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About the designated centre 

 

The following information has been submitted by the registered provider and 
describes the service they provide. 
 
Children are detained in Ballydowd Special Care Unit under a High Court order, for a 
short-term period of stabilisation, when behaviour poses a real and substantial risk of 
harm to their life, health, safety, development or welfare. Ballydowd Special Care 
Unit caters for both male and female children, aged between 11 and 17 years and 
the group living unit is mixed gender. The unit is described as a secure unit, meaning 
that the young people are not allowed to leave without approval.  
 
The aim is to provide a safe and caring environment and therapeutic environment 
where children learn to make safer choices and develop their wellbeing, reduce their 
risk taking behaviours and so enable the child to return to a less secure placement as 
soon as possible based in the needs of that child.  
 
The objective is to provide a welfare-based social care intervention through 
placements that are intensively supported with on-site education, vocational training, 
therapeutic supports and detailed programmes of special care aimed at supporting 
and achieving positive wellbeing outcomes that facilitate a timely return to the Child 
and Family Agency’s community based centres, foster care or home as soon as this 
can be achieved.  
 
The children we provide a service to have usually had a long history of challenging 
and troublesome behaviour and before entry into the secure intervention 
programme, the young person must be deemed not amenable to intervention in less 
restrictive settings due to the seriousness of the risk presented by such behaviour.  
 
 
 
The following information outlines some additional data of this centre. 
 

 
 
 
  

Current registration end 

date: 

11 November 2021 

Number of children on the 

date of inspection: 

6 
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How we inspect 

 

To prepare for this inspection the inspector or inspectors reviewed all information 
about this centre. This included any previous inspection findings, registration 
information and information submitted by the provider or person in charge since the 
last inspection.  
 

As part of our inspection, where possible, we: 

 

 speak with children and the people who visit them to find out their experience 

of the service,  

 talk to staff and management to find out how they plan, deliver and monitor 

the care and support services that are provided to children who live in the 

centre.  

 observe practice and daily life to see if it reflects what people tell us,  

 review documents to see if appropriate records are kept and that they reflect 

practice and what people tell us. 

 

In order to summarize our inspection findings and to describe how well a service is 

doing, we group and report on the regulations under two dimensions: 

 

1. Capacity and capability of the service: 

This section describes the leadership and management of the centre and how 

effective it is in ensuring that a good quality and safe service is being provided. It 

outlines how people who work in the centre are recruited and trained and whether 

there are appropriate systems and processes in place to underpin the safe delivery 

and oversight of the service.  

 

2. Quality and safety of the service:  

This section describes the care and support children receive and if it was of a good 

quality and ensured people were safe. It includes information about the care and 

supports available for people and the environment in which they live.  

 

 

 

A full list of all regulations and the dimension they are reported under can be seen in 

Appendix 1. 
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This inspection was carried out during the following times:  
 

Date Times of 

inspection 

Inspector Role 

30 June 2020 10:00hrs to  
16:00hrs 

Jane Mc Carroll 
Erin Byrne   
Leanne Crowe 

Inspector 
Inspector 
Inspector  

01 July 2020 10:00hrs to 
16:00hrs 

Jane Mc Carroll  
Erin Byrne 

Inspector 
Inspector      

02 July 2020 09:00hrs to 
17:00hrs 

Jane Mc Carroll 
Erin Byrne    
Leanne Crowe 

Inspector 
Inspector 
Inspector 

 
 
  



 
Page 5 of 37 

 

 

What children told us and what inspectors observed 

 

 

The focus of this inspection was on the capacity of the designated centre to deliver 

consistently good quality safe care to children, and to measure progress in relation to 

managing absconding behaviour since a previous risk-based inspection of this centre 

in February 2020 (MON 0028660).  

 

During this inspection, inspectors met with two out of the six children living in the 

centre on the day of the onsite visit, two parents, six social workers and four 

guardians ad litem. Their views, and the observations of inspectors’ onsite are 

presented in this section of the report, to provide an insight into children’s experience 

of living in the centre at that time.  

 

The two children who met with inspectors had mixed views about life in the centre. 

On a positive note, they had good experiences of the majority of the staff team and 

identified individual staff members they trusted and could talk to. They enjoyed walks 

and activities on and off campus in the company of staff and they had been 

supported to keep in contact with the important people in their lives.  

 

There were aspects of life in the centre that the children were not satisfied with. One 

child explained that although they had engaged with the programme put in place for 

them, they may have to remain longer than expected in the centre, if and an onward 

placement was not found. A parent who spoke to inspectors also expressed concerns 

about lack of clarity in relation to follow on plans for their child from the special care 

unit, and said that this was upsetting for them.  

 

Neither children expressed concerns to inspectors about their immediate safety. 

However, one child said that they had experienced situations when staff members 

had not managed to keep them separate from other children they were not to mix 

with, for safeguarding reasons. This child also held the view that some incidents 

occurred in the centre because children were not kept apart and then staff ‘restrain 

too much.’  

 

Inspectors asked the two children if managers were available to them if they needed 

to voice their concerns and they described two different experiences. One child said 

that they did see managers in their unit and that they had raised issues to the person 

in charge before. They said that they were happy with the response they received to 

a particular difficulty. The other child said that they ‘met the person in charge last 

week because you (HIQA) were coming’, and that ‘I don’t normally see the 

managers.’ There was evidence to show that the person in charge was accessible to 

children in the centre. 
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The two parents who talked with inspectors described positive aspects of the service 

such as good levels of family contact with their child and members of the staff team. 

They said that they liked many of the staff team and one parent said that staff were 

‘good to the children’. One commented that ‘most staff treat them [their child] well’. 

There were however, occasions where parents were less satisfied and these were 

mostly related to the quality of communication with the centre from time to time.  

  

Social workers and guardians ad litem who talked with inspectors had mixed views on 

the quality and safety of the service, but none were concerned about the immediate 

safety of the children they were involved with, at the time of the inspection. Some 

common positive descriptors of the service by these professionals included that there 

were particular staff in the centre that had provided consistent and steady care and 

support to children. They said that this had a stabilising impact on children and their 

experience of their care. They reported that staff promoted and took a real interest in 

children’s welfare, views and interests, and that children got on well with staff 

members. One social worker also said that there was good co-ordination of multi-

disciplinary supports for a child, and good safety planning in place to manage any 

risks to the safety of the child they were allocated to.  

 

However, two of the six social workers who spoke to inspectors said that they had 

raised concerns with the centre about inconsistent practice in relation to 

implementing some decisions made to safeguard the children allocated to them. Both 

were concerned about the inconsistent approach to supervising children’s phone calls, 

when this was a specific safeguard for those children. Inspectors were satisfied that 

these matters were being addressed by the centre.   

 

Over the course of the onsite visit, inspectors had an opportunity to observe the 

children they met, and other children who were present with staff on the campus 

grounds, and in the residential units visited. Inspectors also had an opportunity to 

observe centre practices related to security, and the level of supervision of children by 

centre staff on that day.  

 

On arrival, inspectors observed that entry and exit from the centre was not possible 

for children or visitors without the assistance of a staff member. This applied to 

movement between and within each individual residential unit. External gates were 

managed electronically. There was a visitors book which held a record of each person 

who came onsite and the times of their visits. There had been changes to security 

procedures which were implemented just prior to this inspection, to ensure that only 

staff who were on duty could enter. Managerial approval was required for any off 

duty staff to enter the campus.   
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Children were open and mostly relaxed when talking with inspectors. One child 

became anxious when they saw another child in the living room of the unit. The child 

was concerned that they would not be able to return to the living room after meeting 

with the inspector, and this frustrated the child.   

 

Children were seen walking around the campus in the company of staff with ease and 

enjoyment. Inspectors also observed a family being welcomed to the centre by staff 

for a visit with their child. 

 

Overall, children placed in the special care unit have had mostly positive experiences 

of their care, and this was evident in their verbal accounts of their time there and in 

the views of their parents and external professionals who engaged with this 

inspection. However, the number and nature of monitoring notifications to HIQA prior 

to inspection raised concerns about safeguarding practices in the centre and the 

potential risk this poosed to the safety and welfare of some children placed there. 

 

The next two sections of the report present the findings of this inspection in relation 

to the governance and management arrangements in place in the centre, and how 

these arrangements impacted on the quality and safety of the service being delivered.  

 

  

Capacity and capability 

 

This inspection found that the governance and management arrangements in place in 

this designated centre needed to be strengthened, and poor practice by a small number 

of staff was not well managed. Elements of a potentially unsafe culture were forming 

and required stronger leadership. The structures and systems in place required review 

to ensure they fully supported the roles and responsibilities of the person in charge as 

intended by the regulations.This was the second risk-based inspection of this 

designated centre within a 16 week period. 

 

In September 2019, HIQA was informed of an incident where a staff member was 

found to have been driving at excessive speed while transporting a child. Inspectors 

found that this was managed effectively, but reporting of the incident to HIQA by the 

person in charge was not timely. Two months later, HIQA received another notification 

of an incident in the centre which involved an allegation of misconduct against one 

member of staff. Inspectors requested and received satisfactory written assurances 

from the person in charge at that time on how this incident and allegation was 

managed. Inspectors were assured that all necessary safeguards and measures were 

put in place to protect children and prevent a recurrence.  
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In the weeks prior to inspection, the special care unit notified HIQA of three serious 

incidents in quick succession, two of which included allegations of misconduct against 

two different staff members. When queried by inspectors, it was established with the 

person in charge, that one of these allegations was in relation to the same staff 

member against whom a previous allegation of misconduct was made in November 

2019.  

 

Regulatory responses by HIQA to the recent notifications included a request for 

immediate written assurances from the provider on the appropriate reporting and 

management of incidents and allegations, and further written assurances containing a 

plan on how the provider would bring the centre into compliance with specific 

regulations, and manage identified risks. In response to this recent cluster of serious 

incidents and allegations and the insufficient level of assurance from the provider to 

address all non-compliances, a risk-based inspection was carried out by HIQA.  

 

The designated centre was provided by Tusla, and there were various resources and 

supports in place at a national level including human resources, finance, legal, risk and 

quality, policy development and training. The person in charge and director of the 

designated centre had access to these supports when required.    

 

There was a management structure in place for the designated centre which, if 

operating effectively, should ensure the service is well managed, and that people in the 

service are held to account for their individual practice to ensure the delivery of safe 

good quality care. While this structure worked well in some respects, it was not fully 

effective in others.  

 

Staff were aware of the different roles and responsibilities of managers within this 

structure, and had access to these managers in their respective roles when required. 

While there were issues found in relation to this structure, there was a well intentioned 

drive across the senior management team to coach and support staff generally to work 

together effectively as a team.  

 

The management structure for the designated centre consisted of layers of managerial 

posts with various roles and responsibilities. They included unit manager posts 

responsible for each residential unit with support from deputy managers; a person in 

charge of the special care unit which is a deputy director post; a director of the service, 

which is a person participating in the management of the centre; and a national lead 

for children’s residential services, which also fills the role of registered provider 

representative for the designated centre (See Appendix 2). There were an additional 

two deputy director posts with various duties to support the operations of the centre 

and the person in charge, including staff recruitment and induction, and supervision of 

some social care workers and administration staff. They also fulfilled duties related to 

another designated centre within Tusla. 
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The apparently excessive management structure in the designated centre has been 

commented on in previous HIQA reports since 2018, but had not been subjected to 

review by the provider, in particular, the benefits of two deputy director posts with 

limited involvement in the direct delivery of care, at a time of a reported staffing crisis 

in the service.  

  

At the time of inspection, in addition to their regular duties, the person in charge was 

also filling an interim role of unit manager due to a vacancy. The person in charge told 

inspectors that although they were happy to take on these additional duties, in 

hindsight, this had impacted on their ability to fulfil all of their duties as person in 

charge. Following the escalation of service risks by HIQA to the provider, the provider 

committed to recruiting a new social care manager in order to fill the current unit 

manager vacancy. The provider also reviewed and changed the delegated 

responsibilities of managers in the service, to further support the role of the person in 

charge and the delivery of the service.    

 

The development and implementation of an up to date suite of policies and procedures 

for the designated centre has been problematic since the time of registration of the 

centre in November 2018. Despite commitments to put these in place, this will not be 

fully achieved by Tusla until quarter three of this year, almost two years into the 

registration cycle of this designated centre. In the interim, the majority of existing 

policies were out of date (2014) and not aligned to current regulations, legislation and 

best practice.  

  

Policies, procedures and interim practice guidance in relation to safeguarding were 

under developed and not centre specific. While managers were assured by the 

measures in place to equip all staff with adequate knowledge of safeguarding and child 

protection, such as training in Children First 2017 and a centre specific safeguarding 

statement, these measures were not enough to fully embed a culture of safeguarding 

into the service. The significant delay by the provider in providing an up to date suite of 

policies and procedures for the designated centre, did not support the person in charge 

to implement current and relevant policies and procedures in line with the regulations.  

 

The policy and procedure in place for managing allegations against a staff member in 

the centre meant that the director, in collaboration with human resources, decided 

what action would be taken, disciplinary or otherwise. This policy and procedure did not 

support the person in charge to meet in full, the requirements of the post set out in the 

regulations, which state that the person in charge has a responsibility to put in place an 

investigation in response to an allegation or incident, or suspicion of abuse and take 

appropriate action where a child is harmed.  
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In addition, the procedure in place to manage allegations against a staff member which 

constituted a child protection and welfare concern, did not also include a parallel 

process to investigate events surrounding an incident. This meant that the service was 

not responsive enough to risks in areas such as breaches of security or centre policy, as 

managers were awaiting the outcome of a social work assessment before proceeding 

with their own investigation of events. This was evident in interviews and written 

communication between HIQA and the managers of the service, following the 

submission of monitoring notifications in relation to serious incidents and allegations 

against staff members. 

 

It was evident in the weeks leading up to and during the inspection, that responses to 

all risks in the service were not timely.  By way of an example, revised security 

arrangements and practice guidance for staff on safeguarding, were actions taken six 

weeks following a serious incident, as opposed to an immediate action. This lack of 

responsiveness was also evident in a written provider assurance report submitted to 

HIQA in response to one serious incident, and was also acknowledged by the registered 

provider representative at interview.  

 

There were arrangements in place for on-call managerial support out of hours but they 

were not always adhered to in a timely way.  For example, on the night of one serious 

incident, records showed that a social care leader was acting as a support to staff, and 

was contacted and responded to the incident. However, it was confirmed by the person 

in charge that the senior manager on call was not notified until the morning after the 

event, despite serious alllegations being made against a staff member, gardai being 

called to the premises and a child requiring medical attention.   

 

The effectiveness of a multi-tiered managerial structure such as that which was in place 

in this designated centre is dependent on strong oversight, monitoring and reporting 

systems, which ensure timely and effective reporting from one tier to the next. This 

inspection found that some of these systems were not working well or were under-

developed.  

 

Monitoring and reporting systems required by the regulations such as unannounced 

visits by or on behalf of the provider, and periodic reviews of the safety and quality of 

the service were not fully implemented. This did not ensure the provider was well 

informed of the quality and safety of the service, and reduced the provider’s capacity to 

prioritise tasks for the improvement of the service.  

 

Effective reporting systems are dependent on good quality information and data, and 

the registered provider representative informed inspectors that an electronic system 

was being developed which will support the service. At the time of the inspection good 

quality data was gathered, collated, analysed and trended in the centre, which informed 

decisions about risk in areas such as absconds and the use of physical interventions and 
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incidents related to children’s behaviours. However, a similar system was not in place 

for incidents involving alleged or founded misconduct of staff and or repeated breaches 

of centre policy, by individual staff members.  The systems in place did not ensure the 

provider was aware of patterns of potential risk forming in the service. At a basic level, 

there was no system in place to routinely review monitoring notifications to HIQA by 

managers to identify patterns or trends in staff practice which may pose a risk to 

children. This was a missed opportunity for the service to pre-empt and potentially 

prevent some of the incidents which occurred, when indicators were present. 

Immediately following inspection a system was put in place by the provider to 

strengthen the governance arrangements in place, and to alert them to these risks. 

Overall, these findings were indicative of a service with flawed and or under-developed 

systems of monitoring and oversight, which impacted on the provider’s capacity to 

manage all service risks on prioritised basis. 

 

There were acknowledged challenges in the service since the time of registration in 

November 2018, in relation to staff recruitment and retention. At the time of inspection, 

there were a number of vacant unit and deputy unit manager posts, which were filled 

on an interim or temporary contract basis by staff members who were inexperienced 

and untrained in management roles. Through interviews and a review of supervision 

records, inspectors found that in some cases, this led to poor quality supervision of 

social care workers - some of whom were equally inexperienced in their role as direct 

care givers to vulnerable children.  

 

Staff supervision systems are critical to ensuring each staff member is held to account 

for their individual practice and inspectors found that this aspect of practice was poor. 

Supervision and performance planning records demonstrated low levels of 

accountability and inadequate management of recurring incidents of misconduct of 

staff, alleged or otherwise. Some managers interviewed by inspectors did not 

demonstrate a good understanding of managing performance and holding staff to 

account through the supervision or performance management processes. 

 

Following one serious incident in May 2020 and allegations made against a staff 

member, the person in charge put a system in place to improve managerial oversight of 

staff supervision and the quality of practice. Documentation provided by the person in 

charge and reviewed by inspectors, showed that the person in charge had concerns in 

relation to practice including staff boundaries and professionalism.  Supervision records 

reviewed by inspectors showed that their quality had not improved as a result, and 

HIQA continued to receive monitoring notifications in the weeks following inspection, 

which included futher allegations of misconduct against staff members.   

 

The designated centre was adequately resourced in terms of numbers of staff but not 

with a full complement of qualified and experienced staff, which potentially 

compromised the quality and safety of the service. The designated centre was 
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registered to provide 10 special care beds and had filled on average five beds at any 

given time, with the maximum being seven, since it was registered in November 2018. 

The registered provider representative told inspectors that demands on the service to 

provide special care placements were high.  

 

Six experienced staff had resigned from their post between January and March 2020 

and in addition, there was a need for the provider to ensure adequate resources were 

in place as a contingency, should an outbreak of the Covid-19 virus have occurred, one 

of those being, the redployment of staff from other Tusla services. The registered 

provider representative told inspectors that these factors had influenced the provider’s 

decision to utilise inexperienced and or unqualified staff.  

 

The staff complement comprised permanent staff, students on temporary contracts and 

agency staff. From a review of documents provided by the director and the registered 

provider representative, and a review of the centre roster, inspectors found that all 

staff, including students and agency, were routinely included on the day to day staff 

rota, as shift members-meaning they worked on average 39hrs per week. Students 

were not supernumery as required by the regulations.  

 

While recruitment challenges were identified and recorded as a risk in the service, the  

risk of employing staff without the required experience and qualifications, and the 

controls to manage these risks, were not reflected on the centre’s risk register. The 

registered provider representative told inspectors that it was hoped that those with 

experience and qualifications would provide a balance across the teams, however this 

inspection found that this was not the case. For example, there was no social care 

leader on each shift prior to inspection, including night shifts, to ensure they were well 

managed. There was evidence that on at least one occasion, one staff member worked 

alone for part of a night shift with one child. In response to the escalation of service 

risks by HIQA, the provider as an immediate action, ensured that a social care leader 

was placed on each shift in the centre.  

 

The registered provider representative conceded that there had been a focus on 

increasing staffing numbers to meet service demands, and that some staff had less 

than the required qualifications and experience. They said that while this was a 

calculated risk, the actual risk this posed to the service was not assessed, through the 

use of monitoring and oversight mechanisms, such as completing regular reviews of the 

service, as required by the regulations.  

 

There was a statement of purpose in place for the designated centre. It did not contain 

the conditions of registration as required by regulations.  

 

In summary, the governance arrangements in place in the centre were not adequate to 

fully promote the welfare and protection of children, and could not assure the provider 



 
Page 13 of 37 

 

of the safety and quality of the service being delivered at all times. The roles and 

responsibilities of the provider were not fulfilled to a satisfactory level and this was 

reflected in the quality of care provided.  The person in charge did not have roles and 

responsibilities which allowed them to fulfil all of the duties aligned with this post as set 

out in the regulations.  

 

Following the inspection, HIQA held a cautionary provider meeting with the registered 

provider representative and escalated in writing to the CEO of Tusla, who is the 

registered provider of the designated centre, areas of non-compliance and associated  

key risks, which required immediate assurances by way of a written plan of action. 

Those non-compliances and associated risks related to the leadership governance and 

management of the service were: 

 

 Lack of managerial systems to analyze reported concerns and allegations against 

staff members to identify trends in relation to potentially unsafe practice in order 

ensure the ongoing safety and welfare of children placed in the designated 

centre 

 Under-reporting through monitoring notifications to the Chief Inspector in 

relation to allegations of misconduct against staff 

 The designated centre is not adequately resourced within the current staffing 

complement with suitably qualified, experienced staff members across various 

grades.  

 

Immediate actions were put in place by the provider to ensure children placed in the 

service at that time were safe, to address the key risks and to strengthen reporting and 

monitoring systems. These immediate actions and the provider’s capacity to bring this 

unit into compliance and ensure that an effective and sustainable programme of care is 

delivered to current and future children in the unit, will continue to be closely monitored 

by HIQA and determine regulatory action going forward.  

 

Regulation 5: Statement of purpose 

 

The statement of purpose did not contain the conditions of registration, as required in 

the regulations.  

 

Judgement: Substantially compliant 

 

Regulation 6: Care practices, policies and proceudres 

 

The registered provider did not ensure that the governance and management systems 

in place in the special care unit were sufficient to promote and protect the safety and 

welfare of children effectively and consistently. The registered provider did not ensure 
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that up to date and relevant policies and procedures were provided to the special care 

unit in line with Schedule 2.  
 

  
 

Judgment: Not compliant 

 

Regulation 14: Staff members and others working in the Special Care 
Unit 

 

 

The registered provider did not ensure that the qualifications, experience, suitability of 

staff members in the special care unit was appropriate. Appropriate levels of 

professional supervision and support were not consistently provided to all staff.   

 

_______________________________________________________________________
Judgement: Not Compliant  
 

 

Regulation 24: Governance and management 
 

 

 

 

There were under-developed reporting, monitoring and oversight systems in place. The 

current management structure was not working effectively and did not ensure people 

were always held to account for their practice. There were inadequate systems in place 

by the provider to monitor the operation of the service and to review the quality and 

safety of the special care provided. The centre was inadequately resourced with 

suitably qualified and experienced staff. Current resources were not utilised to their 

fullest effect.  
  
 

Judgment: Not compliant 
 

Quality and safety 

 

The quality and safety of care provided in the designated centre varied to an extent 

that the welfare and safety of children placed there just prior to, and at the time of the 

inspection, could not be guaranteed.  

 

Children in the centre were provided with good quality care and experiences by many 

staff team members, who were conscientious and promoted their welfare and safety, 

albeit that some were inexperienced. The children engaged in activities on and off-site, 

had good contact with their families, and were encouraged to participate in education. 

Children’s hobbies and interest were encouraged and facilitated.  
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All staff in the centre were mandated under Children First to report any concerns they 

may have to Tusla child protection and welfare services. In addition, a designated 

liaison person (DLP) is required to have oversight of these concerns so the provider is 

aware of risks in the service, and to ensure a good level of reporting to Tusla. The 

person in charge is the DLP for the centre. From talking with staff, managers and social 

workers, and a review of records related to concerns, poor quality reports of child 

protection and welfare concerns were identified. This had the potential to lower the 

priority status of the reported concern when it reached a Tusla social worker, and may 

not inform good decision making about the level of actual or potential harm to children. 

By way of example, two of the recent incidents in the centre resulted in child protection 

and welfare reports about two staff members being sent to Tusla social work services 

for investigation. On review of centre records, inspectors found that one of these 

reports lacked crucial information and did not fully reflect the potential risk to children 

involved. Inspectors sought written assurances from the person in charge, on the 

adequate reporting of concerns to a Tusla social work department. The written 

response did could not assure the provider or HIQA, that all allegations and concerns 

were reported, and this was escalated to the registered provider representative.  

 

Inspectors were not assured that there were adequate arrangements in place to notify 

an Garda Síochana of allegations against staff. The person in charge and the director 

told inspectors that the social work department investigating any allegation of abuse 

against staff held this responsibility. Poor quality reporting of concerns to Tusla, did not 

ensure timely notification to the Gardaí or the sharing of appropriate information. 

Under-developed reporting systems in place posed a potential risk of a failure of the 

centre to comply with other legislation related to offences against children and 

vulnerable adults. The provisions of the Criminal Justice (Withholding of Information on 

offences against Children and Vulnerable Persons) Act 2012 sets out additional 

reporting requirements which are supplementary to reporting requirements under the 

Children First Act 2015.  

 

Inspectors examined procedures in place to manage allegations of misconduct against 

staff, in particular where their behaviour posed a potential risk to children, and found 

that they were not always implemented in a safe and well-informed way. In one case, a 

decision was made that a staff member would not be placed on administrative leave, 

but would be supervised on each shift using a ‘buddy system’. The director of the 

centre confirmed to inspectors that this decision was made without decision-makers 

viewing pertinent evidence, and without the knowledge of other relevant information. 

There was also evidence of the ineffectiveness of the ‘buddy’ system. Staff said that 

they were not always made aware of staff on shift who were subjected to restricted 

duties or the ‘buddy’ system. This meant that a staff member on this system may be 

unintentionally unsupervised while in the company of a child.  
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Through a review of centre records and interviews with managers, inspectors found 

that during the Covid-19 pandemic, Tusla, at a national level, took a decision to adjourn 

disciplinary processes. Inspectors found however, that although this did not affect the 

actions taken by the centre in relation to one serious incident, it was a matter that 

required review by Tusla for recommencement or an alternative approach. In reponse 

to escalated risks in the service by HIQA, a review of allegations of abuse against three 

current staff members was completed on the request of the provider. This review 

recommended that suspended human resource processes should be addressed, as 

there were issues in the centre which had the potential to impact on the care of many 

young people placed there.  This was being addressed by the centre as part of their 

response to service risks.     

 

Risk management systems in the special care unit were limited in their effectiveness 

and needed significant improvement in relation to the identification, reporting, 

responding and management of all potential risks to children in the centre. There were 

inadequate and in some instances, informal systems in place to report and escalate 

risks throughout the line management structure and ultimately to the provider. This 

meant that risks in the service were not always known to the provider. This was 

acknowledged by the registered provider representative at interview.  

 

Monitoring notifications received by HIQA, interviews with centre managers and staff 

and a review of centre records, showed that recent incidents of concern occurred on 

the premises which included one child consuming alcohol, another being in possession 

of drugs and a third child had their hair set on fire by another resident.  

 

In addition, there were written records related to confirmed breaches of the centre’s 

code of conduct. This included staff members smoking out of sight of children on the 

premises and two staff members being in possession of their personal mobile phone 

while on duty. In one incident, there was a written record of an off duty staff member 

administering prescribed medication to a child. According to the director of the special 

care unit, there were occasions when some staff came into the centre off duty without 

consent. Centre records and interviews with staff showed that on at least one occasion, 

it was not  apparent to staff working in the centre, who was on shift and who was in 

the centre, but off duty.  

 

Other confirmed incidents recorded in centre records included a staff member falling 

asleep while charged with the duty of supervising children who were placed in their 

bedroom at night. This incident was notified retrospectively to HIQA following the 

inspection.  

 

Over the course of the inspection, of the 15 staff who talked with inspectors, all but one 

raised concerns about different aspects of practice in the centre. Accounts of some of 

these incidents, were reported to the registered provider representative following the 
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inspection for their validation, and to ensure all necessary safeguarding actions were 

taken where required. A review of allegations against staff and actions taken by 

management was conducted on the 23 July 2020, and inspectors were assured by this 

process.  

 

In summary, incidents had occurred in the centre prior to inspection which placed 

children at potential risk, and the quality of reports of these concerns to Tusla’s social 

work department required better oversight and improvement. While there were some 

systems in place to identify and report risks in the service, underdeveloped systems of 

analysing reported concerns and or risks related to centre staff, could not sufficiently 

alert managers to all potential risks.   

 

Inspectors were not satisfied by the level of assurances received from managers of this 

service following each of the serious incidents notified to HIQA in 2020, and findings of 

the inspection equally did not provide assurance. A further opportunity to take 

immediate actions to ensure the safety of children and improve service delivery were 

afforded to the provider and local managers following the inspection.  This included 

addressing key risks which required immediate actions in regard to:  

 

 Significant breaches of the designated centres Code of Conduct by individual 

staff members, which posed a potential risk to children placed in the centre 

 Inadequate reporting of child protection and welfare allegations and concerns in 

line with Children First 2017 

 Ineffective systems of risk management  

 Indicators of an unsafe culture in the designated centre.  

 

Immediate actions were put in place by the provider to ensure children placed in the 

service at that time were safe, to address the key risks and to strengthen reporting and 

monitoring systems. These immediate actions and the provider’s capacity to bring this 

unit into compliance and ensure that an effective and sustainable programme of care is 

delivered to current and future children in the unit, will continue to be closely monitored 

by HIQA and determine regulatory action going forward.  

 

Regulation 8: Healthcare 

 

 

The systems in place by the person in charge did not ensure safe medication 

administration in the centre.  
  

  
 
Judgment: Not compliant  
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Regulation 12: Protection 

 

 

The registered provider was failing to keep children safe at all times in the service. A 

culture of safeguarding was not embedded into the service to ensure vigilance in the 

prevention and detection of abuse to children. Decisions about safeguarding following 

an allegation of misconduct against a staff member were not always well informed or 

timely. The person in charge, as designated liaison person, did not have appropriate 

systems or procedures in place to ensure oversight of the quality of information being 

reported to Tusla. Inspectors were not assured that there were adequate 

arrangements in place to notify an Garda Síochana of allegations against staff.  
  
 

Judgment: Not compliant 

 

Regulation 25: Risk management 

 

 

Risk management systems in the special care unit did not ensure the identification, 

reporting, responding and management of risks related to allegations and concerns 

about staff misconduct. The level of risk of employing staff without the required 

competencies and qualifications was not fully assessed. There were inadequate and 

unsafe reporting arrangements in place to ensure risks were reported and escalated 

from the person in charge through the line management structure.  
  
 

Judgment: Not compliant 

 

Regulation 27: Notification of incidents 

 

 

The person in charge did not ensure that all incidents were notified to the Chief 

Inspector and in a timely way. Notifications to the Chief Inspector did not always 

contain adequate information on the risk posed by the incident being notified. 
  
 

Judgment: Not compliant  
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Appendix 1 - Full list of regulations considered under each dimension 
 

 Regulation Title Judgment 

Capacity and capability  

Regulation 5: Statement of purpose  Substantially 
compliant  

Regulation 6: Care practices, operational policies and 
procedures 

Not compliant 

Regulation 14: Staff members and others working in the 
special care unit 

Not compliant 

Regulation 24:  Governance and management Not compliant 

Quality and safety  

Regulation 8: Healthcare Not compliant  

Regulation 12: Protection Not compliant 

Regulation 25: Risk management Not compliant 

Regulation 27: Notification of incidents Not compliant 
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Appendix 2 – Service Organogram  
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Compliance Plan for Ballydowd OSV – 0004221  
 
Inspection ID: MON-0029825 

 
Date of inspection:  30 June 2020   
 
Introduction and instruction  
This document sets out the regulations where it has been assessed that the provider 
or person in charge are not compliant with the Health Act 2007 (Care and Welfare of 
Children in Special Care Units) Regulations 2017, as amended, Health Act 2007 
(Registration of Designated Centres) (Special Care Units) Regulations 2017 and the 
National Standards for Special Care Units 2015. 
 
This document is divided into two sections: 
 
Section 1 is the compliance plan. It outlines which regulations the provider or person 
in charge must take action on to comply. In this section the provider or person in 
charge must consider the overall regulation when responding and not just the 
individual non compliances as listed section 2. 
 
 
Section 2 is the list of all regulations where it has been assessed the provider or 
person in charge is not compliant. Each regulation is risk assessed as to the impact 
of the non-compliance on the safety, health and welfare of children using the 
service. 
 
A finding of: 
 

 Substantially compliant - A judgment of substantially compliant means that 
the provider or person in charge has generally met the requirements of the 
regulation but some action is required to be fully compliant. This finding will 
have a risk rating of yellow which is low risk.  
 

 Not compliant - A judgment of not compliant means the provider or person 
in charge has not complied with a regulation and considerable action is 
required to come into compliance. Continued non-compliance or where the 
non-compliance poses a significant risk to the safety, health and welfare of 
children using the service will be risk rated red (high risk) and the inspector 
have identified the date by which the provider must comply. Where the non-
compliance does not pose a risk to the safety, health and welfare of children 
using the service it is risk rated orange (moderate risk) and the provider must 
take action within a reasonable timeframe to come into compliance.  
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Section 1 
 
The provider and or the person in charge is required to set out what action they 
have taken or intend to take to comply with the regulation  in order to bring the 
centre back into compliance. The plan should be SMART in nature. Specific to that 
regulation, Measurable so that they can monitor progress, Achievable and Realistic, 
and Time bound. The response must consider the details and risk rating of each 
regulation set out in section 2 when making the response. It is the provider’s 
responsibility to ensure they implement the actions within the timeframe.  
 
 
Compliance plan provider’s response: 
 
 

 Regulation Heading Judgment 
 

 

Regulation 5: Statement of purpose  Substantially Compliant 

Outline how you are going to come into compliance with Regulation 5: Statement of 
purpose: 
 
Statement of purpose will be updated to include all conditions attached to the 
registration of the service and Annual review will also be completed and updated.  
 
 

Regulation 6: Care practices, 
operational policies and procedures  

Not Compliant 

Outline how you are going to come into compliance with Regulation 6: Care practices, 
operational policies and procedures 
 
The Registered Provider has provided an updated suite of polices and procedures in line 
with Schedule 2 to the centre on the 6th of July 2020  
 
The Person in Charge has commenced an implementation plan in relation to the 2020 
Policies and Procedeures for Special Care which consists of six individual suites. 
Implementation of those Policies and Procedures is scheduled to take 12 weeks. This 
implemention plan commenced on  6th of July 2002 and is scheduled for completion on 
28th of September 2020  
 
The Registered Provider will ensure that the policies and procedures are reviewed by the 
Special Care Director, Person in charge and the Policy Directorate. The policies will be 
updated at intervals not exceeding three years and where necessary to reflect best 
practice or as often as the Chief Inspector may require. 
 
The Person in  Charge will request that the QA Direcotate will conduct audits against key 
polcies and procedures aftet they are in place in 6 months 
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Regulation 8: Health care  Not Compliant 

Outline how you are going to come into compliance with Regulation 8: Health care: 
 
The Person in Charge will ensure that all staff receive Suite 4 of the 2020 Policies and 
Procedures for Special Care which outline their roles and responsibilities in relation to the 
safe administration of Medication.  
 
The Person in Charge will ensure all staff are aware of their responsibilities in relation to 
administering medication and that they are only permitted to do so when they have 
received the appropriate administration of medication training and when they are on duty 
in the service.  
 
The Person in Charge will take appropriate action where there is significant breach of 
these policies which may include notifying the Gardaí and/or the commencement of an 
immediate incident review. 
 
The Person in  Charge has requested that the QA Direcotate conduct a medication 
managment audit in Q4 2020 
 
 
 

Regulation 12: Protection  Not Compliant 

Outline how you are going to come into compliance with Regulation 12: Protection: 
 
The person in charge has assigned a deputy director to maintain oversight over all 
safeguarding matters in the centre, the deputy director will report to the Person in 
Charge on a weekly basis to highlight any patterns or trends in relation to safeguarding 
and to ensure that all matters are dealt with in a timely manner.  
 
The Person in Charge will ensure that there is sufficient staff on duty with the right skills, 
qualifications and experience to meet the assessed needs of all young people in the 
special care centre  
 
The Person in Charge will ensure that the assessed needs of the young people in the 
service are met in a respectful, timely and safe manner. Where staff fail to do so the 
Person in charge will initiate an investigation in relation to any incident, allegation or 
suspicion of abuse and this will be notified to the relevant social work department and 
will be addressed by the Person in Charge through the agencies disiplinary proceedures 
with support from the agencies HR department.  
 
All staff will receive additional training in Children’s First and Safeguarding, Managers 
received an online briefing on the 16th July 2020 in relation to the Child Safeguarding 
Statement & Risk Assessment  
 
All relevant personnel including the chief inspector will be notified of any incident of staff 
misconduct in an timely manner.  
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The actions from the recent QA Direcorate audit on safeguarding will implemented by the 
PIC. The QA  Direcorate will conduct audits every two months (covering safeguarding, 
notifcations and other key themes)and will report to the PIC and Registered  provider 
 

 

Regulation 14: Staff members and 
others working in the special care unit  

Not Compliant 

Outline how you are going to come into compliance with Regulation 14: Staff members 
and others working in the special care unit: 
 
The Registered provider is assured that there are are effective recruitment procedures in 
place, that there is currently enough staff on duty with the right skills, qualification and 
experience to meet the assessed need of the young people currently in the service.  
 
The use of former students as employees who were known to the centre and who had 
undertaken placement in the centre were utilised and given contracts through Tusla 
Recruit in the context of the global pandemic. These employees performed admirably 
during this time and the agency believes it was safe to use them and intends where 
possible to continue to use them to ensure continuity of service during these 
extraordinary times.  
 
Staff on these short term contracts will be used within an appropriate skill mix and the 
additional following measures will be put in place.  
 

- A risk assessmsnt will be completed in advance of their commencement in 
employment in the centre. 

- They will be supervised by a member of the Management Team  
- An enhanced schedule of supervision and mentoring will be put in place  

 
The Person in Charge has requested that the QA Direcotate conduct an audit of the 
processes to support student’s working in the centre in Q4 2020 
 
 

Regulation 24: Governance and 
management  

Not Compliant 

Outline how you are going to come into compliance with Regulation 24: Governance and 
management: 
 
The Registered provider will ensure that the Person in charge is provided with sufficient 
staffing resources through the ongoing rolling recruitment campaign for Special Care to 
ensure the safe delivery of special care in line with the statement of purpose and number 
of young people resident in the centre. Discussion have taken place and have now been 
agreed with the trade union to extend the list of qualifications that are now deemed 
suitable for working with young people in Special Care. This will be kept under review by 
the Registered Provider.  
 
The registered provider has clear systems in place to support staff in the centre to raise 
concerns about the quality and safety of the care provided to the young people. The 
Person in charge will ensure that these processes are understood and clear to all staff. 
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The person in charge will ensure that all staff have regular connect meetings with a 
member of the Management team. The person in charge will be informed of any 
concerns raised by the staff members during these meetings  
 
The registered provider has assigned two Deputy Directors in the service as Person’s 
participating in Management with specific delegated duties to support the role of the 
Person in Charge and to ensure that the service provides safe and effective care to the 
young people and that the service is effectively monitored.  
 
The Registered provider commisioned an Annual review to assess the quality and safety 
of the special care unit and this was completed and made available to the Person in 
Charge on the 29th June 2020. This is available as required to the Chief Inspector.  
 
The Registered provider has put in place arrangements in conjunction with the QA 
directorate for the centre to be visited at least every six months and a report will be 
produced in relation to the safety and quality of care and support provided in the centre 
which will be made available to the young people, their parents or guardians and the 
chief inspector on request. 
 
 QA  Directorate will conduct audits every two months (covering safeguarding, 
notifcations and other key themes)and will report to the PIC and Registered  provider 
 

Regulation 25: Risk management  Not Compliant 

Outline how you are going to come into compliance with Regulation 25: Risk 
management: 
 
The Registered provider will ensure that the Person in charge is provided with sufficient 
staffing resources through the ongoing rolling recruitment campaign for Special Care to 
ensure the safe delivery of special care in line with the statement of purpose and number 
of young people resident in the centre. Discussion have taken place and have now been 
agreed with the trade union to extend the list of qualifications that are now deemed 
suitable for working with young people in Special Care. This will be kept under review by 
the Registered Provider.  
 
The registered provider has clear systems in place to support staff in the centre to raise 
concerns about the quality and safety of the care provided to the young people. The 
Person in charge will ensure that these processes are understood and clear to all staff. 
The person in charge will ensure that all staff have regular connect meetings with a 
member of the Management team. The person in charge will be informed of any 
concerns raised by the staff members during these meetings  
 
The registered provider has assigned two Deputy Directors in the service as Person’s 
participating in Management with specific delegated duties to support the role of the 
Person in Charge and to ensure that the service provides safe and effective care to the 
young people and that the service is effectively monitored.  
 
The Registered provider commisioned an Annual review to assess the quality and safety 
of the special care unit and this was completed and made available to the Person in 
Charge on the 29th June 2020. This is available as required to the Chief Inspector.  
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The Registered provider has put in place arrangements in conjunction with the QA 
directorate for the centre to be visited at least every six months and a report will be 
produced in relation to the safety and quality of care and support provided in the centre 
which will be made available to the young people, their parents or guardians and the 
chief inspector on request. 
 
 QA  Directorate will conduct audits every two months (covering safeguarding, 
notifcations and other key themes)and will report to the PIC and Registered  provider 
Appropriate Risk escalation proceedures will be developed and implemented by the 
Person in Charge to manage risk and to close out issues and to keep relevant person’s 
informed.  
 
New policy will be developed outlining the escalation process – A Practice matter will be 
developed in the interim on behalf of the Person in Charge by the Director of Services.  
 
Risk Management training will be sourced for all staff and management  
 
A review under 24.3 will be conducted by the Quality Assurance directorate on behalf of 
the registered provider six months after this new system is put in place.  
 
Additional Risk managememt structures implemented by the Person in Charge as follows:   
 
The PIC will ensure that the following risk management items are placed on the standing 
agenda for the weekly Management team meeting, safeguarding, risk register, Significant 
event reviews, Child protection concerns, concerns raised by staff to management 
 
The Person in charge has assigned risk management oversight to one of the Deputy 
Directors who will report weekly to the PIC in relation to any concerns identified 
 
The Registered provider has commissioned an an external review in relation to the 
Significant event review processes with a view to putting more robust systems in place 
both in the cente and nationally for all special care services.  
 
 

Regulation 27: Notification of incidents  Not Compliant 

Outline how you are going to come into compliance with Regulation 27: Notification of 
incidents: 
The person in charge will ensure that all reportable incidents are reported to the Chief 
Inspector – completed 25th August 2020  
 
The person in Charge has ensured that all staff have been advised that they must report 
any concerns that come to their attention in a timely manner.  
 
The person in charge has assigned a Deputy Director to oversee all child protection 
matters. This is tracked and reported weekly to the Person in charge.  
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The Quality Assuarance directorate also receive a copy of all reportable incidents and 
reviews them for patterns and themes and provide feedback to the Person in Charge and 
Registered Provider as required.  
 
The Agencies Incident Management Policy will reflect and guide staff further. 
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Section 2:  
 
Regulations to be complied with 
 
The provider or person in charge must consider the details and risk rating of the 
following regulations when completing the compliance plan in section 1. Where a 
regulation has been risk rated red (high risk) the inspector has set out the date by 
which the provider or person in charge must comply. Where a regulation has been 
risk rated yellow (low risk) or orange (moderate risk) the provider must include a 
date (DD Month YY) of when they will be compliant.  
 
The registered provider or person in charge has failed to comply with the following 
regulation(s). 
 
 

 Regulation Regulatory 
requirement 

Judgment Risk 
rating 

Date to be 
complied with 

Regulation 6(1) 

The registered 
provider shall 
promote and 
protect the life, 
health, safety, 
development and 
welfare of each 
child who is 
detained in the 
special care unit. 

Not Compliant Orange 
 
  

30th September 
2020 

Regulation 6(2) 

The registered 
provider shall 
ensure that the 
special care unit 
has care practices, 
operational policies 
and procedures in 
place in 
accordance with 
best practice and 
paragraph (1) 
having regard to 
the number of 
children detained 
in the special care 
unit and the nature 
of their needs, 
which practices, 
policies and 
procedures shall 
include, but shall 
not be limited to, 

Not Compliant Orange 
 

30th October 
2020  
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the matters set out 
in Schedule 2 and 
the obligations of 
the person in 
charge under 
these Regulations. 

Regulation 6(4) 

The registered 
provider shall 
ensure that the 
care practices, 
operational policies 
and procedures 
referred to in 
paragraph (2) are 
implemented by 
the person in 
charge having 
regard to the 
particular needs of 
each child. 

Not Compliant Orange 
 
 

30th October 
2020  

Regulation 6(5)(a) 

The registered 
provider shall 
ensure that all 
written care 
practices, 
operational policies 
and procedures 
are reviewed and 
updated in 
accordance with 
best practice and 
such reviews shall 
have due regard to 
any 
recommendations 
made by the chief 
inspector. 

Not Compliant Orange 30th October 
2020 

Regulation 6(5)(c) 

The registered 
provider shall 
ensure that all 
written care 
practices, 
operational policies 
and procedures 
are reviewed and 
updated at least 
every three years 
and such reviews 
shall have due 

Not Compliant Orange 
 
 

30th October 
2023 
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regard to any 
recommendations 
made by the chief 
inspector. 

Regulation 6(8) 

The person in 
charge shall 
implement the 
care practices, 
operational policies 
and procedures 
required to be put 
in place by the 
registered provider 
under paragraph 
(2) and shall, in so 
doing, promote 
and protect the 
life, health, safety, 
development and 
welfare of each 
child who is 
detained in the 
special care unit. 

Not Compliant  Orange 
   

30th December 
2020 

Regulation 8(4) 

The person in 
charge shall 
ensure that all 
medicinal products 
dispensed or 
supplied to a child 
detained in the 
special care unit 
are stored securely 
at the special care 
unit. 

Not Compliant Red 30 September 
2020 

Regulation 8(5) 

The person in 
charge shall 
ensure that all 
medicinal products 
are administered in 
accordance with 
the directions of 
the prescriber to 
the child 
concerned and in 
accordance with 
any advice 
provided by the 
medical 
professional 

Not Compliant   Red  30 September 
2020 
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regarding the 
appropriate use of 
the product. 

Regulation 12(2) 

The registered 
provider shall 
protect all children 
placed in the 
special care unit 
from all forms of 
abuse. 

Not Compliant Orange 
 

30th September 
2020 

Regulation 12(3) 

The registered 
provider shall 
ensure that, where 
there has been an 
incident, allegation 
or suspicion of 
abuse or neglect in 
relation to a child, 
the requirements 
of national 
guidance for the 
protection and 
welfare of children 
and all relevant 
statutory 
obligations are 
complied with. 

Not Compliant Orange 
  

30th September 
2020 

Regulation 12(4) 

The person in 
charge shall 
initiate and put in 
place an 
investigation in 
relation to any 
incident, allegation 
or suspicion of 
abuse and take 
appropriate action 
where a child is 
harmed or suffers 
abuse while in the 
care of the special 
care unit. 

Not Compliant    Red  30 September 
2020 

Regulation 12(5) 

The person in 
charge shall 
ensure that all 
staff members 
receive training in 
relation to 
safeguarding 

Not Compliant Orange  
 

31st December 
2020  
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children and in the 
prevention, 
detection and 
response to abuse. 

Regulation 14(1) 

The registered 
provider shall 
ensure that the 
number, 
qualifications, 
experience, 
suitability and 
availability of staff 
members in the 
special care unit is 
appropriate, 
having regard to 
the number and 
assessed need of 
children detained 
in the special care 
unit, the statement 
of purpose and the 
size and layout of 
the special care 
unit. 

Not Compliant  Orange 
   

30th October 
2020 

Regulation 14(4) 

The registered 
provider shall 
ensure that there 
are appropriate 
numbers of staff 
members present 
in the special care 
unit at all times to 
supervise each 
child detained in 
the special care 
unit in accordance 
with the 
requirements of 
registration of the 
special care unit. 

Not Compliant Orange 
 

30th September 
2020  

Regulation 14(5) 

The person in 
charge shall 
ensure that an 
appropriate level 
of professional 
supervision and 
support is provided 
to staff members 

Not Compliant Orange 
 

31st December 
2020 
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in the special care 
unit. 

Regulation 
24(1)(a) 

The registered 
provider shall 
ensure that the 
special care unit 
has sufficient 
resources to 
ensure the 
effective delivery 
of special care in 
accordance with 
the statement of 
purpose. 

Not Compliant Orange 
   

31st October 
2020 

Regulation 
24(1)(b) 

The registered 
provider shall 
ensure that there 
is a clearly defined 
management 
structure in the 
special care unit 
that identifies the 
lines of authority 
and accountability, 
specifies roles, and 
details 
responsibilities for 
areas of special 
care provision. 

Not Compliant Orange 30th September 
2020  

Regulation 
24(1)(c) 

The registered 
provider shall 
ensure that 
management 
systems are in 
place to ensure 
that the service 
provided is safe, 
appropriate to the 
child’s needs, 
consistent and 
effectively 
monitored. 

Not Compliant Orange 
 

30th October 
2020  

Regulation 
24(1)(d) 

The registered 
provider shall 
ensure that there 
is an annual review 
to assess the 
quality and safety 
of special care 

Not Compliant Orange 
 

30/06/2021 
 
Last one 
completd 
29/06/2020 
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provided in the 
special care unit 
and to confirm that 
such special care is 
in accordance with 
national standards, 
the interim special 
care orders or the 
special care orders 
generally, and the 
child’s programme 
of special care. 

Regulation 
24(1)(e) 

The registered 
provider shall 
ensure that a copy 
of the review 
referred to in sub 
paragraph (d) is 
made available, on 
request, to the 
chief inspector. 

Not Compliant Orange 30th September 
2020  

Regulation 24(2) 

The registered 
provider shall 
ensure that 
effective 
arrangements are 
in place to 
facilitate persons 
employed in the 
special care unit to 
raise concerns 
about the quality 
and safety of the 
special care 
provided generally 
or the special care 
provided to any 
specific child 
detained in the 
special care unit. 

Not Compliant Orange 
 

30th September 
2020 

Regulation 
24(3)(a) 

The registered 
provider, or a 
person nominated 
by the registered 
provider, shall 
carry out an 
unannounced visit 
to the special care 
unit at least once 

Not Compliant Orange 
 

Visit carried out 
on the 08th July 
2020 and follow 
up on the 18 
August 2020.  
 
October 31st 
2020 
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every six months, 
or more frequently 
as determined by 
the chief inspector, 
and shall prepare a 
written report on 
the safety and 
quality of care and 
support provided 
in the centre and 
put a plan in place 
to address any 
concerns regarding 
the standard of 
care. 

Regulation 
24(3)(b) 

The registered 
provider, or a 
person nominated 
by the registered 
provider, shall 
carry out an 
unannounced visit 
to the special care 
unit at least once 
every six months, 
or more frequently 
as determined by 
the chief inspector, 
and shall maintain 
a copy of the 
report prepared 
under 
subparagraph (a) 
and make it 
available on 
request to children 
placed in the 
special care unit, 
and their parents 
or guardians, and 
the chief inspector. 

Not Compliant  Orange 
  

31st October 
2020 

Regulation 25(1) 

The registered 
provider shall 
ensure that the 
special care unit 
has a risk 
management 
policy in place and 
that it is 

Not Compliant  Orange 
  

31st December 
2020  
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implemented 
throughout the 
special care unit. 

Regulation 25(2) 

The registered 
provider shall 
ensure that the 
risk management 
policy includes the 
following: (a) the 
ongoing 
identification, 
assessment, 
management and 
review of risks 
throughout the 
special care unit, 
(b) the measures 
and actions in 
place to control 
the risks identified, 
(c) the measures 
and actions in 
place to control 
the following risks 
to a child— (i) 
child abuse, (ii) 
situations where a 
child may be 
removed or 
absconds from the 
special care unit, 
(iii) accidental 
injury to a child, 
(iv) aggression and 
violence from or 
towards a child, 
and (v) self-harm, 
(d) arrangements 
for the 
identification, 
recording, 
investigation and 
learning from 
incidents involving 
children detained 
in the special care 
unit, (e) accidental 
injury to a staff 
member, an intern, 

Not Compliant Orange 
 

31st December 
2020  
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a trainee or a 
person on a 
placement as part 
of a vocational 
training course in 
the special care 
unit, and (f) 
aggression and 
violence towards a 
staff member, an 
intern, a trainee or 
a person on a 
placement as part 
of a vocational 
training course in 
the special care 
unit. 

Regulation 
27(1)(h) 

The person in 
charge shall give 
the chief inspector 
notice in writing 
within three 
working days of 
the following 
incidents occurring 
in a special care 
unit, an allegation 
of misconduct of 
the registered 
provider or a staff 
member or a 
person working as 
an intern, a 
trainee, a person 
on a placement as 
part of a vocational 
training course or 
a person employed 
under a contract 
for services. 

Not Compliant Orange 
 

30th September 
2020  

 
 


