of risk 
management, including the implementation of any controls to manage or 
reduce risk. However, the post holder stated that risks were managed 
through individual risk assessments and at a number of different meetings 
such as the senior management meeting, the health and safety committee 
meeting, the Significant Event Review Group (SERG) and the clinical review 
meetings. There was no comprehensive oversight of all the risks in the 
centre. 
 
The director informed inspectors that the health and safety statement had 
been reviewed and updated in June 2013. Inspectors found that there was a 
health and safety statement in place but it did not contain all the operational 
risks and could not be used as a robust tool to manage risk. Risk assessment 
sheets had been completed for a number of risks including those associated 
with unauthorised absence, taking drugs, sexual behaviour and inappropriate 
placement. However, inspectors found that not all risks had been assessed 
including fire safety and the locking of the external doors after 21:00hrs each 
night.  

 

3. Main findings 
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Key HSE policies did not direct the management of risk. The HSE Quality and 
Risk Standard (2009) document or the risk management policy were not 
identified as the policies supporting practice by either the director or the 
deputy director. The director informed inspectors that all ‘serious’ risks were 
reported to the acting national manager and the monitoring officer. However, 
the inspectors found that there were no criteria to define what constituted a 
‘serious’ risk and there was a possibility that the seriousness of some risks 
could be overlooked. In addition, there was no formal risk register in place 
and this did not allow for the oversight of all risks in the centre. The director 
informed inspectors that the individual risk assessments constituted a 
register. However, these were not aggregated for analysis to identify root 
causes of risks such as challenging behaviour to allow for effective measures 
to be put in place resulting in a reduction of risk. 
 
Each child was individually reviewed clinically, however, there was no clear 
strategy or action plan in place that considered the impact of behaviours of 
children on the experience of others and addressed these to reduce the risks 
in the unit as a whole. For example, there was no consideration that the 
interventions made by staff to support some young people individually to 
keep themselves safe were not working and thus should be reviewed and 
revised. Inspectors read the minutes of senior management and other 
meetings at all levels and found that they did not provide clear and adequate 
direction on responding to and reducing current risks. In addition, there was 
no consideration as to whether the service could continue to meet the needs 
of the children and young people living there or what would need to change 
in order for it to do so. There was no evidence that children and young 
people were assessed as a group in terms of vulnerability, age and needs and 
whether their interaction with each other increased the level of risk in the 
high support unit.  
 
The monitoring of risk by the management team did not lead to a safer 
service. The director informed inspectors that they monitored and responded 
to risk through the review of significant event notifications and regular 
meetings at all levels of the service. Inspectors verified this through review of 
a sample of the different meeting minutes including the senior management 
meetings and the Significant Event Review Group (SERG) meetings. The 
inspectors reviewed significant event notifications which included 
unauthorised absences, child protection notifications, complaints and the 
weekly updates to the National Office. The notifications and reports provided 
clear information and details of the incidents that had occurred. However, this 
did not lead to any action which reduced risk or improved in the service. 
 
The monitoring officer and social workers all confirmed that they were 
notified promptly of significant events. The monitoring officer had visited the 
unit following the notifications made in relation to fire setting. However, this 
did not lead to decisive actions to improve the service. There was no change 
in fire safety practice such as an increased number of fire drills for young 
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people and staff, no effective review of behaviour plans to see if they were 
working and no decision to review the continued suitability of the placement 
of some children and young people in light of child protection concerns. 
 
As a result, certain risks such as fire safety, self harm and bullying were not 
actively managed and children were not safe. In some instances, children and 
young people had harmed themselves or each other. Children and young 
people who spoke with inspectors admitted that they did not always feel safe 
and that they did not like the external doors being locked from 21:00 to 
07.30hrs. 
 
2. Fire Safety 

This inspection found that the arrangements in place to guard against the risk 
of fire were not adequate. The current arrangements did not take account of 
the increased risk of fire due to the profile and behaviours of the children and 
young people currently resident at the unit. 
 
The management team had undertaken a significant programme of building 
work to address the deficiencies related to fire safety identified in the 
previous inspection. Inspectors found that these included improvements to 
the structure of the building and the subdivision of the building into 
compartmentalised units. The director provided correspondence from a fire 
safety consultant, dated June 2013, indicating that all requirements in relation 
to fire safety and building control regulations had been complied with. 
However, on reviewing this document, inspectors found that it was an 
‘opinion’ and was signed in respect of the wrong Regulations - Child Care 
(Placement of Children in Residential Care) Regulations 1996 rather than 
Child Care (Placement of Children in Residential Care) Regulations 1995, Part 
111, Article 12. 
 
The unit had a fire safety statement that had been updated in June 2013. A 
fire safety risk assessment had been completed in January 2013. However, it 
did not take into account that all external doors were locked from 21:00hrs. 
The current fire system did not allow the doors to be unlocked automatically 
in the event of smoke or a fire being detected, although four fires had been lit 
within the centre in the six months prior to inspection and it was unclear what 
actions had been taken to review the current practice and what mitigating 
actions had been introduced to effectively manage the risk.   
 
Inspectors found that the minutes of the health and safety committee and the 
senior management meeting minutes made limited reference to the recent 
fires or the implications of this for fire safety practices. The only reference 
was contained in minutes of the senior management meeting (18 June 2013) 
which identified the need for more comprehensive fire training. However, 
inspectors did not find any evidence of further training having occurred and 
no young people had participated in a fire drill.  
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In light of this, the Authority issued an immediate action plan on the 31 July 
2013. The provider responded with an action plan within the agreed timeline 
of seven days. However, the action plan was not specific in regard to the 
actions being taken to mitigate the risk. Furthermore, it was noted by the 
inspectors that four further fires had been set since the last date of 
inspection. Consequently, the Authority escalated their concerns to the 
National Office for Children and Family services on the 13 August 2013. The 
National Director of Children and Family Services responded on the 16 August 
2013 outlining the current actions being undertaken and providing assurances 
in relation to systems in place to address all matters of fire safety and health 
and safety for the unit and agreement to notify incidents of fire setting to the 
Authority until further notice. 
 
3. Managing Behaviour 

 
3.1 Behaviour management strategies 

This inspection found that the staff in the unit were challenged in effectively 
managing the complex and sometimes unsafe behaviours of children.  
 
Strategies to manage children’s behaviour were not effective. Children 
continued to display complex and unsafe behaviours and some children 
developed new challenging behaviour as a result of mixing with the other 
children and young people in the unit. Staff interviewed described a model of 
behaviour management that was based primarily on positive relationships 
with the children and the professional management of aggression and 
violence. However, there was no evidence that these strategies had reduced 
children’s challenging behaviour. Examples of this included: increased 
incidences of self harm that required admission to hospital and being absent 
at risk, bullying others and threatening and assaulting staff.  
 
This inspection found that the use of restraints within the unit was consistent 
with their policy. The unit used a consistent identified method of physical 
restraint to protect children and young people. Staff told inspectors that as far 
as possible they used other methods to try and de-escalate the situation 
before using physical restraint. This was confirmed through review of 
significant events documentation.  
 
Data provided as part of this inspection indicated physical restraints had been 
used on 10 occasions over the preceding six months and some young people 
spoken with confirmed that restraint was used. However, inspectors found 
that An Garda Síochána were called regularly to provide assistance when staff 
assessed it was not safe to physically intervene due to the level of threatening 
behaviour used on those occasions by the children and young people. The 
inability of staff in the centre to effectively manage this behaviour without the 
assistance of An Garda Síochána served to further re-enforce the children and 
young people’s perception that the staff were not able to maintain order. The 
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inspectors are of the opinion that this pattern if not effectively managed could 
further escalate the pattern of negative behaviours in the unit.  
 
Inspectors found that the process to monitor the ability of the service to meet 
children and young people’s needs on an ongoing basis was not adequate. 
There was evidence that children and young people’s needs and behaviours 
changed during their stay in the unit and sometimes they engaged in 
assaultive behaviour to other children. As a result, children and young people 
were exposed to harm by their peers which was not effectively managed in 
the unit.  
 
Whilst it is highly likely that children and young people coming to a high 
support unit will present with complex behaviours, their outcomes should 
improve as a result of the care which they receive. Inspectors were concerned 
that there was little expectation that the children and young people could 
change or their behaviour could improve and this was also reflected in the 
interviews inspectors undertook with the social workers allocated to the 
children and young people in the unit. 
 
3.2 Bullying 

Inspectors found that bullying at the unit was not well managed and did not 
promote a safe and positive environment for children and young people. 
Although the staff undertook individual and group work to help children to 
self regulate their behaviours, these measures were not sufficient to reduce 
the bullying. In addition, there was little evidence of consequences applied to 
children and young people when behaviours were unacceptable. 
 
Staff did not address bullying behaviour. They told inspectors that they were 
aware of the policy; however inspectors found that this policy was not 
successfully implemented despite high staffing levels in the unit. In addition, 
staff reported that they had not received specific training on preventing and 
managing bullying behaviours. They told inspectors that they understood the 
policy in terms of a child’s right to complain about being bullied but they did 
not identify their own professional responsibilities in promoting a positive, 
safe environment for the children in the unit.  
 
Case records and other documents showed that some children and young 
people were subjected to systematic bullying by others while in the unit and 
there had been assaults on children on at least two occasions. Staff informed 
inspectors that they had not made any changes to the way in which they 
worked with the children and young people in response to bullying. For 
example, the monitoring of children and young people was not increased and 
managers had not stressed the accountability of staff when bullying occurred. 
One incident of bullying had resulted in a child being injured although the unit 
was well staffed at the time. One young person talked about the unit and 
said: “It’s not a good place for young people, grand at times, rough at other 
times”. Some children said that they would like to be able to lock their 
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bedroom doors at night to keep themselves safe and staff had done this on 
occasion. Social workers informed inspectors that they believed that staff 
addressed bullying and supported vulnerable children as much as possible. 
However, inspectors were not satisfied that this was the case and bullying 
continued in the unit at the time of the inspection.  
 
As a result, young people continued to engage in this negative behaviour and 
some children continued to suffer the impact of this. Inspectors were not 
satisfied that children and young people were provided with a responsible 
adult presence, prepared to undertake the necessary measures to maintain 
each child and young person’s safety. 
 
3.3 Unauthorised absences 
 
Inspectors found that the risks associated with unauthorised absences 
continued to be a matter of concern. Information provided as part of the 
inspection indicated that there were a high number of absences from the unit 
and that children and young people frequently placed themselves at risk 
during these absences. 
 
Absences were classified as either ‘absent at risk’ or ‘absent without 
permission’ and the latter classification indicated that low or no risk had been 
incurred. Data provided by the unit showed that there were a total of 97 
absences from the unit since January 2013, 84 of which were classified as 
‘absent at risk’. This meant that on average, each child placed themselves at 
risk when leaving the unit on an unauthorised basis at least three times per 
month. 
 
In spite of the practice of locking doors, children and young people continued 
to leave the centre on an unauthorised basis. They then engaged in risk 
taking behaviour, such as excessive drinking of alcohol, sexualised behaviour 
and drug misuse. In some instances, children and young people alleged that 
they had experienced harm. It was evident that despite the level of 
supervision available to children, the reason for and risk associated with 
unauthorised absence had not been adequately assessed, reviewed and 
corrective actions taken to ensure that all children and young persons living in 
the unit were safe. 
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4. Children’s Rights 

4.1 Restriction of liberty 
 
This inspection found that the rights of children and young people were not 
always upheld. 
 
The inspectors identified that the key policies which included the current 
national policies related to the management of serious and immediate risk 
and the policy on preventing young people from leaving the high support unit 
and/or area of the high support unit and placing themselves or others at risk 
were not followed by staff and this impacted on children’s rights.  
 
It was reported by staff that a decision to lock the doors of the unit from 
21:00 – 07:30hrs to prevent children and young people leaving the building 
had been made by the national director of Children and Family Services and 
the acting national manager for the NHSSCS. However the inspectors found 
no evidence of any written record of this directive.  
 
The inspectors further explored this and were informed by staff that these 
policies only allowed for non-routine interventions, such as locking external 
doors based on the ongoing assessment of risk to children and young people. 
However the inspectors found that the practice of locking doors was now 
routine and was not informed by any ongoing risk assessment. In addition, 
inspectors noted that the use of such a directive was not in compliance with 
the current national policies. 1 2 
 
This practice had commenced in January 2013. The following data shows a 
comparison of the number of incidents of unauthorised absences and 
absences at risk in the three months before and after the practice of locking 
of the door was commenced in December 2013 in response to one young 
person’s behaviour and then became routine. The data indicated that this 
practice had no impact on the number incidents of unauthorised absences 
and absences at risk that occurred at the unit.  
 
Table of unauthorised absences and absences at risk 
 
Unauthorised absences and absences 
at risk October – December 2012 
prior to the practice of locking doors 

 

Unauthorised absences and absences 
at risk January – March 2013 
following the practice of locking doors

33 incidents 34 incidents 
 

                                                 
1 HSE Management of Serious and Immediate Risk. 
2 HSE Preventing Young People from Leaving the High Support Unit and/or Area of the High Support 
Unit and Placing Themselves or Others At Risk. 
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4.2 Complaints management 
 
Inspectors found that the management of complaints had improved since the 
last inspection. There was a complaints management policy and the children 
and young people knew how to make a complaint. The documentation related 
to complaints was securely filed and easily accessible.  
 
Documentation provided by the unit indicated that there were three 
complaints made by young people at the unit over the past 12 months.  
These included a complaint by a young person that his/her rights were not 
upheld because the front door was routinely locked every night, and one 
about an incident that had occurred in the school. The third complaint was 
withdrawn by the young person following the findings of the complaints 
investigation. Inspectors found that these complaints were managed 
effectively. The director of the high support unit provided a secure complaints 
folder to inspectors that contained details of the management, follow up and 
closure of each complaint. The director informed inspectors that each young 
person was spoken to regarding their concerns, which young people 
confirmed. Inspectors found that these concerns had been recorded in the 
complaints log, and were in the process of being investigated or had been 
closed off.  
 
However, inspectors were concerned about the low level of complaints, 
considering that some children said that they did not feel safe and that they 
had received some injuries.  
 
5. Safeguarding and child protection 
 
This inspection found that the systems to support safeguarding children and 
young people were not sufficiently robust. At the previous inspection, deficits 
had been identified in identifying, tracking and monitoring child protection 
concerns in the unit. This inspection found that these deficits had not been 
sufficiently addressed and the systems in place for safeguarding and 
protecting children did not keep all children and young people safe and 
protect them from abuse. 
  
The inspectors identified that revised systems had been put in place to 
manage child protection and safeguarding concerns since the previous 
inspection. There was now a designated child protection coordinator who was 
undertaking a programme of work to improve child protection processes, 
including a review of significant events and child protection concerns which 
had occurred in the previous 12 months. Inspectors found that the majority of 
relevant documentation was consistent with the requirements of Children First 
(2011) and was securely stored. There were 13 child protection concerns in 
the 12 months prior to inspection; relevant parties were notified 
appropriately, and care files showed that a plan was developed in response to 
the majority of these concerns. Staff requested updates on the status of child 
protection investigations from the relevant social workers.  
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However, not all allegations of abuse were identified as child protection issues 
requiring a standard reporting form. In one case, inspectors reviewed a child 
protection allegation made by one young person about another young person 
living in the unit. The child protection coordinator told inspectors that the staff 
team had discussed the incident but did not make a report on the alleged 
perpetrator to the HSE. Further allegations had been made in relation to this 
young person. This indicated that an opportunity to safeguard other children 
had been missed and children were not properly safeguarded.  
 
No overall risk assessment was undertaken for all children and young people 
living in the unit in relation to safeguarding and this was confirmed by the 
child protection coordinator. There were issues in relation to protecting girls 
and vulnerable males from abuse from other males within the unit. Children 
behaved in a way which placed them at risk of abuse from others during 
unauthorised absences. Although extra resources had been allocated to the 
unit in order to provide one to one staffing for children this was not effective 
and they left the building unaccompanied on occasion placing themselves at 
risk from others, particularly in terms of sexual behaviour. 
 
Inspectors reviewed a number of cumulative incidents in relation to one 
child/young person and were concerned about the level of potential risk and 
allegations of harm to the child/young person. This child/young person’s 
social worker also acknowledged that given the number of incidents relating 
to this child/young person and despite the best efforts of the high support 
unit, the child/young person was not safe. Inspectors were not satisfied that 
all measures to safeguard and protect this child/young person had been 
considered by the management team and social worker. No consideration was 
given to whether this placement continued to be suitable to meet the 
child/young person’s current needs or what measures needed to be put in 
place. 
 
6. The Purpose of the Unit 

6.1 Statement of purpose 
 
The statement of purpose and function described the service which was to be 
delivered to children and young people and the manner in which care was to 
be provided. The statement of purpose identified that the centre was to 
function as an open unit in order to provide mixed gender residential care for 
young people aged between 12-18 years and accepted children and young 
people with complex behavioural needs. However, it did not accurately 
describe how care was currently provided to the children and young people at 
the centre and did not reflect the fact that children and young people were, 
de facto, detained in the centre from 21:00 – 07:30hrs.  
 
The children and young people currently placed in the service had been 
assessed prior to admission as being suitable for a high support unit, rather 
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than a service which provided detention such as a special care unit. The 
National Office had given a directive for the doors to be locked at 9.00pm. 
Although this directive was not documented, the minutes of the staff meeting 
on the 1 May 2013 confirmed that this directive had been given. The 
necessity for doors to be locked indicated that either children and young 
people actually required detention, or that the service could not meet their 
needs as described in the statement of purpose and function reviewed by the 
inspectors.  
 
The statement of purpose and function met the requirements of Standards 
and Regulation and was found to be up-to-date and signed. It described the 
provision of care as based on developing individual relationships, developing 
the resilience of the children and young people to cope with what had 
happened to them and included ‘individual needs driven care, education and 
therapeutic programmes directed towards social reintegration.’ However, the 
model of care as delivered by the staff did not meet the needs of children and 
young people in the unit. Inspectors found that staff were challenged to meet 
the complex needs of the children and young people in the unit. Inspectors 
found that staff did not all have sufficient training, knowledge or skills to 
safely deliver the service as outlined in the statement of purpose.  
 
The discrepancy between the statement of purpose and the way in which the 
unit currently operated meant that children’s needs were not being met. It 
was not clear that the model used was effective in delivering positive 
outcomes for the children and young people. For example, there was no 
evidence that children and young people were achieving any degree of social 
integration. Children and young people’s behaviour and safety actually 
deteriorated (in relation to fire setting and ‘absences at risk’) during their 
placement. Inspectors found that the managers at national and unit level had 
failed to review the statement of purpose in the light of the poor outcomes 
for children. 
 
6.2  Discharges 
 
This inspection found that although the discharges of children and young 
people were planned, there were problems in finding suitable placements to 
which children and young people could be discharged. Inspectors found 
reference in the SERG annual report that some negative incidents involving 
children and young people were prompted by their uncertainty about their 
future placements. Inspectors concluded that there was a requirement for the 
HSE to ensure that suitable placements would be identified for these children 
to alleviate their anxiety and prevent any escalation of challenging behaviour. 
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The findings of this inspection are outlined in the first inspection report. 
During the July 2013 inspection, a serious risk was identified in relation to fire 
safety and an immediate action plan was issued to the provider. The provider 
returned a response within the required timeline. However, this response did 
not address all identified risks and a revised action plan was sought by the 
Authority.  
 
The provider identified that four further fires had taken place within the unit 
following the inspection of the 25 and 26 July 2013, one of which 
necessitated calling the fire service. On receipt of this information, the 
Director of Regulation wrote to the National Director of the Children and 
Family Services on 13 August 2013 seeking assurances by 16 August 2013 
that: 
 

 systems were in place to address all matters of fire safety and health 
and safety for the unit 

 specific plans were in place to reduce and manage fire setting and 
other associated behaviours for all relevant children 

 all extant policies, procedures and guidance to staff posed no 
additional risk to accommodated children or staff. 

 
A written assurance was received from the National Director of Children and 
Family Services on 19 August 2013 in relation to the three points above.  
 
A focused evening inspection as part of the targeted monitoring activity was 
undertaken on 21 August 2013 to verify implementation of the specific actions 
that had been identified in the provider’s response. The findings of this 
inspection are contained in the following report. 
 
 
  

Follow up by the Authority to concerns identified in the 
inspection visit of 25-26 July 2013. 
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1. Introduction 

The Health Information and Quality Authority (the Authority or HIQA) 
Regulation Directorate carried out an unannounced focused evening 
inspection of a High Support Unit in the Health Service Executive (HSE), 
Dublin North East Area under Section 69(2) of the Child Care Act, 1991 as 
part of a themed inspection initiated in July 2013. Ann Delany (lead inspector) 
and Pat Bergin (co inspector) carried out the inspection from 20:30-22:40hrs 
on 21 August 2013.  
 
2. Background 
 
At the time of the focused evening inspection, there were five children and 
young people residing in the high support unit aged from 12 – 17 years. Since 
the last inspection in July 2013, one young person had been admitted to the 
centre in an unplanned manner. Another of the young people was 
transitioning to a foster care placement and was not present in the centre on 
the night of the inspection. Three children and young people were in the 
centre at the time of the inspection and another and was scheduled to return 
to the unit that evening. His/her return was awaited.  
  
3. Summary  
 
While some progress had been made since the July 2013 inspection there 
continued to be ongoing risks to children, young people and staff within the 
unit. There was a lack of confidence amongst the staff team in how to 
address children and young people’s individual and group challenges during 
periods of disruptive behaviour. The requirement for the management team 
to provide clear direction and develop and implement a comprehensive 
strategy to address the various components contributing to the current crisis 
within the unit needs to be addressed as a matter of urgency.  
 
4. Findings 
 
4.1 Fire Safety 
 
Children and young people had continued to set fires within the centre since 
the July inspection. Social care staff told inspectors of a number of fires that 
had been set by children and young people within the unit. Social care 
workers described different fire setting events and calling the local fire 
service. 
 
Inspectors reviewed the significant event log, incident book and significant 
incident reports but inspectors were unable to determine the number of fires 
that had been lit as there was no complete and comprehensive list.  
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Inspectors found that the five social care staff on-duty were not appropriately 
trained in fire safety. Inspectors interviewed the five care staff on-duty and 
found that none of these staff had received fire safety training in the recent 
past. Section 10(2) of the Safety, Health and Welfare Act (2005) requires that 
training should be adapted to take account of new or changed risks to safety, 
health and welfare at work and shall, as appropriate, be repeated periodically. 
All of the social care staff on duty told inspectors that they had been on duty 
for at least one of the recent fires. One staff member had experienced four 
fires and had never been involved in a fire drill.  
 
Not all arrangements for preventing or managing fires were in use. Inspectors 
observed fire activation points throughout the unit accommodating the 
children and young people. This system was activated by a key but the staff 
on duty had no knowledge of how to use this system and did not have access 
to a key. In addition, there was a pin point alert system in place (a system by 
which staff can alert colleagues that they require assistance). However, staff 
on-duty told inspectors they did not always carry the activation device.  
 
Inspectors witnessed that all external doors to the building were locked at 
21:00hrs and exit through any windows was not possible. Each staff member 
carried a master key that opened the external doors to mitigate the fact that 
children and young people were not able to open the doors themselves. It 
was still not clear if the fire officer was aware of this practice.   
 
Inspectors observed the remnants of the last fire from 18 August 2013 in one 
of the bedrooms. Powder from the fire extinguisher and burned materials 
were observed in the en suite. Staff told inspectors of two fires that staff 
members had attempted to extinguish using carbon dioxide extinguisher. 
However, staff told inspectors that they were not sure if the correct 
extinguisher had been used. Inspectors could not find any evidence that staff 
had clarified this issue. This meant that staff were not clear as to the 
extinguisher which should be used should a similar situation arise again. 
 
Fire retardant bedding was now in place in the unit. Since the last inspection 
staff informed inspectors that the unit had replaced all the mattresses and 
bedding to ensure it was compliant with the requirements of Regulation 
12(1)(c) 1995.  
 
Inspectors reviewed the unit’s fire book which had been started in August 
2013. This document outlined that 21 of the 48 staff and one young person 
had participated in one of two fire drills held on 1 and 16 August 2013. The 
daily log of fire checks had commenced on 19 August 2013 and the inspectors 
observed that the checks had been completed and signed on the 19 and 20 
August. The log was signed for the day of inspection (21 August 2013) but 
the relevant entries had not been made. The inspectors also observed that 
the log had been signed for a further two days (22 and 23 August 2013) in 
advance of these dates. Inspectors found this to be unsafe and poor practice. 
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4.2 Managing behaviour 
 
Staff were not effectively able to manage children and young people’s 
behaviour. Social care staff told inspectors that the children and young people 
had “control” within the centre. They said that the children and young people 
alluded to a fire brigade if staff exercised authority.  
 
Individual Crisis Management Plans (ICMP) were in place for children and 
young people and they had been recently revised. However, they did not 
contain actions or plans necessary to identify or respond to the crisis 
behaviour displayed by the children and young people. Inspectors viewed two 
of the ICMPs which had been reviewed prior to the inspection.  
There was no evidence that children and young people behaviour had 
improved since the July 2013 inspection. Social care workers told inspectors 
of the challenging behaviour evident in the centre which included fire setting, 
substance misuse, bullying, one drug overdose that required hospitalisation, 
holding of blades, threatening behaviour to other residents and staff and 
alleged arson within the local community. Staff told inspectors that the An 
Garda Síochána had met with the staff team and they had established a plan 
and recording mechanism to identify the level of aggression and threats made 
by children and young people. Staff said this information would inform 
ongoing An Garda Síochána enquiries. 
 
Staff told inspectors that they were aware of the directive since December 
2012 from the HSE National Office Child and Family Service about the locking 
of the external exit doors from 21:00 – 07:30hrs. Staff said this was as a 
result of unauthorised absences from the unit for some children and young 
people. Inspectors did not find evidence that the locking of the doors was 
directly connected with the fire setting. Social care staff said that each time 
they had evacuated the building (nine or 10 occasions) the children and 
young people stayed on campus, made no attempt to leave and generally 
complied with staff direction. Some of the children/young people had also 
forced open an exit door but again had not made any attempt to leave the 
campus. Inspectors were told that there were no consequences evident for 
negative or challenging behaviour displayed by children or young people 
 
Inspectors found that children and young people’s collective behaviour was 
not being managed. Social care staff told inspectors that the individual care 
for each young person was discussed at the weekly clinical meetings and 
inspectors saw evidence of this in children and young people’s care files. 
However, there was no evidence to support discussion on the risk of the 
children and young people’s collective behaviour or the development of a 
strategy to address the culture which had developed in the centre.  
 
The care staff team were observed as being unclear on an agreed strategy to 
manage the ongoing and challenging behaviour. Staff said that there had 
been a directive from management to monitor the children at night-time from 
corridors and the office.  
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However, staff outlined that the children and young people were awake all 
night and slept during the day. No plan had been identified to address this 
significant contributing factor to the challenges experienced by care staff at 
night time. 
 
Staff told inspectors that the unit managers acknowledged and agreed with 
the difficult situation. However, there was no evidence of a strategy or plan to 
manage the current situation. Staff were aware of some level of response 
from management and referenced a proposed plan to installation of closed 
circuit television (CCTV). However, staff reported that they were unclear as to 
the reason for its installation or the timeline. In addition, they voiced concerns 
that the installation of CCTV could be a trigger for further negative behaviours 
and escalate the situation further. 
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These recommendations are derived from the findings of the inspections of a 
Children’s High Support Unit in the HSE Dublin North East Area on the 25-26 
July 2013 and a focused evening inspection as part of targeted monitoring 
activity undertaken on 21 August 2013. 
 
Standard 1  Purpose and function 
 
The centre has a written statement of purpose and function that 
accurately describes what the centre sets out to do for young people 
and the manner in which care is provided. The statement is 
available, accessible and understood. 
 
Recommendation:  
 
1. The, National Office, Acting National Manager of the NHSSCS with the 

Director of the unit must as a priority:  
 

 review and if appropriate, amend the statement of purpose and 
function to ensure the service is clearly described using a model 
of care which meets the needs of children and young people 
and that the resources are in place to deliver such a service 

 deliver a service which fully reflects the statement of purpose 
and function 

 include in the statement of purpose and function all the relevant 
policies, directives, risk management procedures to effectively 
govern the service 

 ensure that robust arrangements are in place to monitor that 
the service is delivered according to the statement of purpose 
and function. 

 
  

 

5. Summary of recommendations 
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Standard 2 Management and staffing 
 
The centre is effectively managed, and staff are organised to deliver 
the best possible care and protection for young people. There are 
appropriate external management and monitoring arrangements in 
place. 
 
Recommendations:  
 
2. The Acting National Manager for the NHSSCS and the Director of the 

unit must as a priority put in place: 
 
• robust systems to manage risk both at an organisation and operational 

level, including such issues as fire safety, managing behaviour, 
preventing and managing allegations of abuse  

• a system to monitor the effectiveness of the service and take any 
actions required to improve it and maintain safety, taking in to 
account the number of children living in the centre and the nature of 
their needs. 

• a staff development and training programme that supports staff to be 
competent and confident to deliver effective care. 

 
Standard 4 Children’s Rights 
 
The rights of young people are reflected in all centre policies and 
care practices. Young people and their parents are informed of their 
rights by supervising social workers and centre staff. 
 
Recommendation:  
 
3.  The National office, Acting National Manager of the NHSSCS and 

Director of the unit in-line with relevant policies*, should review the 
routine practice of locking doors at night. There should be an ongoing 
process to monitor the effectiveness of this practice to ensure that it 
results in improved outcomes for children and young people. 

 
 
 
 
 
 
 
 
*HSE Management of Serious and Immediate Risk. 
*HSE Preventing Young People from Leaving the High Support Unit and/or Area of the High Support 
Unit and Placing Themselves or Others At Risk. 
  



Inspection of a Children’s High Support Unit in the HSE Dublin North East Region 
Health Information and Quality Authority 

29 
 

Standard 5 Planning For 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. This 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. 
 
Recommendations:  
 
4.     The supervising social worker of the child or young person must review 

all significant event notifications in a timely manner and take appropriate 
action to ensure that the child or young person is safe and well cared for 
at the high support unit. 

 
 
Standard 6 Care Of Young People 
 
Staff relate to young people in an open, positive and respectful 
manner. Care practices take account of the young people’s 
individual needs and respect their social, cultural, religious and 
ethnic identity. Young people have similar opportunities to develop 
talents and pursue interests. Staff interventions show an awareness 
of the impact on young people of separation and loss and, where 
applicable, of neglect and abuse. 
 
Recommendation:  
 
5. The director of the unit must put in place, within two weeks, an 

operational plan to manage children and young people’s behaviour in 
the unit including bullying, fire setting, assaultive behaviour, risk taking 
behaviour and unauthorised absences. The director should provide a 
monthly update to the national office on the implementation of this plan 
and outcomes for children and young people. 
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Standard 7 Safeguarding and Child Protection 
 
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. 
 
Recommendation:  
 
6.  The acting national manager of the NHSSCS and director of the unit 

must develop within the next two weeks and put in place a robust 
strategy to protect and safeguard children and young people from harm 
and abuse, in compliance with Children First (2011). This should contain 
clear, detailed actions to address the deficiencies identified in this report 
and the ongoing process to monitor the effectiveness of the strategy. 

 
Standard 10 Premises and Safety 
 
The premises are suitable for the residential care of young people 
and their use is in keeping with their stated purpose. The centre has 
adequate arrangements to guard against the risk of fire and other 
hazards in accordance with Articles 12 and 13 of the Child Care 
(Placement of Children in Residential Care) Regulations 1995. 
 
Recommendation:  
 
7. Immediate Action Plan  
The high support unit must undertake a risk assessment of fire setting and 
evaluate existing controls to ensure that: 

 adequate precautions have been taken against the risk of fire, 
including the provision of adequate means of escape in the event of a 
fire 

 adequate arrangements are in place for detecting, containing and 
extinguishing fires, and for the maintenance of firefighting equipment 

 all reasonable measures have been taken to ensure that materials 
contained in bedding and the internal furnishings of the residential 
centre have adequate fire retardant properties and have low levels of 
toxicity in the event of a fire.  
 

Recommendations: 
 
8.  The acting national manager of the NHSSCS and the director of the unit 

should review as a matter of urgency the issues raised in relation to the 
risks associated with fires during the two inspections.  
They should: 

• develop a priority action plan to address areas of immediate risk and 
provide a report on progress to the National Office one month from 
the date of receipt of this report 
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• ensure that all incidents of fire setting are notified to the Authority 
until further notice.  

9.  The acting national manager for the NHSSCS should supply written 
confirmation from a certified engineer or a qualified architect that all 
statutory requirements relating to fire safety and building control have 
been complied with in accordance with the Child Care (Placement of 
Children in Residential Care) Regulations, 1995, Part 111, Article 12. 

 
10. The regional fire prevention officer and director of the unit should put in 
place all required precautions against the risk of fire, in compliance with their 
health and safety statement, taking into account Section.10 (2) of the Safety, 
Health and Welfare Act 2005 which requires that ‘training should be adapted 
to take account of new or changed risks to safety, health and welfare at work 
and shall, as appropriate, be repeated periodically’.  
 
11. The director of the unit with the regional fire prevention officer should 
monitor fire precautions and take any required actions to reduce the risk of 
fire. 
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Provider’s response to immediate Action Plan∗ 
 
Centre/LHA ID: 266 

Date of inspection: 25/07/2013-26/07/2013 
 

Date of response: 08/08/2013 
 

 
Requirements 
 
These requirements set out what the provider must do as a matter of urgency to meet the National Standards for Children’s 
Residential Centres and Articles 12 and 13 of the Child Care (Placement of Children in Residential Care) Regulations 1995. 
 
                                                 
∗ The Authority reserves the right to edit responses received for reasons including: clarity; completeness; and, compliance with legal norms. Any sensitive information 
pertaining to young people has been removed from Appendix 1 of this report. 

 
Health Information and Quality Authority 
Regulation Directorate 
 
 

Immediate Action Plan 
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The timeframes are set by the Health Information and Quality Authority due to the immediacy of the actions required. 
 
The LHA was not compliant with the standard and regulation in the following respect: 
 
Four fires have occurred in the high support unit over the past six months. The only means of escape from the high support unit after 
21:00 hours is through a locked front door. 
 
The centre did not have adequate means of escape and adequate arrangements were not in place for the evacuation, in the event of 
fire, of all persons. 
 
There was no evidence that the management team had reviewed the systems in place to ensure that they were effective and that 
there is a clear means of escape for all children, young people and staff, in light of these events.  
 
There was no evidence that adequate arrangements were in place for the evacuation, in the event of fire, of all children, young people 
and staff as all staff who worked the night shift and all young people had not been engaged in a night-time evacuation drill following 
the decision to lock the doors to ensure they were competent with fire management and evacuation procedures. Only one fire drill had 
occurred in this time and it was a daytime drill. 
 
 
Action required:  
 
1. The high support unit should undertake a risk assessment of fire setting and evaluate existing controls to ensure that : 
 

• adequate precautions have been taken against the risk of fire, including the provision of adequate means of escape in the event 
of a fire 

 
• adequate arrangements are in place for detecting, containing and extinguishing fires, and for the maintenance of fire fighting 

equipment 
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• all reasonable measures have been taken to ensure that materials contained in bedding and the internal furnishings of the 

residential centre have adequate fire retardancy properties and have low levels of toxicity in the event of a fire.  
 
Reference:  
Standard 10: Premises and Safety. 
Articles 12 and 13 of the Child Care (Placement of Children in Residential Care) Regulations 1995. 
 
Please state the actions you have taken or are planning to take with timescales: Timescale and post holder 

responsible: 
 

Specific actions: 
 
(a) A risk assessment shall be carried out to review the concerns raised in relation to the risk of 
fire, means of escape, arrangement for detection, containing and extinguishing fire and 
maintenance of equipment. This assessment shall be informed by the HSE Fire Prevention Officer 
who is the expert in this area. The contributors to the assessment and those evaluating existing 
controls shall be aware of and take into account current risks, including the following: 

• There has been a number of recent fires,  
• the external doors are locked from 21:00hours to 07:30hours  
• when the fire alarm sounds there is no door release system so the doors remain locked until 

opened by staff with a key (which they carry at all times).  
• the profile of the currently residents 
• the response shall include a commitment regarding fire drills ( and how it will be ensured 

that all children and young people present participate in the fire drills) 
 

 
 
 
Both the described reports shall 
be drafted by Deputy Director 
(in conjunction with staff and 
fire officer), signed off by 
Director and approval by 
National Manager 
 
To be drafted by 9 August 2013, 
signed off and approved by 12 
August 2013 
 
All recommendation to be 
completed by the 16 August 
2013. 
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(b) An additional risk assessment regarding materials contained in bedding and the internal 
furnishings shall also be undertaken by local managers and appended. This risk assessment shall 
address the issue of bedding and soft furnishings having proper fire regulation accreditation     
 
Measuring progress: 
 
(a) The outcomes of fire safety risk assessment shall be measured by: 
 
(i) a signed off report responding to the concerns raised 
(ii) a set of specific recommendations 
(iii)an action plan to realise the recommendation 
(iv) Have specific recommendation concerning drills for residents and staff. 
 
(b) The outcome of the ‘bedding assessment’ shall be measured by description of findings and 
recommendations.  
 
Achievable: 
(a) With the assistance of the HSE Fire Prevention Officer, staff and management of the high 
support unit and the National Office, the completion and approval of a risk assessment is regarded 
as completely achievable. 
 
(b) The deputy director shall be able to undertake a review of the safety labels on current materials 
and issue directions in regard required changes of materials. 
 
Realistic:  
(a) and (b) The risk assessment shall be in the context of the concerns on having locked doors, 
knowledge of current young people and the recent fire incidents. Any and all recommendations are 
required to be realistic and realisable.  

The reports shall take full 
cognisance of the points made 
in the document under the 
heading: 
 
‘The LHA was not compliant 
with the standard and 
regulation in the following 
respect’ 
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Timely: 
(a) The time frame for completion of the Immediate Actions Plan, the Risk Assessment, Risk 
assessment report and implementation of all recommendations shall be targeted at 13 August 2013 
(2 weeks from receiving the notification). 
(b) The recommendation shall need to be enacted ASAP (before 16 August 2013) – this is to allow 
purchasing of any required new bedding, etc. 
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Any comments the provider may wish to make: 
 
 
Supporting information / Comments 
 
Extracts from the ‘high support unit - Safety Statement’ Revised on 28 April 2013 
 

Regional Fire Prevention Officer 

 
Under the general direction and control of the Technical Services Officer, the Fire Prevention Officer will be responsible, within the 
HSE North East. 

 

 
1. Regular inspections of the buildings, means of escape and all fire-fighting equipment and ensuring that all such equipment is 

properly located, well marked, in good repair and in good working order. 
 
2. Reviewing and, as necessary, drawing up of fire orders, including evacuation schemes for the various types of building and 

institutions, including schemes for evacuation of all persons with particular regard to mentally ill and non-ambulant patients. 
 
3. Instruction of staff in each institution in: 

 
a. Avoidance of fire hazards 
b. summoning of the fire brigade 
c. operation of the fire alarm and fire equipment, and means of escape 
d. curtailment of an outbreak of fire, pending the arrival of the fire brigade, prevention of smoke spread and evacuation 

of danger areas. 
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4. Arranging regular fire drills in each institution and ensuring that they are properly carried out. 
 
5. Advising as appropriate regarding interpretation of Fire Protection Standards and Building Regulations issued by the 

Government Departments and ensuring their implementation. 
 

6. Monitoring all means of escape to ensure that they are both safe and adequate and at all times, kept operative and clearly 
indicated. 

 
7. Keeping proper records of all inspections, fires, evacuation drills, fire fighting equipment and such other matters relating to 

his/her office as fire prevention officer. 
 

8. Reporting in writing, to the technical services officer or other delegated officer, at three-monthly intervals on the state of the 
fire prevention services in the Board’s buildings and institutions assigned to her. Also, report immediately all outbreaks of 
fire, breach of the fire prevention orders and failure to perform fire drill at the Board’s buildings and institutions. If so 
directed, the fire prevention officer will make out an annual report on all aspects of fire and safety pertaining to the Board’s 
property. 

 
9. To arrange to have the fire prevention work programmes implemented under the direction of the technical services officer. 

 
10. To help in the setting up and alterations to Emergency Plans in all of the boards buildings. 

 
 
Health and Safety Information Training Instruction and Supervision 
 

The high support unit is committed to providing timely and appropriate health and safety information and 
instruction including the provision of suitable training courses to meet statutory and local requirements. The aim is 
to ensure all employees gain the competencies necessary to undertake their duties in a safe manner and reducing 
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the risk of injury or ill health to themselves or others.  This is provided through a two week induction programme, 
which is includes: PMAV, First Aid, Children First and Fire Training.  
 
The plan for 2013 - 2014 is to continue to maintain refresher courses when and if needed.  The Training records and future 
analysis are available from the training officer and the deputy director.  
 
Local managers will identify training requirements and seek sufficient resources. Training records will be maintained on a data base 
 
Training will be provided: 

• On commencement of employment. 
• in the event of the transfer of an employee or change of task assigned to an employee 
• on the introduction of new work equipment, new systems of work, or changes in existing work equipment or systems of 

work 
• on the introduction of new technology 
• to maintain employee competency 

 
Additional health and safety information and training is available from the Staff Health, Safety and Welfare Department. 
 
6.3 Fire Safety 
 
Fire prevention is key to our fire safety strategy and all employees are reminded of their responsibility to ensure they do all they 
can to prevent a fire starting. However should a fire occur the following protective controls are in place. 
 
Fire detection and Alarm system 
If a fire starts in any of the buildings, the fire will activate the fire alarm system in the building where the fire is.  The 
coordinator/link will activate the fire procedures. 

 



Inspection of a Children’s High Support Unit in the HSE Dublin North East Region 
Health Information and Quality Authority 

40 
 

o Fire register is located at in the campus assistance office/staff offices 
o procedure for fire evacuation 
o fire orders are displayed in all offices of each of the buildings 
o fire Safety Training for staff, takes place annually and/or As Required. 
o fire drills take place in the high support unit on a regular basis, fire drills are carried out routinely four to five times a 

year.   
o name persons with responsibilities: 

 Fire drills –health and safety representative 
 Maintain fire fighting equipment – contract is held with master fire.  

 
All records are maintained and reviewed by the Health and Safety Committee on a regular basis.  

 

Emergency lighting 
 
The building is fitted with emergency lighting. These emergency lights are put in place to: 

 
• Facilitate the means of escape from the building during any interruption or the general lighting system 
• indicate clearly a route to a protected area 
• identify the location of portable fire fighting equipment. 
 
Fire fighting equipment 
The purpose of portable fire fighting equipment is to extinguish incipient fires. The extinguishers that are provided are only to be 
used if it is safe to do so. An external contractor maintains all fire fighting equipment.  
 
The following fire fighting equipment is available throughout the premises at fire points: 
There are fire extinguishers located in each of the buildings. There are fire alarms that are activated by the use of a key which all 
staff have on their key set.     
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Fire Drills 
Fire safety training is provided to all employees of the building. They are instructed, during their training, on the evacuation 
procedures within the building. Demonstrations also take place on the use of fire fighting extinguishers during training sessions. A 
fire drill is undertaken on a regular basis and records of drills maintained in the H and S folder.  

 
Fire Orders 

Fire Orders are displayed throughout premises; the procedures shown on these Fire Orders are to be followed in an emergency 
situation.  All employees should read these Fire Orders and make themselves familiar with the procedures. 

 

Fire Register 

A fire register is kept in the administration building to record all fire safety training/evacuation drills and servicing of equipment.  
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Provider’s response:  
 
The high support unit would like to thank HIQA for their continued commitment to the young people and staff in the unit and their 
highlighting of concerns. Management would like to draw attention to works carried out in this regard (pre-notification) and would 
also hope that the proposed actions in this Action Plan will help allay concerns. Whilst it is acknowledged that adverse incidents do 
occur, this should NOT be interpreted as an acceptance that this condones such behaviour by the young people. Staff endeavour to 
minimise risks by: being vigilant, being aware of potential risks, through educational talks with the young people and through role 
modelling. Management seek to aid this risk minimisation through on-going awareness and practical training for staff with regards 
to the potential dangers and provision of systems for managing adverse events should they occur. 
 
 
Provider’s name:    
(Deputy Director) 

 
 
Date: 07 August 2013  
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Risk Assessment and Action Plan 
 
HIQA Immediate Action Plan 
 
Background to this assessment: 
On 31 July 2013 HIQA contacted the Deputy Director at the high support unit and expressed concern that the Centre may not be 
meeting a particular standard in relation to fire safety. An Action plan was requested. This document is a response to the concern 
and addresses the issues raised therein. 
 
 Specifically, HIQA stated;  
 
‘The LHA was not compliant with the standard and regulation in the following respect’: 
 

1. Four fires have occurred in the unit over the past six months. The only means of escape from the high support unit after 
21:00 hours is through a locked front door 

 
2. The centre did not have adequate means of escape and adequate arrangements were not in place for the evacuation, in the 

event of fire, of all persons in the designated centre 
 

3. There was no evidence that the management team had reviewed the systems in place to ensure that they were effective 
and that there is a clear means of escape for all children, young people and staff, in light of these events 

 
4. There was no evidence that adequate arrangements were in place for the evacuation, in the event of fire, of all children, 

young people and staff as all staff who worked the night shift and all young people had not been engaged in a night time 
evacuation drill following the decision to lock the doors to ensure they were competent with fire management and 
evacuation procedures. Only one fire drill had occurred in this time and it was a daytime drill. 

 
The stated ‘actions required’ were  
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The high support unit should undertake a risk assessment of fire setting and evaluate existing controls to ensure that: 
 

• adequate precautions have been taken against the risk of fire, including the provision of adequate means of escape in the 
event of a fire 

 
• adequate arrangements are in place for detecting, containing and extinguishing fires, and for the maintenance of firefighting 

equipment 
 

• all reasonable measures have been taken to ensure that materials contained in bedding and the internal furnishings of the 
residential centre have adequate fire retardancy properties and have low levels of toxicity in the event of a fire.  

 

The format of this report 
 

1. In the first instance (Part 1) the high support unit shall respond to the 4 ascertains at the beginning of this document to add 
additional context, comment and provide details on any current actions in this regard 

2. The second part of this report shall respond directly to the ‘stated actions required’ – including discussion on the issue of 
‘locked doors’ and set out a ‘S.M.A.R.T.’ plan 

3. The third part looks at additional actions relating to training and fire drills 
 
Part 1 
 
(I) There were 4 x fires in last 6 months:  
At time of inspection there had been 4 localised fire setting incidents. Within an ‘open’ residential setting, it is acknowledged that 
young people have access to items such as cigarette lighters and many different types of materials which could be combustible 
(i.e. they can purchase everyday items in shops).  
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Current Actions: 
(a) Given the nature of the young people resident in the unit and their propensity towards risk taking behaviours, staff have been 
made aware of the many different types of adverse incident young people could be involved in and as such have always been 
required to remain vigilant to these and all other dangers associated with this type of ‘at risk’ young person.  
 
(b) The high support unit has a policy where young people are not permitted combustible products (such as aerosols etc) in their 
bedrooms. If your people are known to have these, they will be required to hand these up. 
 
(c) Given that the high support unit is not a ‘secure facility’ and young people are permitted some degree of ‘normal’ freedoms and 
liberty, to further ensure their safety, they will be checked on regularly, if they have been out of sight of staff, to ensure they are 
not engaging in risky behaviours and corrective actions will be taken if necessary. 
 
(II) The only means of escape is through a locked front door: 
At night time the external doors have always been locked (to prevent unauthorised visitors and to maintain ‘normal’ domestic 
behaviour). In recent times the young people have not been allowed leave the unit at any time after 9pm.  
 
Current Actions 
(a) It is the case that all staff carry keys with them at all times.  
 
(b) Taking the fact that the external doors are locked and that there may be occasion to vacate the building at short notice, all 
staff have been trained in fire safety (including evacuation).  
 
(c) Staff are required to be mindful of the need and method of evacuating the building in the event of fire.  
 
(III) The Centre did not have adequate means of escape arrangements: 
The Fire Prevention Officer has given assurances that the unit was granted a fire certificate that stated compliance with fire 
regulations, prior to being opened.  
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Current Actions 
(a) A recent audit has shown and the HSE Fire Prevention Officer is satisfied that the high support unit is compliant with all fire 
regulations in this regard. 
 
(b) Previous issues relating to the fire systems were raised though a comprehensive audit this year (by external professional) have 
all been addressed. Details have been submitted to HIQA previously. 
 
(c) Management at the unit have been satisfied by the Fire Prevention officer that the fire systems are adequate to meet 
regulations and to ensure the safety of the young people and the staff. 
 
(IV) There was no evidence to show the management had reviewed the systems: 
 
Current Actions / evidence 
(a) The management of the high support unit, in conjunction with the HSE Fire Officer commissioned a complete review and 
assessment of ALL fire systems. This was a process which was live for much of the previous 9 months. The recommendations from 
this assessment have been implemented and adhered to and signed off by the HSE Fire Officer. The value of the works undertaken 
is in the region of 60,000 - €100,000 
 
(b) The monitoring of fire safety has been discussed at Health and Safety meetings and Senior Management Team (SMT) meetings 
since the issue of fire safety was flagged by HIQA in 2012. The following extract from the SMT minutes of 18June 2013 indicates 
the SMT commitment to ensure all actions are explored with regards to being compliant with fire regulations and associated 
National Standards. 
 
The actions from this discussion being: 

• The appropriate body  shall provide additional staff training (next scheduled September 2013),  
• if funds are available staff can be released to attend training by external body courses available include, compartment fire 

fighting training course, car park fire marshal, confined spaces, fire extinguisher training, fire awareness and fire safety 
managers. It is unknown if funds are available yet 
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• local fire service officers can provide ‘awareness training ‘ to staff and young people (via the on-site school) – pending 
approvals when school returns in September 2013 

• a schedule of staff and dates of their fire training has been constructed. This indicated the staff that would be most likely to 
require updates. 

 
(c) Additional supporting information is appended to this document (from the Health and Safety Statement) which indicates the 
extent of the local management planning and commitment around this issue. 
 
(V) There is no evidence that adequate arrangements were in place for evacuation and only 1 x drill had occurred in 
this time – a daytime drill: 
It is very much acknowledged that ‘fire drills’ have not been a regular aspect of ongoing procedures. The reason being that until 
recently all  fire evacuations were part of the external body training programme and all staff were expected to keep updated 
(young people are not able to attend these ‘training days’ as the external body does not permit this). This had been a local issue of 
concern, as this did not permit regular drills for young people. That being said, recent changes have allowed carrying out of drills 
locally, with staff and young people) and recording of same can more readily occur.  
 
Current and recently achieved/agreed actions 
(a) The high support unit Health and Safety staff completed a formal Health and Safety training course 
 
(b) On 1 August the HSE fire prevention officer confirmed to the Deputy Director that the unit has authority to run regular 
‘evacuation drills’. These will be facilitated by Health and Safety officer, and these are for staff and young people involved  
 
It is acknowledged that the recent impetus for these positive changes has stemmed from the HIQA 2012 report and recent 
inspection visit. This is very much appreciated.  
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Part 2: Risk assessment (A) 
Terms of reference: 
This assessment report shall reports on the current precautions taken against the risk of fire and shall examine the provision of 
adequate means of escape in the event of a fire. Cognisance shall also be given to the systems used to detect, contain, and 
extinguish fires and how the fire fighting equipment is maintained. 

 
This risk assessment in undertaken in the knowledge that: 
• there has been a number of recent fires  
• that the external doors are locked from 21:00 to 07:30  
• that the system is set such that on the alarm sounding there is no automatic release system to the doors 
• the doors remain locked until opened by staff with a key (which they carry at all times).  

In addition, it is acknowledged that the profile of the current residents is known and the assessment shall address the unit’s future 
commitment regarding fire drills and the centre shall ensure all young people participate in the fire drills 
 
Addressing the concerns 
 
Concerns relating to precautions against risk of fire: 
As a matter of course, staff and managers are trained in and are aware of risks associated with fire and fire setting and are acutely 
aware that in an ‘open’ residential centre, young people have the opportunity to get matches/lighters and also that it is possible for 
them to light a fire in a very short period. 
 
Young people are not permitted to keep combustible materials such as aerosols in their bedrooms and these are stored in the 
office. Young people are checked on at regular intervals. Young people are made aware of the dangers of fire.  
 
Whilst it is acknowledged that fire can occur or be set at any time, the management of the high support unit is 
satisfied that staff are aware of such dangers and that appropriate risk precautions are taken. 
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Concerns relating to means of escape: 
Within the last 9 months an in-depth review was carried out at the centres request by a specialist fire consultant. All issues that 
were raised in this risk assessment have now been addressed and signed off. A copy of this has been forwarded to HIQA. 
 
At present each residential setting has four exits, with one on each elevation of the building. Fire regulations state that one must 
be within 18m to an exit or 45m where you have an alternative route of travel.  
 
In the unit, a young person has four options of alternative exit routes, meaning that instead of the required 18m they have a 
distance of four meters to travel. Once they reach the main common area, they yet again have further three options from this 
point.  
 
The issue of locked doors: The fire prevention officer has stated that the building was originally designed and constructed as a 
secure facility meaning that the doors leading to outside would actually be locked at all times of the day and that planning 
permission and fire certification were granted by the  Local Authority for this design.  
 
It is currently the case that the fire system can allow for the doors to be unlocked automatically in the event of smoke or a fire 
being detected. The decision to not commission this option is predicated on the concern that having it set in this manner is that 
young people may set fires to unlock the door and leave without permission. Staff carry keys at all times and are instructed that in 
the event of a fire alarm sounding that they are required to evacuate the building. The external doors are locked to ensure safety 
for staff and young people as it would be possible for unwanted visitor to come onto the unit were the doors left unlocked. 
 
Given the current directive to keep the doors locked to prevent young people from leaving the centre, it is believed that setting the 
system to automatic opening would be too dangerous an option at this time, though if it were the case that staff were not 
expected to refuse young people from leaving, this change of setting may be an option. The recent ‘thematic analysis’ (appended) 
would not find however that the recent fires were an attempt to ‘leave’ the building.  
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The emergency lighting system in this unit was installed to comply with the 1989 NSAI Emergency Lighting Regulations. Only 
recently (2013) the HSE , at the Units recommendation, commissioned a comprehensive upgrade of the entire lighting system to 
comply with the latest set of regulations (2009), again to ensure this was done to ensure that we have more than adequate 
arrangements in place in a fire scenario. 
 
The management of the high support unit is currently satisfied that there are adequate means of escape. There is 
emergency lighting and staff are trained in fire evacuation. 
 
 
 

 
 
 
 
 

 
 
Concerns relating to means of detecting fire: 
All the fire safety measures throughout this building are all installed to the latest standard. The HSE, at the Units recommendation, 
has recently commissioned a comprehensive upgrade of the fire alarm system to a specialised air sampling system throughout the 
entire unit. This system is used in prisons / secure settings throughout the world and is indestructible. The air sampling system is a 
high sensitivity early warning detection system and operates using lasers in the air to detect any minimal amount of smoke. It is 
installed throughout every room and space within the unit so that it will detect any fire even in its smoldering stages and prevent it 
from getting a chance to grow.  
 

Recommendation: Discussion  to  occur  at  local  and  national  level  about  the  practice  of  refusing  young 
people to leave the unit after 9pm. This discussion needs to take into account the recent spate of fires and 
the concerns raised by HIQA. 
Action to Date: This has been passed on to local Director 
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 Management at the unit is currently satisfied that there are adequate fire detection systems in place. 
 
Concerns relating to containing fire: 
The building is also subdivided so that every single room is its own 60 minute fire compartment. The doors that have just been 
upgraded are all 60 minute fire doors, so should something occur in one bedroom, evacuating that client and closing that door 
gives 60 minutes to deal with the evacuation of others. Staff have been instructed to follow fire training instructions in this regard. 
A memorandum has been circulated (10August) for all staff to sign that they understand this direction. 
 
Management at the unit is currently satisfied that there are adequate fire containment systems in place. 
 
Concerns relating to extinguishing fires and maintenance of fire fighting equipment: 
Fire Extinguishers are in place and are compliant with IS291. The number of these exceeds the required quantity.  
 
Current Building Regulations require buildings of this size to have four Fire Hydrants installed. At present we have nine Fire 
Hydrants installed throughout all areas of the site. By having all of these in place and achieving the flow and pressure rates that we 
do, we are more than compliant with requirements.  
 
A full maintenance and servicing contract is in place for all of the above equipment. All records are maintained on site in the Fire 
Document Box which is at the main fire alarm panel at reception (Administration Building). 
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Concerns relating to bedding and internal furnishings 
Please see the appended review of bedding report. This report highlights the audit on current bedding and soft furnishings and 
makes a set of specific recommendations. The list of recommendations is set out below: 
 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
Part 3 - Additional Actions 

 
 

Recommendation:  

(i) As per National Office directive, all mattresses to be replaced. 
Specific: New mattresses to be ordered from specialist supplier 
Measurable: This action is completed when this high support unit takes 
delivery of new mattresses. Currently, the centre has a ‘lend’ of mattresses 
from another high support unit. 
Achievable: The names of 2 providers have been located and the 
tendering process shall be undertaken. 
Realistic: All mattresses are in process of being changed 
Timely: Current situation is that the Centre is compliant (with borrowed 
equipment). The procurement and manufacturing timeframe shall dictates 
the delivery date.  
 
(ii) All bedding (Duvets, duvet covers, fitted sheets and pillow cases) 
without labels or with labels that cannot be read or that do not have IS or 
BS safety regulation numbers to be replaced with new items and written 
off. 
Specific: Any bedding NOT meeting above criteria to be disposed of 
Measurable: This action is completed when all bedding has IS or BS 
complaint labels 
Achievable: Finance for new materials is herewith approved  
Realistic: Appropriate bedding is readily available and finances are 
available 
Timely: This shall be completed by 16 August  
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Fire Training & Management Procedures 
All staff attend ongoing Fire Training as practicable. The fire training covers the following items. These shall continue. 

• Fire Prevention 
• Fire Control (Extinguisher Training) 
• Fire Detection 
• Fire Evacuation 

 
The HSE do not provide fire training to the Young People as they are expected to get up and leave the building on activation of the 
fire alarm (the rationale is that we do not want to be in a position where a young person will try to fight a fire or undertake to 
carry out any other duties which they may have seen in a training exercise).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Overall SMART Action PLAN 

Recommendation: A schedule of evacuations will be drawn up to ensure ALL staff attend drills and all young 
person are also present.  
 
Action to date:  
This commenced on the evening of 1 August 2013 – following permission from Fire Officer 
The unit H&S representative has agreed to facilitate drills over the coming weeks (when back from A/L) 
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Action Specific Measurable Achievable Realistic Timely 
Fire Drills Schedule 

commence 
where all 
staff and 
young 
people 
attend drills 

Schedule 
being kept 
and all will 
sign when 
the take part 
in a drill 

This is now 
an 
expectation 
and all will 
be obliged 
to take part 

This shall 
be delivered 
over days / 
nights / 
weekends 
to ensure all 
staff and 
young 
people 
attend 

This has 
commenced. A 
schedule will 
ensure ALL staff 
attend.   
All young people 
have engaged in 
evacuations at 
this time 

Discussion 
on doors 

Director to 
engage in 
local and 
national 
discussion 
on locking 
doors in 
light of 
report 

This can be 
measured 
via SMT and 
NMT 
minutes 

Can be 
achieved at 
current 
meeting 
forum/s 

 To commence 
this week and 
have a response 
with next 2 
weeks 

Bedding & 
Furnishing

All aspects of the ‘S.M.A.R.T.’ plan in this regard are set out in the report 
above 

 
Report Completed by:  Unit Manager   Date: 9 August 2013 
Edited / signed off by:   Director of the High Support Unit __________________ 
Report Approved by:  Acting Manager for National High Support and Special Care Services __________________ 
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Appendix 1 
Review of fire-setting incidents at the high support unit 
2 August 2013 
 
As part of the on-going behavioural analysis and in light of the spate of fire setting incidents, it was agreed to conduct a thematic 
analysis to help better understand: 
 

(i) The causes/ triggers for this behaviour 
(ii) Any commonality between incidents 
(iii) Any systems improvements 
(iv) Any other actions that could be undertake or proposed to minimise potential risk 

 
Methodology 
 

(1) Psychology team to review SEN’s for any commonality / themes 
(2) Discussion at Clinical Review with staff team 
(3) Discussion with individual staff 
(4) Further discussion with young people 
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Agreed Actions from this Analysis 
 

• DICES to be undertaken on SW. (completed) 
• Discussion on SW’s discharge to be prioritised. (ongoing, meeting on 12 August due) 
• Staff to maintain vigilance around young persons. (ongoing, also Deputy director on-site all weekend)  
• Additional ‘fire drills’ to be organised (day-time /nights /weekends). (commenced – schedule to be completed on return from 

annual leave of Health and Safety representative) 
• Key work sessions to have a focus on the dangers of fire setting. (staff informed via unit manager) 
• Review of evacuation to be requested from fire officer (incident sheets all sent to fire officer). 
• If there are any reoccurrences, review of all young person placements and immediate increase of night time checks. 

(discussed at clinical meeting on 7 August, night check ongoing and present of deputy director at weekend) 
• All fire fighting equipment is currently above required levels and agreement has been made to have any discharge 

extinguishers replaced the following day were possible. (current actions) 
• Additional ideas on training to be discussed. (information received from external provider, resource dependent). 
• Local Fire Services to be approached to undertake ‘awareness workshops’ with staff and young people. (They have agreed 

to do awareness sessions in school when school reopens – pending approval from principal) 
 
 

_____________________  ____________________   
Senior Clinical Psychologist  Unit Manager   
 
____________________  _______________________ 
Deputy Director     Unit Manager 
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Appendix 2 
 
Review of bedding and light furnishing  
 
As part of the Action Plan to enhance fire safety, it was agreed to ensure that all reasonable measures are been taken to ensure 
that materials contained in bedding and the internal furnishings at the high support unit have adequate fire retardancy properties 
and have low levels of toxicity in the event of a fire.  
 
As an interim measure (until advice can be sought from experts in the field), it was considered that ‘a reasonable action is to 
ensure the produces adhere to appropriate retardancy and toxicity standards’ are that there is a label to show approval at an IS or 
BS fire safety standard. 

 
The Deputy Director undertook an audit of the existing bedding (sheets / duvet covers / pillow cases), mattresses, pillows / duvets 
and soft furnishings (inc. cushions). This audit found the following: 

a. There was a variety of labels attached to the products which demonstrate compliance with basic fire regulations. 
b. Some of the older materials / bedding either had no labels or that the labels were not legible. 
c. Some cushion had labels on the ‘inner stuffing’ but not on the external covering. 
d. The shower mats (a rubber mat), had been used by the young people on 2 occasions to set fires 

 
Some labels on current bedding and furnishings 
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Following on from this audit, the following list of recommendations is being made: 
Recommendations 
 

• As per National Office directive, all mattresses to be replaces with those of specifications used in  the other high support 
service  

• All bedding (Duvets, duvet covers, fitted sheets and pillow cases) without labels or with labels that cannot be read or that 
do not have appropriate IS or BS safety regulation numbers to be replaced with new items and written off. 

• Soft furnishings are to be included in these actions as often the ‘inner stuffing’ is approved, but the external covering is not. 
In this event all sleeves, slips and covers to be replaced. 

• Shower mats be removed immediately. These should be replaced with a suitable alternative. 
Progress with recommendations: 

(i) At this time all mattresses have been changes with some borrowed from other services as an interim measure.  
(ii) Directive has issued to unit managers (cc to Director) that all bedding and soft furnishing not meeting criteria above to 

be replaced 
(iii) Shower mats have been removed and this issue has been noted on an email to senior management team (SMT) 

 
___________________ 
Unit Manager 
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ACTION PLAN 

 
These recommendations are derived from the findings of the inspections of a Children’s High Support Unit in the HSE Dublin North East Area on the 25-26 
July 2013 and a focused evening inspection as part of targeted monitoring activity undertaken on 21 August 2013 
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Regulation Directorate 
Action Plan for Inspection No. 642 

High Support Unit ID: 266     
HSE Area: HSE Dublin North East 
No. Recommendation Action to be taken Person 

Responsible 
Implementati
on Date 

1. The National Office, Acting 
National Manager for NHSSCS 
with the Director of the unit 
must as a priority: 

• Review and if 
appropriate, amend the 
statement of purpose 
and function to ensure 
the service is clearly 
described using a model 
which meets the needs 
of children and young 
people and that the 
resources are in place to 
deliver such a service 

• Deliver a service which 
fully reflects the 
statement of purpose 
and function 

• include in the statement 
of purpose and function 
all the relevant policies, 

The national office, acting national manager for 
NHSSCS with the director of the Centre will review 
and, amend the statement of purpose and function 
to ensure the service is clearly described using a 
model which meets the needs of children and 
young people and that the resources are in place to 
deliver such a service.  
The Director is responsible for ensuring that service 
delivery as implemented is reflective and compliant 
with the statement of Purpose and Function.   
 
The Director will provide the National Manager with 
monthly reports demonstrating compliance with 
Purpose and Function. 
 
The Director is responsible for ensuring that all 
relevant policies, directives and risk management 
processes are included in the Purpose and 
Function. This aspect shall be considered by 
National Manager and Director when reviewing the 
Purpose and Function statement. The Director will 
include evidence of compliance and appropriate 

National 
Manager and 
Director of Unit 
 
 
 
 
Director of 
Service 
 
 
 
 
 
 
Director of 
Service 
 
 
 
 
 

18 October 2013 
 
 
 
 
 
 
Following review 
this will be 
ongoing 
 
 
 
 
 
Following review 
this will be 
ongoing 
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directives, risk 
management procedures 
to effectively govern the 
service 

• ensure that robust 
arrangements are in 
place to  
monitor that the service 
is delivered according to 
the statement of 
purpose and function. 

 

unit governance in the monthly reports submitted 
to National Manager. 
The National Manager and the Director will meet 
with the Monitor for NHSSCS to ensure that they 
are apprised of any revision of the Purpose and 
Function. 
   
The national manager will formally re confirm 
robust monitoring arrangements in conjunction 
with the line manager for the national monitor and 
the national monitor HSSCS.   
 
The robust arrangements will monitor that the 
service is delivered according to the statement of 
purpose and function, and that the service is in 
compliance with the national standards and all the 
relevant policies, directives, risk management 
procedures. 
 
The Director and national monitor will ensure 
regular monitoring of the service delivery involving 
a plurality of methods and tools including self 
audits to enhance compliance and quality 
assurance. 
 
 
 
 

 
 
National 
Manager 
National 
Manager 
Director of 
Service 
Line manager 
for monitoring 
services 
National Monitor 
HSSCS 

 
 
11 

October 2013 
Following review 
this will be 
ongoing 
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No. Recommendation Action to be taken Person 
Responsible 

Implementati
on Date 

2.  The Acting National Manager 
for the NHSSCS and the 
Director of the unit must as a 
priority put in place: 

• Robust systems to 
manage risk both at an 
organisation and 
operational level, 
including such issues as 
fire safety, managing 
behaviour, preventing 
and managing 
allegations of abuse  
 

• a system to monitor the 
effectiveness of the 
service and take any 
actions required to 
improve it and maintain 
safety, taking in to 
account the number of 
children living in the 
centre and the nature of 
their needs 
 

The Director of the centre is responsible for 
ensuring governance of robust risk management 
systems at both strategic and operational level.  In 
conjunction with the Centre’s management team, 
and the national office the risk management 
systems will be reviewed, augmented and 
implemented:  to include such issues as fire safety, 
managing behaviour, preventing and managing 
allegations of abuse  
 
 
 
 
 
At operational level the Director will facilitate the 
Weekly Progress Review with the centre 
management, education and staff team, to ensure 
compliance with all risk management systems and 
how those systems ensure and protect the safety 
and welfare of the children living in the centre.  
The director will ensure any actions, or instructions 
are actioned to ensure the effectiveness of the 
service.  
 
The national office will ensure a coordinated 
process of robust and regular overview of 

 
 
 
 
Director of 
Service 
National Office 
 
 
 
 
 
 
 
Director of 
Service 
National Office 
 
 
 
 
 
 
 
 
 

 
 
 
 
18 October 2013 
 
 
 
 
 
 
 
 
 
Following review 
this will be 
ongoing 
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• a staff development and 

training programme that 
supports staff to be 
competent and confident 
to deliver effective care. 

effectiveness of the service utilising inter alia: 
monthly reports from director of the unit, regular 
reporting from national monitor; tracking for trends 
in relation to significant events.   
  
The current training plan includes required 
statutory trainings and practice trainings.  The plan 
will be reviewed and adjusted to specifically ensure 
that staff receive training which supports the 
development of their competence and confidence 
to deliver effective care which supports and 
ensures compliance with the revised statement of 
purpose and function and ensures their practice 
reflects a model which meets the needs of children 
and young people.  Competence to be reviewed 
through the supervision process. 
 

 
 
 
 
 
Director of 
Service 

 
 
 
 
 
To commence 
October 2013 
and ongoing 

No. Recommendation Action to be taken Person 
Responsible 

Implementati
on Date 

3. The National  
Office, Acting National Manager 
for the NHSSCS and Director of 
the unit in-line with relevant 

The national office and national manager for the 
NHSSCS will establish a group to review the routine 
practice of locking doors at night. This group will 
include the director of the service. 

National Office 
National 
Manager 
Director 

5 November 
2013 
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 policies should review the 
routine practice of locking 
doors at night.  
 
There should be an ongoing 
process to monitor the 
effectiveness of this practice to 
ensure that it results in 
improved outcomes for children 
and young people 

  
 
 
The national manager will ensure there is a process 
to monitor the effectiveness of this practice and 
ensure that it results in improved outcomes for 
children and young people, utilising inter alia: 
monthly reports from director of the unit, regular 
reporting from national monitor; tracking for trends 
in relation to significant events.   

 
 
 
National 
manager 
Director of unit  

 
 
 
24 October 2013 

No. Recommendation Action to be taken Person 
Responsible 

Implementati
on Date 

4 

The supervising social worker 
of the child or young person 
must review all significant 
event notifications in a timely 
manner and take appropriate 
action to ensure that the child 
or young person continues to 
be safe and well cared for at 
the High Support Unit (HSU). 

All referring social workers are informed by email 
and phone call will be made to them following a 
SEN. Hard copies available for viewing on the 
young person file. Social workers will be expected 
to attend the Centre on a fortnightly basis. 
All social workers are expected to attend monthly 
review meetings which focus on the care planning 
needs of each individual young person.  Where 
necessary, these review meetings can take place 
on more frequent basis particularly if there are 
concerns for the individual child/young person. 
All Social workers shall be requested to read and 
sign the young persons Daily Record Book to 
evidence compliance (National Standard 5.26 [9]). 
Social Workers will be further encouraged to give 
their professional opinion on any alternative 

Director of 
service 
Social Work 
Unit Manager 
Department 
Director 

Ongoing and 
immediate 
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approach they believe may be useful and to 
express their level of satisfaction regarding the 
young persons safety.  This will be recorded on the 
young person’s file. 
 
Director of service will monitor compliance by social 
work and signal concerns if necessary to line 
management for additional support.  
 
  

No. Recommendation Action to be taken Person 
Responsible 

Implementati
on Date 

5 The director of the unit must 
put in place within two weeks 
an operational plan to manage 
children and young people’s 
behaviour in the unit including: 

• bullying,  
• fire setting,  
• assaultive behaviour,  
• risk taking behaviour 

and  
• Unauthorised absences.  

 
 
 
 
 

1. The Director will convene a staff meeting to 
ensure that all staff are aware of the objectives of 
the operational plan and their individual 
responsibility to ensure the safety and welfare of all 
young people living in the residential unit.  
The Director has overall responsibility for the 
governance of the operational plan and will 
delegate tasks (retaining responsibility), as 
appropriate, to the Deputy Director and Unit 
Managers. 
 
2. The Unit Manager and the Deputy Director will 
meet on a daily basis with the Director to: 
 

• review the previous 24 hours 
• review and if necessary update the ICMP of 

 
 
 
Director 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
Ongoing 
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each young person 
• Review recent SEN’s and ‘Live folder’ 
 

This daily review will enhance and ensure the 
safety, welfare and protection of each young 
person. 
 
3. Where a young person has been engaged in risk 
taking behaviour including unauthorised absences, 
fire setting, assaultative behaviour or any form of 
bullying behaviour, this will be immediately notified 
to the Director. 
 
4. The Director shall approve the necessary plan 
(including implementation of same) to ensure and 
enhance the safety and welfare of the individual 
young person and other young people in the Unit. 
 
5. The Director will maintain direct oversight and 
responsibility until there is evidence that the young 
person is safe and the risk taking behaviour has 
ceased. 
 
6. The National Manager will meet with the 
Director of the Centre on a weekly basis to review 
the operational plan and be provided with an 
assessment of the success of the operational plan. 
The Director will support this by providing the 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Director 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Ongoing 
 
To Commence 
18 October 2013 
and be 
completed by 
end December 
2013 
Ongoing 
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following: 
 

- Synopsis of SEN’s.  Full SEN (upon 
completion) will be submitted for 
review, if requested by the National 
Manager. 

- Weekly updated reports on the 
individual young person. 

The Director will ensure continued implementation 
of actions outlined and agreed in recent response 
to HIQA in relation to Fire Safety and Fire Drills. 
 

In addition the following action points will 
be considered: 

 
Articulation of purpose and function  and the model 
of care underpinning the work in the high support 
unit and resultant practical approaches needs to be 
fully agreed by the management team, in 
conjunction with the National Manager and 
considering strategic requirements (as per point 1). 

• The outcome of this review will be delivered 
formally to ALL staff. 

• Staff sign to acknowledgement they 
understand this fully. 

• Training / updates for ALL staff in the 
agreed approach 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Director 
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The director should provide a 
monthly update to the National 
Office on the implementation of 
this plan and outcomes for 
children and young people 

• Policy training/updates for all staff in policies 
relating to ‘immediate actions’3 and bullying 
and fire safety  

• Training in agreed behavioural assessment 
and/or monitoring tools provided to all staff. 

 
 This refers to policies on non-routine intervention 
(based on risk assessments). 
 
A monthly overview report on the operational plan 
(completed by Director and submitted to National 
manager).  

 
 
 
 
 
 
 
 
 
Director 

No. Recommendation Action to be taken Person 
Responsible 

Implementati
on Date 

6 

The acting national manager 
for NHSSCS and the director of 
the unit must develop within 
the next two weeks and put in 
place a robust strategy to 
protect and safeguard children 
and young people from harm 
and abuse, in compliance with 
Children First (2011). This 
should contain clear, detailed 
actions to address the 

Safety concerns noted in the HIQA report (in 
addition to the fire safety concerns) that may be 
covered under Children First include:  
 

• bullying 
• self harming 
• assaults 

 
Good practice at the front line is based on clear 
policies and principles – these are set out by the 
HSE. Salient points from Children First (2011) in 
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deficiencies identified in this 
report and the ongoing process 
to monitor the effectiveness of 
the strategy. 

this regard espouse: 
 

1. the use of the minimum necessary 
intervention, in a timely way, to keep 
children safe; 

2. agencies working together to help children 
reach their full potential; 

3. agencies working together to provide safer 
and more effective services; 

4. the State and civil society working together 
to promote children’s welfare. 

 
Specific Actions (Concerning Children First):  
 
1. Section (8.4.1) The procedures on dealing with 
suspected abuse shall be circulated to ALL staff 
again 
2. Section (8.5.1) The complaints system to be 
reviewed. Young people shall continue to have 
access to telephone calls and assess to authorized 
visitors. 
3. Section (8.6.1) The possibility of abuse by 
visitors shall continue to be protected against – all 
visitors to report to reception and sign in and out 
and wear visitor badges. 
4. Section (8.7.1) The new system of incident and 
concern’ review shall be fully implemented (see 
SMART plan below). An overview of this system 

 
 
 
 
 
 
 
 
 
 
 
 
 
National 
Manager 
Director 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
Ongoing 
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shall be prepared for staff and young people. 
5. Section (8.7.2)  Prompt actions shall be taken on 
any concern (as per new system) 
6. Section (9.2.1) If peer abuse is alleged, child 
protection procedures are adhered to for both 
alleged victim and abuser.  
7. Section (9.2.4) If a young person is abusive 
towards peers a comprehensive assessment and 
therapeutic intervention shall be undertaken by the 
multidisciplinary team and cognisance shall be 
given to the fact that allegations of peer abuse 
have detrimental impact on relationships (per 8. 
Section [9.2.6])   
8 Section (9.4.1)  Fact sheet and HSE Policy on 
bullying (definition) to be circulated to all staff 
again 
 

Specific Action Plan – reviewing concerns 
and responding to same 

 
Owing to the complexity of various issues and 
concerns it is not always immediately evident which 
‘area’ a concern may fall into, given potential 
overlap.  
 
In the interests of best practice and full disclosure 
a mechanism for reporting ALL potential SEN’s, 
Child Protection concerns or other noteworthy 
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issues has been set up. 
 

Specifically:   
• Each morning managers and staff shall 

discuss any (i) issues, (ii) concerns or (iii) 
SEN’s arising in the previous period and 
make an informed decision as to how the 
concern shall be recorded, notified and 
any action required.  

• This recording system is to be used in 
conjunction with the ‘Reporting of 
Concern’ template and a completed copy 
of this form is to be used for each 
concern referred to SMT.  

• This system shall filter concerns into the 
relevant mechanism (Child protection, 
Complaint, Grievance)  

Measurable: 
• There shall be a written record of all 

discussion / decisions 
• The agreed actions remain in the live 

folder until completed / signed off 
Achievable 

• The shift coordinator and managers are 
present (including school and clinical 
staff) and available each morning and 
therefore this action is achievable.  

Realistic:   

 
 
 
National 
Manager 
Director 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
Strategy devised 
and 
implemented by 
17 October 
2013 
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• Morning briefings occur each week 
morning and it is realistic to expect that 
relevant staff continue to be available 
each morning 

• It is reasonable to discuss 
issues/concerns and  

• It is not only realistic but essential that 
progress on agreed actions is monitored 
and such progress recorded. 

 
Timely:   

• As these meetings are to be held each 
morning, it is considered this response is 
timely. Should there be any sense of 
urgency arising from any incident or 
event (in real time) – the On-Call 
Manager will be notified where necessary 
convene an earlier meeting. 

 
 
Where actions are decided upon, these shall be 
recorded in a folder called ‘Live Concerns’ and shall 
be reviewed at subsequent meetings until such 
times as ALL actions have been completed. 
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No. Recommendation Action to be taken Person 
Responsible 

Implementati
on Date 

7 Immediate Action Plan  
The high support unit should 
undertake a risk assessment of 
fire setting and evaluate 
existing controls to ensure that:
 

Adequate precautions have 
been taken against the risk 
of fire, including the 
provision of adequate 
means of escape in the 
event of a fire 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
As per ‘Immediate Action Plan’ dated 08/08/13 the 
risk assessment has been carried out. This 
assessment on the (i) current precautions taken 
against the risk of fire, (ii) provision of adequate 
means of escape in the event of a fire, (iii) systems 
for detection, containment and extinguishing of 
fires and (iv) maintenance of firefighting equipment 
took cognisance of the following: 
 

• There has been a number of recent fires,  
• That the external doors are locked from 

21:00 to 07:30  
• That the system is set such that on the 

alarm sounding there is no automatic 
release system so the doors 

• The doors remain locked until opened by 
staff with a key (which they carry at all 
times).  

 
 
Within the last 9 months an in-depth review was 
carried out at the centres request by a specialist 
fire consultant. All issues that were raised in this 
risk assessment have now been addressed and 
signed off. A copy of this has been forwarded to 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Director 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Completed 
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adequate arrangements are in 
place for detecting, containing 
and extinguishing fires, and for 
the maintenance of firefighting 
equipment 
all reasonable measures have 
been taken to ensure that 
materials contained in bedding 
and the internal furnishings of 
the residential centre have 
adequate fire retardant 
properties and have low levels 
of toxicity in the event of a fire. 

HIQA. 
Detecting Fires/Smoke: All the fire safety 
measures throughout this building are all installed 
to the latest standard. The HSE, at the Units 
recommendation, has recently commissioned a 
comprehensive upgrade of the fire alarm system to 
a specialized Air-sampling System throughout the 
entire unit. The Air Sampling system is a high 
sensitivity early warning detection system and 
operates using lasers in the air to detect any 
minimal amount of smoke. It is installed 
throughout every room and space within the high 
support unit so that it will detect any fire even in its 
smouldering stages and prevent it from getting a 
chance to grow.  
 
Containing fire: The building is also subdivided 
so that every single room is its own 60 minute fire 
compartment. The doors that have just been 
upgraded are all 60 minute fire doors, so should 
something occur in one bedroom, evacuating that 
client and closing that door gives 60 minutes to 
deal with the evacuation of others. Staff have been 
instructed to follow fire training instructions in this 
regard. A memo has been circulated (10th Aug) for 
all staff to sign that they understand this direction. 
 
Extinguishing fires and maintenance of fire 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Director 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Completed 
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fighting equipment: Fire Extinguishers are in 
place and are compliant with IS291. The number of 
these exceeds the required quantity.  
 
Current Building Regulations require buildings of 
this size to have 4 Fire Hydrants installed. At 
present we have 9 Fire Hydrants installed 
throughout all areas of the site. By having all of 
these in place and achieving the flow and pressure 
rates that we do, we are more than compliant with 
requirements.  A full maintenance and servicing 
contract is in place for all of the above equipment. 
All records are maintained on site in the Fire 
Document Box which is at the main fire alarm 
panel at reception (Admin Building). 

 
• Risk assessment was completed by 16th 

August 
• All mattresses have been updated with new 

mattresses (labelled as having adequate fire 
retardant properties) – as per guideline 

• All bedding (Duvets, duvet covers, fitted 
sheets, pillows and pillow cases) has been 
updated with items having adequate fire 
retardant properties  

• Other relevant furnishings have been 
updated where necessary 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Director 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Completed 
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No. Recommendation Action to be taken Person 
Responsible 

Implementati
on Date 

8  
The acting national manager 
for the NHSSCS and the 
director of the unit should 
review as a matter of urgency 
the issues raised in relation to 
the risks associated with fires 
during the two inspections. 
They should: 
 

• Develop a priority action 
plan to address areas of 
immediate risk, 

 
 
 

• provide a report on 
progress to the National 
Office one month from 
the date of receipt of 
this report,  

• ensure that all incidents 
of fire setting are 
notified to the Authority 
until further notice. 

All global issues raised from the two HIQA 
inspections, relating to fire risk and safety shall be 
reviewed by the national Manager and Centre 
Director. The HSE Fire Prevention Officer shall 
assist in reviewing/assessing any residual risks 
(following on from recent Immediate Action plan).  
 
In addition, over recent weeks there have been 
scheduled fire drills and also the planned fire safety 
training. All staff and young people have 
participated in these drills. Almost all staff have 
been updated in the fire training in the last 6 
months. Those outstanding shall be scheduled by 
end November 2013 
 
 
A monthly report will be prepared and circulated 
 
All Incidents of fire setting will be reported to the 
Authority and the National Office until further 
notice 

 
 
National 
Manager  and 
Director 
 
 
 
 
 
 
 
Director of 
service 
 
 
 
 
Director 
 
Director 
 
 
 
 
 

 
18 October 2013 
 
 
 
 
 
 
 
 
 
28  November 
2013 
 
 
 
 
 
Commence 
October and 
monthly 
thereafter 
 
Immediate / 
current 
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No. Recommendation Action to be taken Person 
Responsible 

Implementati
on Date 

9 

The acting national manager 
for the NHSSCS should supply 
written confirmation from a 
certified engineer or a qualified 
architect that all statutory 
requirements relating to fire 
safety and building control 
have been complied with in 
accordance with the Child Care 
(Placement of Children in 
Residential Care) Regulations, 
1995, Part 111, Article12. 

The regional Fire officer shall provide the national 
manager with definitive written confirmation on the 
certification of the service in regards to the 
compliance with fire regulations. This shall be 
sought from an appropriately qualified person: 
certified engineer or a qualified architect. 
 
 

National 
Manager 
Director 
Regional Fire 
officer. 

18 October 2013 

No. Recommendation Action to be taken Person 
Responsible 

Implementati
on Date 

10 

The regional fire prevention 
officer and the director of the 
unit should put in place all 
required precautions against 
the risk of fire, in compliance 
with their health and safety 
statement, taking into account 
Section 10(2) of the Safety, 
Health and Welfare Act 2005 
which requires that “training 
should be adapted to take 
account of new or changed 

 
A new review shall be conducted by the Regional 
Fire Prevention Officer-RFO. This will inform 
service management as to the requirements to put 
in place precautions to mitigate the risk and 
comply with the required legislation. 
 
A training plan will be implemented on a regular 
basis to ensure said processes are applicable, 
useable and signed as being understood by all 
staff. 
 

Director 
Regional Fire 
Officer 
 
 
 
 

 
 
 
End October 
2013 
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risks to safety, health and 
welfare at work and shall, as 
appropriate be repeated 
periodically.  

 

No. Recommendation Action to be taken Person 
Responsible 

Implementati
on Date 

11 

The director of the unit and the 
regional fire prevention officer 
should monitor fire precautions 
and take any required actions 
to reduce the risk of fire. 

The Regional fire officer shall attend Health and 
Safety meeting when available and minutes of all 
meetings will be forwarded them. 
 
Any and all incidents of fire setting will be 
reviewed urgently by the Director and the RFO. 
 
Recommendations from this will be forwarded to 
the National Office for input and consultation as it 
has the potential to impact on placements.  

Director 
Regional Fire 
Officer 

 
 
18 October 2013 

 
 


