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Glossary 

 

Care Plan A Care Plan is put together for every young person when 

they come into care. This is a plan of their life in care and 

all the things to help and support them. 

Child and Family Agency Act 2013 Establishment of Tusla as a dedicated State agency 

responsible for supporting and promoting the 

development, welfare and protection of children, and the 

effective functioning of families. 

Child Care Act 1991 A wide ranging piece of legislation which, at its core, 

seeks to promote the welfare of children who may not 

receive adequate care and protection. 

Child Protection The process of protecting individual children identified as 

either suffering, or likely to suffer, significant harm as a 

result of abuse or neglect. 

Child Protection Case Conference An interagency meeting to facilitate the sharing and 

evaluation of information between professionals and 

parents/carers, to consider the evidence as to whether a 

child has suffered or is likely to suffer significant harm.  

Children First Act 2015 The Act places a number of statutory obligations on 

specific groups of professionals and on particular 

organisations providing services to children. 

Through the provisions of the Act, it is intended to: 

 Raise awareness of child abuse and neglect; 

 Provide for mandatory reporting by key 

professionals; 

 Improve child safeguarding arrangements in 

organisations providing services to children; 

 Provide for cooperation and information-sharing 

between agencies when Tusla – Child and Family 

Agency, is undertaking child protection. 

Child Welfare Concern A problem seen to impact negatively on the child’s health, 

development and welfare. 

Further Assessment Required following initial assessment (or at any time in 

the course of child protection or child welfare/ family 

support planning). The focus and the model of assessment 

is dependent on the circumstances of the case. 

Initial Assessment Social worker meets with the child and the child’s parents 

to make a preliminary determination of risk and unmet 

need. 
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Mandated Reporter A mandated reporter is a person who, because of his or 

her profession, is legally required to report any suspicion 

of child abuse or neglect to the relevant authorities. 

Meitheal A case coordination process for families with additional 

needs who require multi-agency intervention but who do 

not meet the threshold for referral to the Social Work 

Department under Children First. 

One House/Barnahus A pilot project which will provide coordinated services to 

children who have been sexually abused. Based on the 

Icelandic ‘Barnahus’ it brings together, in One House, 

forensic, protection, health, therapeutic and policing 

services. 

Preliminary Enquiry Clarifying the details provided by the reporter and 

checking the Children and Family Services’ records (after 

screening). 

PULSE A computer system used by An Garda Síochána. 

Referral Where Children and Family Services are made aware, by 

whatever means, about a concern regarding a child. 

Retrospective Allegation An allegation made by an adult who alleges they were 

abused when they were children. 

Risk Management The systematic identification, evaluation and management 

of risk. It is a continual process with the aim of reducing 

risk to an organisation and individuals. 

Screening The evaluation of a referral made for a child and or family 

to assess which service the referral should be forwarded 

to. 

Signs of Safety National approach to practice within Tusla which provides 

a range of tools for assessment and planning, decision-

making and engaging children and families. 
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Acronyms 

 

ACTS     Assessment, Consultation and Therapy Service 

AGS    An Garda Síochána 

CAMHS    Child and Adolescent Mental Health Services 

CASP    National Child Abuse Substantiation Procedures 

CEO     Chief Executive Officer 

COO    Chief Operations Officer  

CPWS     Child Protection and Welfare Strategy  

CSA     Child Sexual Abuse 

DCYA     Department of Children and Youth Affairs  

DPSU    Divisional Protective Service Unit 

EAG    Expert Assurance Group 

EPPI     Empowering Practitioners and Practice Initiative 

GDPR     General Data Protection Regulation 

HEA    Higher Education Authority 

HIQA     Health Information and Quality Authority  

HR     Human Resources  

HSE     Health Service Executive  

ICT     Information and Communication Technology 

IHI    Institute for Health Care Improvement 

JDSA    Joint Data Sharing Agreement 

NCCIS    National Childcare Information System 

NIAPP    National Interagency Prevention Programme 

NPOC    National Policy Oversight Committee 

NQICF    National Quality Improvement Collaborative Forum 

NRP    National Review Panel 

PA    Performance Achievement 

PMDS    Performance Management and Development System 

PPFS     Prevention, Partnership and Family Support  

PSAA    Person Subject to an Allegation of Abuse 

PSW    Principal Social Worker 

PULSE    Police Using Leading Systems Effectively 

QA     Quality Assurance  

QI     Quality Improvement  

QRSI    Quality Risk Service Improvement 

SART    Sexual Abuse Regional Team 

SBP    Standard Business Process 

SCW    Social Care Worker 

SIP    Service Improvement Plan 

SLMF    Senior Liaison Management Forum 

SMT    Senior Management Team 

SWIS    Social Work Information System 

SWTL    Social Work Team Leader 

TEDI     Tusla Equality, Diversity and Inclusion  
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Message from the Chair of the Expert Assurance Group 

 

My expertise revolves mainly around public service and governance, and it is in that capacity that I was asked by the 

Minister to chair the Expert Assurance Group (EAG). I had previously chaired an oversight group for the Minister in 

the run up to the commencement of mandatory reporting provisions of the Children First Act 2015.  

Before my involvement at the request of the Minister, I had only a general appreciation of the role of social workers in 

the child protection area. I have since learned a considerable amount but, as ever, the more you learn the more you 

realise there is yet more to learn. It is an immensely complex and emotionally challenging task that is also of the utmost 

societal importance.  

As a society, we have placed a great deal of responsibility on the shoulders of child protection services and the demand, 

as shown by the referrals received by Tusla, has not diminished in recent years. We are fortunate to have professionally 

qualified social workers of the calibre that work day after day with children and their families. On behalf of the EAG, I 

would like to express my thanks and appreciation to all those in our social work departments around the country for 

their dedication and compassion. 

I am very grateful to the extensive engagement by the Tusla Executive throughout the process. There has been a clear 

commitment on the part of the Executive to this process, regardless of other considerable pressures. I wish to 

acknowledge the assistance provided by the interim CEO and the Executive, in particular the helpful briefings provided 

by the heads of the Directorates over the course of the EAG's work.  

The EAG has benefitted greatly from having a very capable and dedicated secretarial support provided by the 

Department. The role of the secretariat has proven invaluable in the smooth running of the EAG and assisting us in 

navigating the task as set for us by the Minister. 

I am aware that it will take some time before it can be conclusively said if these clear improvements have the desired 

long term effect. The indications are generally positive, even if some aspects essential for success sit outside the gift of 

Tusla or the Department, although they are certainly influential.  

Finally, I would like to thank my fellow members of the EAG who have given considerable time and effort in managing 

the huge range of information that has been made available by Tusla and the Department. As Chair, I very much 

appreciate their expertise and wisdom as we completed this task on the Minister's behalf.  

Lastly, I would like to acknowledge the role of Mr Andrew Lowe on the EAG. Unfortunately, due to illness, Andrew 

was unable to complete his work with the EAG but I would like to thank him for his valuable contribution and 

commitment throughout. 

  

Moling Ryan 
________________________ 

Dr Moling Ryan 

Chair, Expert Assurance Group 

25 September 2019 
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Executive Summary 

This report outlines the progress that has been made by Tusla and the Department of Children and Youth Affairs (the 

Department) since the Health Information and Quality Authority (HIQA) published its statutory investigation into how 

Tusla managed referrals relating to adults who might pose a risk of sexually abusing a child. 

The background to the Minister asking HIQA to undertake a statutory investigation was the events in Cavan/Monaghan 

involving the McCabe family. Tusla mishandled a retrospective allegation of abuse. A retrospective allegation is when 

an adult makes an allegation that sexual abuse occurred when they were a child. Tusla’s role with such an allegation is 

to establish if the person against whom the allegation is made poses a risk to children now. The detail of how Tusla 

handled the allegation was comprehensively examined in the third interim report of the Disclosures Tribunal.  

The Expert Assurance Group (EAG), authors of this report, was set up by Minister Zappone (hereafter the Minister), in 

response to one of HIQA’s four key recommendations in the statutory investigation report: “Report of the investigation 

into the management of allegations of child sexual abuse against adults of concern by the Child and Family Agency 

(Tusla) upon the direction of the Minister for Children and Youth Affairs”. This report was published in June 2018. 

This is the EAG’s final report and it now proposes to the Minister that this should conclude its work.  

Overall, the EAG is satisfied with the progress that has been made by Tusla and the Department across a range of 

reforms and details of these are outlined below and in the body of the report. The EAG has examined in detail the 

progress reported by Tusla and the Department in response to HIQA’s findings and its four key recommendations. 

The first recommendation focussed on the findings from HIQA’s statutory investigation relating to Tusla’s practice and 

staff resources. Tusla’s Board responded with a wide-ranging strategic action plan. The EAG is generally satisfied with 

progress, and with the underlying momentum to complete the agreed actions. The EAG notes that Tusla has put in place 

a national approach for child protection practice and the capacity to evaluate its delivery and effectiveness. Tusla’s 

Executive has also confirmed that there are now four regional teams for the management of retrospective allegations in 

place. The EAG welcomes the confirmation that there is a revised policy, National Child Abuse Substantiation 

Procedures (CASP), to guide social workers in this challenging work area. This operational policy will be implemented 

by the four regional retrospective teams by the end of 2019. The EAG notes the substantial progress made by Tusla in 

progressing their ICT strategy. 

The second recommendation referred to a review of workflow, the development of a workforce plan, and the 

identification of career or education pathways, with a view to expanding the available number of social workers. The 

Tusla Board has approved a workforce strategy (Tusla Strategic Workforce Implementation Plan & Tusla Strategic 

Workforce Planning Model), which identifies a multi-disciplinary model over the medium to long term to manage the 

shortage of social workers known to Tusla and identified by HIQA as a barrier to improving standards. In the interim, 

the Tusla Executive has outlined that it will focus on recruitment and business supports at the ‘front door’ and wider 

child protection case management to embed improvements. While Tusla now has governance structures in place, the 

EAG considers that a focus needs to be brought to identifying priorities and in particular the implementation of a 

performance management system. Tusla has begun the process of developing a service performance framework and has 

drafted a performance achievement policy. It is the view of the EAG that it is crucial that the introduction of Tusla’s 

proposed performance achievement and development system is prioritised. 

The EAG considers that while substantive work has been done by Department officials in establishing a Social Work 

Education Group comprising all relevant stakeholders to address the shortfall in the graduate pool, it is unlikely that 

progress will be made in 2020. This is due to the absence of funding for bursaries or for the development of a national 

placement framework to increase the supply and the capacity of third level institutions to expand the number of social 

work places. Integral to the expansion of social work places will be negotiations with the Higher Education Authority 

(HEA). It is likely that new business support roles for front line child protection social workers will also be impacted 

by funding shortages.  
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The third recommendation required the Department, with the assistance of HIQA, to undertake an international review 

of regulation of children’s service, with a view to informing future developments within HIQA’s remit. The EAG is 

satisfied that the international review from the Department and a companion paper from HIQA adequately addresses 

this area and is sending these papers to the Minister for her consideration. This recommendation has been completed to 

the satisfaction of the EAG. 

The fourth recommendation was fulfilled by the establishment of the EAG. 

Although not directly reviewed in HIQA’s investigation report, the EAG’s attention was brought to the legal framework 

for the management of retrospective allegations by Tusla when it comes to communicating a concern about a person to 

a third party. On review of expert advice on the matter, the EAG concluded that the existing provisions of the Child 

Care Act 1991 do not adequately equip Tusla to conduct investigations with a view to making findings on the balance 

of probabilities while also observing fair procedures. The EAG has recommended that the Department continue its 

exploration of a mechanism of an enhanced role for the National Vetting Bureau which appears to have a clear statutory 

basis and fair procedures for receiving and communicating information of this kind. 

Overall, the EAG is of the view that momentum towards interagency working is evident and the EAG notes the pro-

active steps by Tusla and the HSE in progressing a data sharing protocol. However, most of the actions, although on 

track for completion, are overdue. In particular, the EAG would like to see joint specialist training between Tusla and 

An Garda Síochána (AGS) prioritised. 

The EAG notes that a number of key challenges remain. One of these is the lack of substantive progress in implementing 

the workforce strategy, in particular the lack of urgency in developing a performance achievement and development 

system. Another challenge lies in increasing the number of social work graduates available to Tusla to tackle unallocated 

cases and retaining staff. The legal position afforded to Tusla by the Child Care Act 1991, as it undertakes work in the 

area of retrospective cases, is also noted as a key remaining challenge, as is prioritising interagency working across a 

number of agencies. 

The EAG has seen clear evidence of the commitment of Tusla’s executive to create an identity and an integrated culture, 

values and behaviours for Tusla as a stand-alone State body. The EAG notes that Tusla, as a relatively new organisation, 

has invested a lot of time and resources in developing its corporate spine and structure. It is the view of the EAG that 

now is the time for the Tusla Executive to put in place a coherent strategy to embed the culture of the agency and ensure 

that there is greater cohesion between the national and local offices. 

The EAG acknowledges that Tusla as an agency has responsibility for much more than the child protection and welfare 

services addressed in this and previous reports. Other services provided by Tulsa include educational welfare services, 

alternative care services, family and locally based community supports, early years services and domestic, sexual and 

gender-based violence services. This broad range of responsibilities brings with it many additional challenges for the 

agency to address. 

It should be noted that the EAG has worked under a limited remit. Evidence of progress has been dependent on reports 

submitted by Tusla’s Executive and the Department. The EAG has not been in a position to directly verify the 

progression of each action, particularly those which require an implementation phase. The EAG is aware of greater 

difficulty in progressing some themes than others. While accepting this, the EAG will be satisfied if the Tusla Executive 

can maintain the current momentum and fully implement all actions as committed. The EAG has indicated to the Tusla 

Executive that it is aware that this requires resources to shape and staff a positive working environment. 

The EAG was chaired by Dr Moling Ryan and comprised Dr Helen Buckley, Ms Michele Clarke, Mr Andrew Lowe, 

Dr Conor O’Mahony and Mr Gerard Verschoyle. The group met on thirteen occasions during its lifetime between 

August 2018 and September 2019 and quarterly progress reports were published on the DCYA website. Suggestions 

will be made to the Minister regarding the ongoing oversight of the actions not yet completed.  
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1. Introduction 

This is the fourth and final report of the EAG. Three previous quarterly reports were presented to the Minister, provided 

to the Tusla Board and have been published on the Department of Children and Youth Affairs’ website.1  

The EAG was established by the Minister for Children and Youth Affairs (the Minister) in response to a recommendation 

in the “Report of the investigation into the management of allegations of child sexual abuse against adults of concern 

by the Child and Family Agency (Tusla) upon the direction of the Minister for Children and Youth Affairs” (hereafter 

the HIQA report), as published by the Health Information and Quality Authority (HIQA) in June 2018.  

The EAG was chaired by Dr Moling Ryan and comprised a representative from the Department of Children and Youth 

Affairs (the Department) and four independent experts. The group met on thirteen occasions between its establishment 

in August 2018 and September 2019. Full details of the membership of the EAG is provided in Appendix 1. 

The HIQA report contained four substantive recommendations: recommendation 1 sought significant reforms from 

Tusla as an organisation on the basis of the findings in the HIQA report; recommendation 2 specifically addressed the 

need for Tusla to have a workforce plan to address, in particular, the shortfall in the number of social workers; 

recommendation 3 requested that an international review of best practice in the regulation of children’s social services 

be completed by the Department, with the assistance of HIQA; and recommendation 4 called for the establishment of 

the EAG. Further detail on these four recommendations are provided in this report. 

The first quarterly report of the EAG addressed a number of areas that featured in the HIQA report and in the subsequent 

action plan developed by Tusla, including the workforce strategy, governance, performance management, the new policy 

on managing retrospective cases (substantiation, teams, etc.), interagency working and financial resources.  

The second quarterly report considered progress of Tusla’s strategic action plan under recommendation 1 of the HIQA 

report, the updated position of the workforce strategy and educational pathways under recommendation 2, and the status 

of the international review of regulation in the areas of children's social services under recommendation 3. It highlighted 

areas of progress, including the management of referrals, safety planning, the roll out of the National Child Care 

Information System (NCCIS) and the development of the Service Performance and Improvement System.  

The third report discussed progress of the action plan, the management of retrospective allegations and an update on 

recommendation 2, workforce and educational pathways, and recommendation 3 – the international review of regulation 

as it pertains to children’s social services. Areas of progress included the management of child protection and welfare 

allegations and teams to manage retrospective cases. The third quarterly report also included an extensive comment on 

the legal framework around the management of retrospective allegations. 

This final report includes a detailed look at all four recommendations from the HIQA report and progress made. In 

particular, it details progress on the remaining themes to be addressed: data and information management, organisational 

risk management and collaborative systems to embed and share learning.  

The report begins with the background to the HIQA report and its four recommendations. This is followed by an 

overview of the establishment of Tusla and the five-year strategy which will guide its work until 2022. To set the context 

in which Tulsa services operate, information is provided on key trends in referrals and casework since Tusla was 

established in 2014. Detail of the referral and case management pathway operated by Tusla is also outlined.  

The report then goes on to provide detail under each of the four recommendations. Under recommendation 1, the nine 

improvement themes identified in Tusla’s strategic plan, which was developed in response to recommendation 1, are 

addressed. After each theme there is a summary of the EAG’s view on the extent to which the strategic actions proposed 

and actioned by Tusla have addressed the improvements necessary. A comment is also provided by the EAG on the 

legal framework for the management of retrospective allegations. 

The report finishes with detail on the establishment and role of the EAG and concluding comments. 

                                                           
1 Available at: https://www.gov.ie/en/publication  

https://www.gov.ie/en/publication
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2. The HIQA Report 

In February 2017, the Disclosures Tribunal was set up to examine key matters arising from the handling by An Garda 

Síochána of criticisms made about its efficiency, in particular the treatment of Sergeant McCabe, now retired, and his 

family. Tusla’s involvement related to its handling of a retrospective allegation against Garda Sergeant McCabe and of 

a previous allegation made by the complainant, Ms D, when she was a child. The third interim report of the Tribunal 

was published in October 2018. 

Also, in 2017, the Minister had a concern about the possibility of there being a systemic issue with the handling by Tusla 

of referrals of child sexual abuse by an adult of concern, specifically retrospective allegations. The Minister directed 

HIQA to carry out the investigation to determine if there were more systemic issues to be addressed following the issues 

that were raised about the handling of allegations involving Garda Sergeant McCabe.  

Under powers in the Health Act 2007, the Minister directed HIQA to undertake a statutory investigation into the 

management by Tusla of child sexual abuse allegations that involved adults of concern, with particular reference to what 

are known as retrospective or historical cases. The Minister also directed HIQA to take all necessary steps to avoid the 

potential for overlap with the Disclosures Tribunal.  

The final report of the statutory investigation was published in June 2018 and, as previously mentioned, it detailed four 

key recommendations and a number of findings. It also included as an Appendix HIQA’s governance review that was 

near completion prior to the statutory investigation. A key finding from the governance review was that “there were 

good governance arrangements in place for Tusla child protection and welfare services at corporate and executive level”, 

but that improvements were needed to embed governance arrangements at local level.2 

It is important to note that the HIQA report makes clear that where a case referred to Tusla’s child protection and welfare 

services was urgent, then it received an appropriate response. This is consistent with findings from inspections which 

are regularly carried out by HIQA of these services.  

As part of information gathering for its report HIQA visited the Dublin North-East Sexual Abuse Regional Team 

(SART) plus six Tusla service areas: Cavan/Monaghan, Carlow/Kilkenny/South-Tipperary, Galway/Roscommon, 

Louth/Meath, The Midlands and Waterford/Wexford. The field work used the National Standards for Protection and 

Welfare of Children3 and focussed on four key themes from the standards: Leadership, Governance and Management; 

Workforce; Use of Information; and Safe and Effective Services. HIQA advised that it would not be in a position to 

advise the Minister on an assessment of numbers and skill mix of staff involved. The investigators used techniques of a 

case record review approach, selected sites to visit using a risk-based approach (i.e. areas likely to be underperforming), 

review of published data, individual and group meetings, and interviews at national level. 

 

2.1 Recommendations of the HIQA Report 

The text of the four recommendations of the HIQA report is detailed below. 

Recommendation 1 

The Child and Family Agency (Tusla) should: 

A. Review all of the findings of this investigation, including the identified non-compliances with the 

National Standards for the Protection and Welfare of Children as set out in this investigation report; 

B. Review these findings as they relate to all other child protection and welfare referrals, which follow the 

same referral pathway as all child sexual abuse referrals; 

C. Review all of the recommendations made by the Investigation Team throughout this report; 

D. Publish an action plan on its website outlining in clear language and with clear timelines the measures 

it proposes to take to implement the actions identified in the recommendations A to C above. This action 

                                                           
2 Findings: Corporate Governance, page 241, the HIQA report. 
3 National Standards for the Protection of and Welfare of Children, HIQA 2012. Available at: https://www.hiqa.ie/reports-and-publications/standard/national-

standards-protection-and-welfare-children 

https://www.hiqa.ie/reports-and-publications/standard/national-standards-protection-and-welfare-children
https://www.hiqa.ie/reports-and-publications/standard/national-standards-protection-and-welfare-children
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plan should include a named person or persons with responsibility and accountability in Tusla for 

implementing these recommendations and actions; 

E. Ensure it continually reviews and updates this action plan and that updates on progress being made 

against these recommendations and actions are included in its annual report. 

 

Recommendation 2 

 As a matter of urgency, Tusla and the Department of Children and Youth Affairs should seek the assistance 

of the higher education and training establishments to create formal career-path mechanisms for students 

and graduates to support current and future workforce needs in Tusla, with the aim of providing a 

sustainable child protection and welfare service. 

 In the interim, Tusla and the Department of Children and Youth Affairs should review the current 

operational arrangements in Tusla to identify efficiencies and improvements in workflow. This should 

include a review of the existing social worker, social care worker and support staff skill-mix, and the 

development of a workforce strategy. 

 

Recommendation 3 

The Department of Children and Youth Affairs, with the assistance of the Health Information and Quality 

Authority (HIQA), should undertake an international review of best practice in the regulation of children’s 

social services in order to inform the development of a regulatory framework for these services in Ireland. This 

is with the view to providing independent assurance to the public that the State’s child protection and welfare 

services are safe and effective. 

 

Recommendation 4 

The Department of Children and Youth Affairs should establish an expert quality assurance and oversight 

group to support and advise Tusla and the Department on the implementation of the recommendations of this 

investigation report and Tusla’s Child Protection and Welfare Strategy and Corporate Plan. The Department 

of Children and Youth Affairs should provide regular updates on its website to inform the public of the progress 

being made. 
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3. Tusla – Child and Family Agency 

Tusla, Child and Family Agency, was established as a stand-alone State body under the Child and Family Agency Act 

2013 (the Act) and came into being on 1 January 2014. The establishment of Tusla involved moving children and family 

services out of the HSE and merging these with previously stand-alone State bodies, the National Educational Welfare 

Board and the Family Support Agency. It also involved the re-organisation of Tusla services into 17 administrative 

areas. Today, Tusla services comprise child protection and welfare services, educational welfare services, alternative 

care, family and locally based community supports, early years services and domestic, sexual and gender-based violence 

services. Under the Act, Tusla is an independent agency. However, the Department of Children and Youth Affairs has 

oversight of its governance and performance. 

In 2017, Tusla launched its five-year Child Protection Welfare Strategy.4 The Signs of Safety national practice approach, 

a key part of the strategy, was formally rolled out in February 2018. This is the first time that a national approach to 

practice has been established across all 17 administrative areas of Tusla. The roll out focused initially on the “front 

door” of child protection and welfare services, strengthening and deepening practice in managing referrals in a consistent 

and evidence-driven manner.  

 

3.1 Referrals and cases open to social work – trends since the establishment of Tusla 

The volume of referrals received and the number of cases open to social work services are an important performance 

indicator of the volume of work being done by Tusla. A referral is any contact with Tusla where a social work assessment 

or response is required. All referrals received are screened and if appropriate to the social work department they move 

to the preliminary enquiry stage, which essentially is an information gathering phase. If the preliminary enquiry indicates 

it is required, an initial assessment may follow to decide what is the most appropriate response to protect or support the 

child. Following an initial assessment, the child and family concerned may take a number of different pathways through 

Tusla services depending on the particular needs identified. Figure 1 below shows the different pathways a case may 

take.  

 

  

                                                           
4 Available at: https://www.tusla.ie/uploads/content/Tusla_Child_Protection_and_Welfare_Strategy.pdf 

https://www.tusla.ie/uploads/content/Tusla_Child_Protection_and_Welfare_Strategy.pdf
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Figure 1 Schematic Referral and Case Management Pathway (Tusla, 2019) 

 

 

Referrals and any subsequent cases open to Tusla are managed through national policy, processes and thresholds for 

relevant actions, and guided by the professional judgement of the social worker and case supervision. Since February 

2018, the Signs of Safety national approach has been focussed on the “front door” activities of preliminary enquiry and 

initial assessment.  

Figure 2 gives an overview of some of Tusla’s key performance indicators from year end 2014 to year end 2018. The 

increase in referrals received by Tusla at year end between 2014 and 2018 (26% increase) is notable. The vast majority 

of referrals received are subject to a preliminary enquiry and this is shown in the concurrent increase in the number of 

preliminary enquiries over the time period. However, of note is the decrease in the number of initial assessments. Indeed, 

Tusla's data indicates that most preliminary enquiries do not require further social work intervention and also that most 

initial assessments conclude with no further action for the social work department. Instead, there may be a referral to a 

different service provided by Tusla or another agency. Figure 2 also shows that the overall number of unallocated cases 

decreased and while the number of open cases had been decreasing between 2013 and 2017 it has shown an increase in 

2018. 
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Figure 2 Referrals, preliminary enquiries, initial assessments, open and unallocated cases 2014-2018 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sources: Annual Review of Adequacy of Child and Family Support Services Available (Tusla) and Tusla Performance and Activity Data 

 

3.1.1 Referrals to Tusla - source, child welfare, child protection 

Data on referrals shows that the majority of referrals to Tusla's social work departments come from An Garda Síochána, 

HSE/Tusla officers, schools, voluntary agencies or parents/guardians. In recent months Tusla has reported that it has 

been receiving between 4,000 and 6,000 child protection and welfare referrals a month. As can be seen in Table 1 below, 

referrals categorised as welfare typically account for a larger proportion of all referrals received. However, the period 

from 2017 to 2018 saw the proportion of welfare referrals reduce notably. The numbers of referrals in respect of child 

sexual abuse have been averaging about 3,200 child sexual abuse referrals a year in the period 2013 to 2018. Referrals 

relating to child sexual abuse consistently account for the smallest proportion of the overall referrals received by Tusla. 

 

Table 1 Breakdown of referrals by welfare and child protection categories 

Referrals 2013 2014 2015 2016 2017 2018 

Total Referrals 41599 43630 43596 47399 53755 55136 

% Referral Change - +4.9% -0.01% +8.7% +13.4% +2.6% 

Referrals as a % of the Total 

Welfare Reasons 53% 57% 58% 60% 62% 55% 

Protection 47% 43% 42% 40% 38% 45% 

Child Protection Referrals by Category 

Physical abuse 10% 9% 9% 9% 9% 11% 
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Emotional abuse 13% 14% 15% 14% 14% 18% 

Sexual Abuse 8% 7% 7% 6% 6% 6% 

Neglect 15% 12% 11% 10% 9% 9% 

Source: Tusla Performance and Activity Data, Annual Review of Adequacy Reports 

3.1.2 Open cases and numbers of cases waiting the allocation of a social worker 

Although the numbers of referrals have increased, the number of cases open to social work departments has remained 

generally between 25,000 and 27,000 and it is likely that this pattern will continue in 2019. Unallocated cases have 

tended to be in the range of 5,500 to 6,500 cases in recent years. As can be seen in Figure 2, there was a consistent 

downward trend in unallocated cases up to October 2016, and this occurred around the time that there was an increase 

in demand, as represented by the number of referrals, being managed by Tusla. While the number of unallocated cases 

rose again from 2017 to 2018, the most recent data indicates that there is again a downward trend in unallocated cases 

during 2019, with a 16% reduction since end 2018 to July 2019 being reported by Tusla. 

 

3.1.3 Mandatory reporting - Children First 2015 

The provisions for mandated reporters and for mandatory reporting under the Children First Act 2015 were commenced 

on 11 December 2017. Mandatory reporting refers only to child protection referrals that meet a threshold indicated in 

the Children First Act 2015. Since December 2017, Tusla has been receiving around 1,000 to 1,500 mandatory reports 

per month, which represents about 20 to 25% of all monthly referrals. A breakdown of the categorisation of mandated 

referrals received in the first year since mandatory reporting was introduced is shown in Table 2. 

 

Table 2 Breakdown of mandated referrals Dec 2017 – 2018 

Child Protection Referrals Physical 

abuse 

Emotional abuse Sexual abuse Neglect 

All Referrals (2018 only) 25% 41% 14% 20% 

Mandated Referrals 11 Dec. 2017 to 2018 29% 34% 19% 18% 

Source: Compiled from Tusla Monthly Performance and Activity Dashboard (see www.tusla.ie) 

 

3.1.4 Retrospective allegations - referrals, mandatory reporting 

Tusla began reporting data on cases involving retrospective allegations in 2017. These are reported separately from that 

of child welfare and protection referrals and are not included in the figures noted above. The numbers of referrals of 

retrospective allegations has shown a notable increase since 2017 and are currently in the range of 200 to 350 each 

month. Retrospective allegations are also subject to the mandatory reporting requirements of Children First 2015. Of 

the referrals received about retrospective allegations, approximately 60% were mandated referrals. The majority, often 

around 90%, of mandated referrals of retrospective allegations relate to sexual abuse.  

  



 

16 

 
Final Report of the Expert Assurance Group - Circulated by the Department of Children and Youth Affairs 

4. Recommendation 1 and Tusla’s Strategic Action Plan5 – Overview 

 

Recommendation 1 

The Child and Family Agency (Tusla) should: 

A. Review all of the findings of this investigation, including the identified non-compliances with the 

National Standards for the Protection and Welfare of Children as set out in this investigation 

report; 

B. Review these findings as they relate to all other child protection and welfare referrals, which follow 

the same referral pathway as all child sexual abuse referrals; 

C. Review all of the recommendations made by the Investigation Team throughout this report; 

D. Publish an Action Plan on its website outlining in clear language and with clear timelines the 

measures it proposes to take to implement the actions identified in the recommendations A to C 

above. This Action Plan should include a named person or persons with responsibility and 

accountability in Tusla for implementing these recommendations and actions; 

E. Ensure it continually reviews and updates this Action Plan and that updates on progress being 

made against these recommendations and actions are included in its annual report. 

 

Further to the tasks set out in recommendation 1, the HIQA report also identified three areas in need of urgent attention, 

which were: 

 

 

 Screening and Preliminary Enquiry: practice inconsistencies that meant not all children at 

potential or actual risk were assessed and protected in a timely manner; 

 Safety Planning: practice inconsistencies meant some children were adequately safeguarded 

whereas others were not. Plans that were in place were not always re-evaluated and updated; 

 Management of Retrospective Cases: the current policy did not include a standardised approach 

for staff, resulting in variations in practice and delays.  

 

Additionally, the HIQA report includes a summary of more detailed recommendations in the concluding chapter of the 

report. These include: 

 

a) Putting in place a uniform waiting-list management system to review and monitor all referrals awaiting 

allocation to a named social worker;  

b) Reviewing and adopting the draft National Procedures for Determining an Outcome to Allegations of 

Retrospective and Extrafamilial Abuse Cases and Protecting Children at Potential Risk of Harm,6 and its 

accompanying draft practice guidance, and ensuring its implementation across Tusla; 

c) Developing standard approaches to support the implementation of the above policy and procedures for 

managing retrospective referrals of allegations of abuse, to include prioritisation levels and timelines for 

assessments; 

d) Putting in place strong and effective assurance arrangements to ensure that staff are educated and trained in 

applying this guidance and ensuring that routine quality assurance controls are in place to measure its 

effectiveness; 

e) Supporting the Sexual Abuse Regional Team (SART) in the Dublin North East Region and other dedicated 

service-area-based teams to quickly and effectively complete risk assessments and, where appropriate, putting 

in place the required protective measures to ensure children’s safety; 

                                                           
5 An overview of implementation of Tusla's strategic action plan is included in the appendices.  
6 Tusla advised the EAG that this document’s most recent working title is the “National Child Abuse Substantiation Procedures”. 
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f) reviewing and ensuring its current processes for case-record identification and closing cases are safe and 

effective; 

g) ensuring all persons who are the subject of an allegation of abuse are informed in a timely manner that an 

allegation has been made against them.  

 

Tusla’s strategic action plan addresses Tusla’s response to recommendation 1 and substantial parts of recommendation 

2 in respect of workforce planning and Tusla’s role in improving educational pathways. It contains 46 proposed discrete 

initiatives grouped under nine themes. It also includes other underpinning requirements at an organisational level needed 

to support the operational outcomes. The Tusla Executive has suggested that it had previously identified and designed 

or were designing responses to many of the issues reflected in the findings and recommendations of the HIQA report. 

The plan was prepared by the Tusla Executive and approved by the Tusla Board.  

Also, in keeping with recommendation 1(D) in the HIQA report, Tusla's strategic action plan has been published on its 

official website and is updated regularly. The strategic action plan is also referred to in Tusla’s Annual Report for 2018 

and Tusla's 2019 business plan.  

The nine themes contained in the action plan are: 

1) Improve the management of child protection and welfare referrals in accordance with Children First to ensure 

harm is identified and responded to in a timely manner. This includes a reduction in cases awaiting allocation to 

a social worker.  

2) Define and implement a new process for safety planning across the agency to support the management of risk 

for children and families. 

3) Improve the processes and structures for the management of retrospective cases of abuse to ensure a consistent 

and effective national approach. 

4) Tusla will develop robust systems and processes to support effective interagency working to strengthen the 

management of Child Protection and Welfare referrals. 

5) Implement safe and effective data and information management systems to support case work and compliance 

with best practice.  

6) Ensure Tusla’s workforce has the appropriate skill mix, administrative supports and structures to support 

frontline staff to deliver safe and effective service.  

7) Improve governance, management and oversight systems across the agency to optimise performance, identify 

and manage risk and ensure effective case supervision is in place. 

8) Strengthen the organisational risk management system to support effective and consistent risk management 

practices and service improvement.  

9) Develop and implement collaborative systems to embed and share learning to support quality improvement and 

risk management.  

 

The Tusla Executive provided the EAG with an update on all actions up to 3 September 2019, indicating the status of 

the strategic action plan by theme, which is detailed below in Figure 3. 

 

  



 

18 

 
Final Report of the Expert Assurance Group - Circulated by the Department of Children and Youth Affairs 

Figure 3 Nine improvement themes contained in the Tusla strategic action plan 

Theme 
No. of 

Actions 
Completed 

On 

Track 

Partial 

implementation 

within existing 

resources 

Delayed/Not 

achievable in 

current form 

1. Management of child protection and welfare referrals 5 1 4 0 0 

2. Safety planning 3 0 3 0 0 

3. Management of retrospective cases of abuse 5 3 2 0 0 

4. Interagency working 8 1 6 1 0 

5. Data and information management 3 0 3 0 0 

6. Workforce planning 5 1 3 1 0 

7. Governance management and oversight 7 0 7 0 0 

8. Organisational risk management 6 1 3 2 0 

9. Collaborative systems to embed learning 4 3 0 1 0 

Total 46 10 31 5 0 

 

4.1 EAG commentary 

The EAG has noted that progress has been made in all 46 actions and considers that there is clear evidence of positive 

momentum, and notes that there are no actions that are categorised as delayed or not achievable. The timeframes 

proposed by Tusla for their actions were key indicators to assess the direction and momentum of any reported progress. 

The EAG is satisfied that there has been sufficient evidence of progress on the action plan to take a view that the planned 

outcomes are on track to being realised.  

During the life of the EAG, Tusla has provided a regular update against each of the 46 individual actions that are grouped 

under the nine themes. Each action is assigned a timeframe for its expected date of completion as well as a ‘BRAG’ 

colour status which indicates whether the action is completed (Blue), cannot be implemented (Red), can be partially 

implemented (Amber) or can be implemented (Green). A named person has been assigned to each action and has overall 

responsibility for its completion.  

Throughout the process, the EAG outlined to the Tusla Executive that it wished to be able to comment on the momentum 

and direction underpinning the actions across the nine themes.  

The EAG highlighted to the Tusla Executive the desire for the prioritisation of the following themes: 

 The management of screening and preliminary enquiries (theme 1);  

 Safety planning (theme 2);  

 Management of retrospective allegations (theme 3);  

 Workforce planning (theme 6) 

 Governance (theme 7). 

In advance of the EAG’s work coming to an end, the Tusla Executive submitted a proposal on the ongoing governance 

of the strategic action plan until the end of 2020.7 This proposal outlines Tusla’s commitment to ensuring each of the 46 

actions are completed to achieve the recommendations of the HIQA Statutory Investigation Report and clearly lays out 

ongoing governance arrangements. The EAG has accepted this proposal as providing sufficient assurance of Tusla’s 

intention regarding the implementation of all actions. 

                                                           
7 See Appendix 5. 
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The 46 actions in Tusla’s strategic action plan, grouped under each of nine themes are now presented below. Against 

each action is a snapshot of the findings from the HIQA report8 followed by a table which indicates the direction and 

progress reported by the Tusla Executive to the EAG under each theme. As previously mentioned, each strategic action 

may include a number of processes and milestones. The actions themselves should be considered in the context of the 

key goals of the Child Protection and Welfare Strategy noted earlier. 

Commentary from the EAG is provided after each theme. 

 

  

                                                           
8 These snapshots are not a comprehensive representation of all of the findings but intended to provide an overview only. 
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____________________________________ 

IMPROVEMENT THEME 1: Improve the management of child protection and welfare referrals in accordance with 

Children First to ensure harm is identified and responded to in a timely manner. This includes a reduction in cases 

awaiting allocation to a social worker. Theme Lead: Chief Operations Officer 

As previously outlined, the HIQA report identified the screening and preliminary enquiry stages to be areas requiring 

urgent attention. At the time of the statutory investigation, Tusla’s standard business processes stipulated that the 

screening and preliminary enquiry should be completed within 24 hours of receiving the referral. This has since been 

increased to five days in line with Signs of Safety. 

HIQA reported that inconsistencies in practice meant not all children who were at actual or potential risk were being 

assessed in a timely manner. It was also reported that areas varied in their approaches in how unallocated cases were 

managed. The HIQA report commented that a significant number of medium- and low-priority cases remained 

unallocated and that delayed responses may result in an unnecessary increase in risk to children.  

However, delays for the completion of preliminary enquiries were not always in the control of Tusla. There may, for 

example, be mitigating factors such as the cooperation of the family, delays in the receipt of third-party information or 

the family's particular personal circumstances. Examples of delays in further assessment may have arisen from the need 

for specialist interviews, ongoing criminal investigation or the child's personal circumstances. 

 

Strategic Action Timeframe Status at September 2019 

1.1: The systems, structures and processes in each area 

will be significantly strengthened to ensure the risk of 

harm to children is identified and responded to in a 

timely manner. The process for screening and 

conducting preliminary enquiries on all child protection 

and welfare referrals will be significantly strengthened 

by implementing new systems, including supervision, 

and structures in line with Signs of Safety and Children 

First.  

 

Q4 2019 

 

Standard processes for referrals 

completed. 

Workshops on applying Signs of 

Safety at the front door have been 

completed in all areas.  

All areas are being supported in 

consistent decision-making, including 

consideration of the immediate safety 

of the child.  

1.2: A protocol, in line with the Intensive Case 

Prioritisation methodology (under Signs of Safety), for 

the governance and oversight of cases awaiting 

allocation to ensure social work duty teams effectively 

supervise these cases will be developed and 

implemented. (The scope of this protocol is limited to 

child protection and welfare cases.) 

 

Q1 2019 

(protocol 

developed) 

 

Q4 2019 (for full 

implementation)  

 

 

 

 

The case prioritisation document due 

for final approval at September 

National Policy Oversight Committee 

(NPOC).  

The Signs of Safety Intensive Case 

Prioritisation methodology is 

completed and being implemented 

through the intensive workshops 

(CPWS). 
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1.3: A new system for the prioritisation of cases 

awaiting allocation based on risk and case/support needs 

will be developed and implemented.  

 

Q1 2019 (system 

developed) 

 

Q4 2019 

(implementation) 

The Case Prioritisation document 

expected to be presented for approval 

at October NPOC. 

1.4: Tusla will review, update and implement its current 

processes for closing cases to ensure it is safe and 

effective and aligned with Signs of Safety. The 

monitoring of re-referrals will form a key quality 

assurance mechanism in this process. This method will 

be monitored locally and nationally. 

Q2 2019 

(updated process 

review) 

 

Q4 2019 (full 

implementation) 

The referral closure guidance 

document to be aligned with the 

revised Standard Business Processes.  

Approved NPOC, 12 September 2019. 

1.5: The learning and development needs of staff who 

work on cases of child sexual abuse and retrospective 

cases of abuse will be scoped. Learning and 

development interventions will be designed, planned and 

delivered in alignment with the Signs of Safety Practice 

Methodology.  

Q1 2019 for 

retrospective  

 

Q3 2019 for CSA 

CASP Training & Development 

Implementation Plan approved by 

CASP Governance Group.  

Briefings for delivery at regional 

workshops co-facilitated by the 

Workforce Learning and Development 

Unit and practitioners have been 

drafted.  

New Policy and Guidance document 

reviewed, and staff identified for 

training to implement. 

E-learning programme “Introduction to 

Children First” won a Bronze award 

at the International Brandon Hall 

Group excellence awards for Best 

Unique or Innovative Learning and 

Development Program. 

 

4.1.1 EAG commentary on Theme 1 – Screening and Preliminary Enquiries 

The EAG considers that the structures and commitment to its delivery has addressed the substantive issues identified in 

the HIQA report as needing urgent attention in the areas of screening and preliminary enquiries. It is noted that actions 

under this theme addressed managing referrals at the “front door” generally. The key action to this theme is the 

embedding of the national practice approach of Signs of Safety. The EAG has seen Tusla’s audit evidence that the 

approach is being used across all 17 areas.  

The Tusla Executive has outlined the key steps to strengthen the management of referrals at the “front door”. These 

seem reasonable and are likely to improve consistency and responses over time. The EAG notes that the work is resource 

intensive if it is to achieve the full results expected under the national approach to practice. The EAG notes that there 

are clear governance and feedback processes in place to ensure the delivery of Signs of Safety and to evaluate it as it 

proceeds.  
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The governance structures being put in place as part of its roll out and the use of a practice intensive workshop model 

represent a key development in ensuring a consistency of approach, comparable practice and shared learning in a 

practical way. The Tusla Executive has commented that it has identified an unintended consequence of some drift in the 

preliminary enquiry stage into elements from the initial assessment stage. The EAG would suggest that Tusla confirm 

if the time required for the work across the two stages is being reflected appropriately in the definition of the performance 

indicators. The Tusla Executive has also commented that staff vacancies in some areas are impacting timeliness and 

quality of referral management, noting it was not a practice issue. It is clear that there is a culture developing of 

monitoring, feedback and improvements which can be expected to embed a consistent national approach to managing 

referrals that builds on the experience of frontline staff and supports from management. The quality of the data available 

will rely on the effective use of NCCIS and the completion of data “clean up” from the transition from older systems.  

The EAG considers that there is a good momentum to the actions under this theme and that the governance that is in 

place for the Child Protection and Welfare Strategy should provide the necessary oversight for the Minister and the 

Board. 

 

____________________________________ 

 

IMPROVEMENT THEME 2: Define and implement a new process for safety planning across the agency to support 

the management of risk for children and families. Theme Lead: Director of Transformation and Policy 

HIQA highlighted safety planning for referrals of child sexual abuse allegations as an area for urgent attention. HIQA 

also commented that cases not yet allocated were not receiving a safety plan, and that these cases were not adequately 

monitored.  

With regard to retrospective allegation cases involving childhood sexual abuse, the HIQA report notes that safety 

planning may not have occurred for legal reasons. The HIQA report notes that, although it does not address retrospective 

cases, the Signs of Safety model gives clear guidance to social workers on safety plans.  

In addition, HIQA welcomed the clarity from forthcoming guidance on fair procedures for retrospective cases and “is 

of the view that if this aspect of the guidance is implemented, it will significantly improve safety planning 

arrangements for vulnerable children” (HIQA, 2018, p. 97). 

 

Strategic Action Timeframe  Status at September 2019 

2.1: Define the safety planning process for child 

protection cases and child welfare cases, open to social 

work departments, in line with Signs of Safety. This 

will include the process for safety planning for 

children who have not yet had a child protection case 

conference and who are awaiting allocation to a social 

worker. 

 

Q1 2019 Safety planning workshops have been piloted.  

 

Safety planning approach has been built into 

the revised standardised business processes 

for Child Protection and Welfare. A timeline 

for integration of new processes into NCCIS 

has been requested to support full and 

consistent implementation. 

2.2: Implement the new safety planning process in 

child protection cases.  

Q3 2019 Practice intensive workshops to roll out case 

prioritisation and safety planning commenced 
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 in June 2019 for completion by December 

2019. 

Each area has a target that an intake and an 

initial assessment workshop will be completed 

before the end of Q4. 

 

2.3: Implement the safety planning process in child 

welfare cases, open to social work departments. 

 

Q4 2019  Practice intensive workshops to roll out case 

prioritisation and safety planning approved 

and commenced in June 2019 for completion 

by December 2019. 

 

For practice intensive workshops in actions 

2.2 and 2.3, a detailed action log is developed 

for each area, which informs that area’s Area 

Implementation Plan.  

 

 

4.1.2 EAG commentary on Theme 2 – Safety Planning 

The EAG considers that the actions under theme 2, relating to safety planning, have addressed the key issue raised by 

the HIQA report. It is notable that there was no specific reference to safety planning in the national guidance of Children 

First, and the definitions drawn from the Children First Act 2015 were more narrowly focussed. This may be a reflection 

that safety was seen as an integral part of assessment and case planning by social workers. The standard business process 

for managing referrals clearly calls out safety planning at each stage. It is recalled that safety planning is reliant on the 

depth and quality of information available. A possible consequence of this is that safety plans are not static and are 

context dependent. The nature of safety plans at different stages, including at referral stage or if unallocated/allocated a 

social worker, may need further dialogue with HIQA as part of its inspection regime to clarify the scope and expectations 

of safety planning in managing referrals. The full implementation of the actions requires an update to the NCCIS, and 

the Tusla Executive has indicated that this is in progress but as with all ICT is dependent on future resources. The EAG 

considers that the actions under this theme do not require further oversight over and above current mechanisms. 

____________________________________ 
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IMPROVEMENT THEME 3: Improve the processes and structures for the management of retrospective cases of 

abuse to ensure a consistent and effective national approach. Theme Lead: Chief Operations Officer 

The HIQA report noted that the policy in place at the time for managing retrospective cases was in “Policies and 

Procedures for responding to allegations of Child Abuse and Neglect” (2014). Areas had developed differing local 

processes for managing retrospective allegations of abuse. The HIQA report stated that the number of referrals pending 

assessment posed a systemic risk. It also commented that a timely, sensitive and person-centred service was delivered 

when referrals were well managed.  

A draft of a revised policy from February 2018 led the HIQA report to comment that this should help address the deficits 

found. HIQA recommended that as a matter of urgency Tusla develop a standard business process to reflect the draft 

policy. Local dedicated teams, including one SART (in Dublin North East), were evolving and there was evidence of 

these streamlining and improving processes. At that time Tusla indicated its intention to establish teams in each region. 

 

                                                           
9 This action is an amalgamation of Actions 3.1 and 5.2 in the original Action Plan, which read “3.1: Publish the Substantiation Policy and Procedure (inclusive of 

retrospective) on the management of retrospective and extra-familial abuse in all Tusla areas” and “5.2: The policy on National Procedures for Determining the 

Outcome of Allegations of Retrospective and Extra-familial Abuse Cases and Protecting Children at Potential Risk of Harm will provide specific guidance on the 

creation of files, sharing of information and will be implemented nationally”. 

Strategic Action Timeframe  Status at September 2019 

3.1: Publish the National Child Abuse 

Substantiation Procedures (CASP) (inclusive of 

retrospective abuse) to provide specific guidance 

on the creation of files and sharing of 

information. These procedures will be 

implemented nationally when approved.9 

 

Q2 2019 for 

publication  

 

 

Q3 2019 for 

implementation  

 

 

The National Child Abuse Substantiation 

Procedures have been finalised.  

 

The policy and implementation plan inclusive 

of risks are to be submitted to the Tusla 

Board. 

3.2: A Substantiation Governance Group will be 

established to oversee the implementation of the 

policy and to drive a nationally consistent 

approach to the management of retrospective and 

extra-familial referrals. 

 

 

 

 

 

Q 2 2019 Terms of Reference agreed 17 May 2019 by 

Governance Group for SMT Approval.  

The CASP Governance group has met and a 

draft high-level implementation plan has been 

agreed. 

The draft structures for implementation were 

agreed at area manager and service director 

level in June. Consultation workshops to be 

held with front line managers. All regional 

workshops were completed. The aim is to 

finalise structures to bring for senior 

management approval in September 2019. 
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4.1.3 EAG commentary on Theme 3 – Managing Retrospective Allegations 

The EAG considers that there is momentum to the actions under this theme but recommends that the Department identify 

a mechanism within its oversight arrangements to receive regular progress reports as the regional retrospective teams 

are bedded in. This should be in parallel with any arrangements in place around matters arising from developments 

related to the legal framework involved.  

The EAG was concerned at the progress of the revised policy, but welcomes the confirmation that this is now complete, 

as is an implementation plan, beginning with the roll out to retrospective referral teams this year and extending to other 

cases involving substantiation during 2020. In addition, the EAG acknowledges the decrease in unallocated retrospective 

cases reported by Tusla in its most recent activity data reports.  

The EAG welcomes the express commitment by the Tusla Executive to addressing retrospective allegations within its 

current powers, and to manage any changes arising from reviews as they may arise. The EAG considers that the legal 

environment of Tusla’s role requires attention and has commented on this elsewhere in this report.  

The finalisation of CASP is a welcome development. However, the EAG did not have an opportunity to review and 

comment on the policy as it developed. Furthermore, as CASP is not yet operational, it has not been possible for the 

EAG to draw any comparisons between it and the previous policy in terms of its application to practice. The EAG 

 

3.3: Tusla will develop and implement a standard 

business process (SBP) for managing 

retrospective cases of abuse and develop a 

module on NCCIS to support case management. 

Q2 2019 for 

new SPB 

 

Q4 2019 for 

NCCIS module  

Planning has begun on the development of a 

standardised business process and technical 

design for retrospective cases. 

 

An interim guidance has been developed for 

review by ICT directorate (e.g. compliance 

with data protection). This interim guidance 

will enable staff to record person subject to 

allegations of abuse (PSAA) data pending the 

completion of the IT requirements for the new 

CASP business process. 

 

3.4: A new system for the prioritisation of 

retrospective cases awaiting allocation based on 

risk will be developed and implemented.  

Q 2 2019 Prioritisation is incorporated into the revised 

procedure. (See Action 3.1.) 

 

3.5: Each region will establish a multidisciplinary 

team to ensure the management of retrospective 

cases of abuse are consistently managed and to 

build expertise.  

 

Q 2 2019 The Operations Team has agreed regional 

structure and governance arrangements.  

 

Recruitment of a Principal Social Worker for 

each region is near completion: 2 are now in 

post, with the remaining 2 expected by end 

September. 
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recommends that due to the complexity of CASP, a national lead is designated to the management of retrospective 

referrals and that the policy is reviewed after a year of implementation and at regular intervals after that.  

____________________________________ 

IMPROVEMENT THEME 4: Tusla will develop robust systems and processes to support effective interagency 

working to strengthen the management of Child Protection and Welfare referrals. Theme Lead: Chief Operations 

Officer 

The HIQA report found that there were examples of effective interagency working at local level and that there was 

progress in developing a culture of collaborative working with other bodies. HIQA also found delays in notifications 

and variations in practice in this regard. There was a lack of a formal information sharing policy which led to differing 

practices.  

The HIQA report stated that with respect to children at immediate risk, both An Garda Síochána (AGS) and Tusla staff 

reported effective engagement. AGS members reported that Tusla's response to immediate risk was effective and well 

established and also reported systematic improvements in interagency working across 2017. 

 

Strategic Action Timeframe  Status at September 2019 

4.1: Tusla will monitor and evaluate the 

implementation of the Tusla and An Garda Síochána 

Children First joint protocol 2017. 

 

Q2 2019 and 

ongoing  

An interim review of the Joint Protocol 

completed. 

Terms of reference for an enhanced 

review of the Protocol are being 

finalised – review due by end of 2020. 

4.2: A Data Sharing Agreement between Tusla and 

An Garda Síochána will be developed and 

implemented jointly.  

 

Q1 2019 Joint Data Sharing Agreement (JDSA) 

drafted; proposed information sharing 

process map drafted.  

Tusla/AGS met and agreed a workshop 

on consent and how a fair test can be 

applied efficiently in the context of a 

criminal investigation, to take place in 

September. 

4.3: An information sharing protocol between Tusla 

and the Health Service Executive (HSE) will be 

developed and implemented jointly (recording of 

joint decision-making). 

Q2 2019 Draft information sharing protocol 

developed, currently under review with 

HSE. 

4.4: There is a joint review between An Garda 

Síochána and Tusla to optimise joint training, and 

when completed, social workers will be allocated to 

undertake the training.  

Q 3 2019 Joint Work Programme meeting held.  

 

4.5: Tusla will implement the strategic plan for the 

development of therapeutic and treatment services to 

support children and families. 

Q2 2020 Project plan approved for delivery of 

service on a regional rather than a 

national basis.  
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A team to be assigned to each special 

care centre/Oberstown Children 

Detention Campus, with post holders to 

take up position in September 2019.  

A Clinical Team Manager is to manage 

existing Assessment, Consultation and 

Therapeutic Service (ACTS) 

multidisciplinary teams and to facilitate 

restructuring into regional teams. Three 

Clinical Team Managers are in post, 

with one to have a start date confirmed. 

National Interagency Prevention 

Programme (NIAPP) services 

established in Donegal, Louth/Meath, 

Cork.  

4.6: Multiagency child sexual abuse teams will be 

implemented on a national basis. A pilot of the One 

House/Barnahus model will commence in 2019.  

Q2 2019 for 

pilot 

 

Q2 2020 

nationally 

 

One House/Barnahus Galway was 

launched on 16 September. It will serve 

the West region, with further sites to be 

developed. 

Local interagency working protocols 

have been agreed by the project team.  

Tusla is providing four full time staff to 

the project. A senior psychologist post is 

with recruitment. Interviews are 

expected to take place in September. 

4.7: Tusla will establish processes to ensure liaison 

between Tusla and An Garda Síochána Divisional 

Protective Services Units (DPSUs). 

 

Q3 2019 A Senior Liaison Management Forum 

(SLMF) has been established in each 

Area and Division. 

 

The work of SLMFs will then be held 

under DPSU structures once these are 

fully established.  

4.8: A system for connecting information systems 

between Tusla and An Garda Síochána will be 

developed to support the management of child 

protection and welfare referrals.  

Q4 2020 Requirements for the secure exchange of 

data between the AGS PULSE and 

Tusla NCCIS case management systems 

were completed in Q2 2019. 

Full project scope, estimates and 

business case were agreed in June at the 

National Child Safeguarding Committee 

Strategic Liaison Committee (AGS and 

Tulsa governance group for joint 

working).  



 

28 

 
Final Report of the Expert Assurance Group - Circulated by the Department of Children and Youth Affairs 

AGS and Tusla are seeking to progress 

this programme of work in 2020. 

 

4.1.4 EAG commentary on Theme 4 – Interagency Working 

The EAG considers that this theme has seen considerable progress and is likely to strengthen the key relationships with 

the HSE and An Garda Síochána. The implementation of One House, the Barnahus model in an Irish context,10 is a clear 

step in the direction of appropriate interagency case management to help reduce the re-traumatisation for children 

reporting child sexual abuse. Gardaí, social workers, doctors, psychologists and other professionals can work together 

under one roof to prevent children from repeating their experiences. This is a complex area and the EAG notes that this 

is reflected in the progress of the data sharing protocol with An Garda Síochána, which has not been agreed at the time 

of writing. 

The EAG notes that as Tusla is no longer part of the HSE it is necessary to establish formal arrangement for interagency 

co-operation, e.g. shared services and the respective roles as independent bodies. The EAG notes the pro-active steps 

by Tusla and the HSE in progressing a data sharing protocol. To date this has been achieved under a memorandum of 

understanding. It is to be expected that the roles of the respective agencies will evolve and the inclusion of a new 

information sharing protocol in the strategic action plan is opportune. 

The EAG particularly welcomes the close co-operation at national and regional level with An Garda Síochána, and notes 

the good progress of linking the respective databases in a secure and appropriate fashion. The EAG is concerned that 

the current model for joint training needs to be refreshed to expand the available cohort of Gardaí and social workers 

who can participate. The training is led by An Garda Síochána at its training college, and the Tusla Executive was unable 

to report on training events organised there on joint interviewing this year. It is essential that a joint work programme 

on training is advanced as soon as possible. 

The EAG acknowledges the current momentum in interagency engagements to develop more effective working. 

However, the majority of actions, although on track for implementation, are yet to be completed. The EAG hopes joint 

protocols and data sharing agreements will be finalised within the set timeframes. In light of delays in children receiving 

specialist interviews, the EAG considers the need for joint specialist training between Tusla and AGS to be of the upmost 

urgency. 

____________________________________ 

IMPROVEMENT THEME 5: Implement safe and effective data and information management systems to support 

case work and compliance with best practice. Theme Lead: CEO 

HIQA’s governance review (February 2017), included in the Appendix to the HIQA report, found some service areas 

had a paper-based system and others had separate ICT systems (e.g. RAISE or SWIS databases). Data could not be 

collated, validated or analysed in a timely way.  

The HIQA report found that staff did not adhere to Tusla’s guidance on maintaining good records. Service areas were 

operating overlapping ICT systems, supplemented with paper records. Validation or reconciliation of records was 

difficult. Tusla had not developed a standardised approach for allocating identification numbers to case-records.  

                                                           
10 The One House Galway pilot project was formally launched on 16 September 2019. The pilot service is based on the principles of Barnahus which bring together, 

in one centre or Barnahus/One House, forensic, protection, health, therapeutic and policing services for children and adolescents where sexual abuse is suspected. 

Gardaí, social workers, doctors, psychologists and other professionals work together under one roof so children do not have to repeat their experiences. 
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The HIQA report noted that, in records reviewed in two service areas, data breaches had been reported and recorded 

appropriately. (Note: The HIQA report refers to a review initiated by Tusla and commented that there was no “road 

map” for their implementation. Tusla reported to the EAG that the majority of these had been addressed.) 

 

Strategic Action Timeframe  Status at September 2019 

5.1: A record management policy and procedure for 

social work practice will be developed and 

implemented in all Tusla services to ensure record 

management practices are safe and effective.  

 

Q4 2020 Full record of processing activity 

completed – extensive nature and scope 

of processing activity to be considered 

in context of revised policy position. 

 

Data management plan to be developed 

for CASP and revised SBP. 3 pilots 

undertaken to inform procedure 

development 

 

Working group to be established 

 

5.2: An NCCIS module will be developed to support 

good record management and data protection 

practices for the management of retrospective cases 

of abuse. (Ref 3.3) 

 

Q4 2019  From June 2019, the Tusla portal 

supports the online submission of 

Retrospective Abuse Allegations from 

reporters directly to the Tusla Dedicated 

Contact Point teams. 

The development of a standard business 

process for adults is underway. Interim 

guidance for managing adults is under 

review. Interim solution for NCCIS 

being progressed with ICT.  

5.3: The Agency will scope out a Data Management 

Plan and implementation plan encompassing data 

governance, data management procedures, data 

architecture and the information life cycle within the 

Agency. 

Scoping Q2 

2019 

 

Full: Q3 2020 

Scoping commenced and outline plan 

presented and approved by NDIOC. 

 

4.1.5 EAG commentary on Theme 5 – Data and Information Management Systems 

The EAG considers that the issues raised in the HIQA report have been substantively addressed and the Executive has 

undertaken measures to continue to strengthen its ICT provision and data protection measures. It is useful to recall that 

other actions, such as the service improvement framework, shared learning or the management of referrals will depend 

on the benefits expected to be created from the ICT strategy. 
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The Tusla Executive has reported that the record management policy and procedure for social work practice (action 5.1) 

has been delayed following a review of the project. Progress was made with pilots having been undertaken and a full 

record of processing activity completed. The EAG noted the timeframe change. 

The EAG was impressed by the progress of the ICT strategy and that such progress has been made in such a short time, 

especially as it started from a low base. The tangible results include mobile phones, mobile wi-fi, laptops, a national 

database – the National Child Care Information System and the Tusla Portal providing for the online submission of child 

protection and welfare reports and retrospective abuse allegations. The EAG noted that referrals about a child could be 

identified by social workers regardless of where the referral was first logged. However, it will take time for social 

workers to adapt fully to NCCIS and support personnel have not yet been introduced to every area. 

An area of concern for the EAG is that the initial cost and later the maintenance costs for a modern, secure and essential 

IT infrastructure can be significant. There is a risk that budgetary pressures in the future may halt progress. 

The General Data Protection Regulation (GDPR) was introduced in May 2018 and designed to improve how data is 

stored and used and the inherent obligation to handle personal data more carefully. Tusla need to be keenly aware of the 

complexities of GDPR legislation and inherent risks of non-compliance. The Tusla Executive noted that data protection 

was embedded in the overall information strategy and that relevant training was in place. An update from Tusla on the 

data protection reports referenced in the HIQA report showed that the issues involved were either addressed or were in 

hand. The EAG notes that improving secure systems should not lead to complacency and it was apparent that the Tusla 

Executive were aware of this risk.  

____________________________________ 

 

IMPROVEMENT THEME 6: Ensure Tusla’s workforce has the appropriate skill mix, administrative supports and 

structures to support frontline staff to deliver safe and effective service. Theme Lead: Director of HR 

At the time of the HIQA report, there was no comprehensive strategic approach to workforce planning informed by the 

job market. The report noted evidence of ongoing difficulties in filling posts but expressed a view that Tusla should not 

rely on staffing shortages as a default reason for not delivering a safe and efficient service to children and families. The 

report also indicated that all grades of staff interviewed reported a view that staffing levels were insufficient. There was 

also evidence of a strategy of redeploying staff to address problems in a particular area.  

HIQA found no standardised approach to staff receiving training on Tusla’s national policy and procedures for managing 

allegations of abuse, including retrospective cases. However, Tusla responded in May 2018 saying the training required 

had been reviewed and would start in tandem with the launch of its new policy. 

The HIQA report recommended that Tusla simplify and integrate procedures and have more administrative support. 

Tusla needed to develop an environment that social workers and social care workers enjoyed so that they gained 

satisfaction from their chosen profession. This would assist with the retention of staff.  

 

Strategic Action Timeframe  Status at September 2019 

6.1: The development of a workforce strategy has 

commenced. This strategy will outline the 

appropriate skill mix for all services and locations 

to support the delivery of safe and effective 

services. The strategy will cover 2018–2021 and 

Q4 2018 The Workforce Strategy was presented to 

the Board of Tusla on 26 March 2019 and 

was approved subject to some minor 

changes.  
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will include new HR metrics regarding the 

workforce.  

6.2: In advance of the publication of the workforce 

strategy the top five areas with the highest number 

of cases awaiting allocation will be targeted to 

address the following:  

 Filling staffing vacancies, to include the use 

of social work posts that cannot be filled, 

for the recruitment of other frontline staff;  

 Appropriate reduction of agency staff 

utilisation;  

 Increasing administrative and business 

support staff;  

 Improving staff retention, particularly SW.   

 

Q 3 2019 The areas selected for prioritisation under 

this action are: 

o Dublin South Central; 

o Kildare/West Wicklow/Dublin 

South West; 

o Dublin North; 

o Carlow/Kilkenny/South Tipperary; 

o Midlands. 

 

The National Unallocated Cases Project 

Team has developed a Project Plan and a 

National Service Improvement Plan (SIP). 

Working Group established to oversee 

same: 

o All actions tracked on a National 

SIP for each area; 

o Number of meetings held to date; 

o All progress reports are discussed 

and managed at the National 

Operations meeting to ensure there 

is stringent oversight and 

governance; 

o Area Liaison persons have been 

nominated onto the group by each 

Service Director; 

o Draft Terms of Reference have 

been circulated for approval at the 

next meeting in September.  

 

The Project Team is in the process of 

meeting with the Area Managers to review 

the SIP, share learning and offer assistance 

where practicable.  

National recruitment open day held Friday, 

14 June 2019 to showcase benefits of 

working with Tusla to professionally 

qualified social work staff. Positive 

feedback from organising committee. 

6.3: Tusla will formally advocate increasing the 

numbers and variety of modes of social work 

education to ensure an increase in the numbers of 

Q2 2019 Third Level Liaison Group established and 

plan developed. 



 

32 

 
Final Report of the Expert Assurance Group - Circulated by the Department of Children and Youth Affairs 

social workers graduating as part of its work on The 

Third Level Liaison Group. 

  

Tusla represented on Social Work 

Education Group, chaired by DCYA. 

6.4: Tusla will increase its administrative and 

business support capacity to support and free up 

front line social work staff from non-core 

administrative tasks. This process will prioritise 

areas with a higher risk profile. This profile will 

commence in 2018 with existing funds with an 

additional ask for 2019.  

Q3 2019 Under CPWS, the Lean Management11 

review is complete.  

The review has recommended a specialist 

administration role to support social work is 

required at a ratio of 4:1 to be effective. 

This would release the equivalent of 78 

social workers to the system.  

A business case has been submitted. The 

recommendations of the Lean review to be 

piloted as part of the workforce plan. 

A role profile has been drafted for the new 

admin requirement with a view to 

developing the job specification.  

6.5: Tusla has established a staff retention steering 

group to develop a strategy to improve the retention 

of social work staff. 

Q2 2019 The steering group has been established. 

Development of retention strategy 

underway. 

 

4.1.6 EAG commentary on Theme 6 – Workforce Planning 

It is noted that there is an overlap between this theme and recommendation 2, which refers to career path 

mechanisms/educational pathways and to a workforce strategy.  

The EAG recognises that recruitment and retention are the most challenging spheres of Tusla’s workforce planning. 

However, the EAG considers that the groundwork to address the key workforce issues related to the findings in the 

HIQA report on this subject has been established. This follows the approval by the Tusla Board of the workforce plan, 

and the establishment of related governance structures. While there has been a reported increase in the number of social 

workers employed by Tusla, there is still a reliance on agency sources for social workers and there remains a need for 

progress on Tusla's staff and skill mix on teams. 

The impact of the targeting of the five areas under action 6.2 has an increased relevance as it will influence the 

mechanisms for rolling out the workforce strategy to all 17 areas. Tusla has advised that it expects a sustainable reduction 

in unallocated cases in these areas to be seen towards the end of 2019 and into 2020. 

The EAG notes that recruitment of social workers has exceeded targets so far in 2019 but notes that demand from other 

agencies may re-emerge and slow this progress. It is essential for the retention strategy to progress at an early date.  

                                                           
11 Lean management is an approach to running an organisation that supports the concept of continuous improvement, a long-term 

approach to work that systematically seeks to achieve small, incremental changes in processes in order to improve efficiency and 

quality. 
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The EAG’s view is that the successful implementation of the workforce strategy will be influenced by clear roles, 

accountability and recognition of achievement. This indicates that a performance management system has a role to play 

in supporting staff and managers on the ground. This is addressed under action 7.7 below. 

 

____________________________________ 

IMPROVEMENT THEME 7: Improve governance, management and oversight systems across the agency to optimise 

performance, identify and manage risk and ensure effective case supervision is in place. Theme Lead: CEO 

The HIQA report incorporates an earlier and previously unpublished review of governance. The governance review 

noted that Tusla was undergoing a programme of reform with a view to: operating effectively as a stand-alone statutory 

body for children and family services; effectively managing incoming child protection and welfare referrals; 

significantly reducing cases awaiting allocation to a social worker; implementing a national child protection strategy; 

preparing for service demands following commencement of the Children First Act; and ensuring the service is 

adequately staffed and resourced. A key finding on corporate governance found that “there were good governance 

arrangements in place for Tusla child protection and welfare services at corporate and executive level.” Improvements 

were needed for governance at local level and at area level, as well as the feedback relationship with the national level 

of the organisation. The HIQA report found there was no formally agreed performance management system in Tusla. It 

considered this to be a governance failing and recommended that Tusla’s Executive address it as a matter of urgency.  

 

Strategic Action Timeframe  Status at September 2019 

7.1: Tusla will develop a service performance 

framework to enable the Agency to identify, assess, 

monitor and take action to optimise individual and 

organisational performance.  

Q2 2019 Presentations have been made to DCYA, 

EAG and Tusla Senior management of 

draft Service Performance and 

Improvement Framework.  

Workshop with Tusla Executive and 

Service Directors on draft escalation 

processes in the framework took place 

on 7 August 2019. 

Director of QA to request approval to 

proceed to tender by the end of Q3. 

 

7.2: Governance, oversight, leadership and 

performance management training will be provided 

to all regional, area management teams and key 

business partners to support area and regional 

management teams effectively lead, govern and 

identify and manage performance issues. 

Q4 2019 Regional Governance meetings 

established for Children in Care, 

Fostering and Child Protection and 

Welfare.  

Working group established to develop 

Governance Framework. 

Draft Operations Governance 

Framework Document was presented to 

COO in September. It is to be reviewed 

and then is expected to issue to a cross-
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regional cross-operations service area 

focus group. 

 

 

7.3: The Agency’s Service Delivery Framework will 

be reviewed to determine the optimal operating and 

governance model for services. This will include a 

review of the area boundaries and structures and 

reporting arrangements. 

 

Q4 2019 Project Plan currently being scoped to 

explore future structures, boundaries and 

governance in line with developments in 

service delivery.  

The business case approval to engage an 

external provider to assist with strategic 

overview of the areas is currently under 

review by the Chief Operations Officer. 

Work has commenced by completing the 

profiles of each Area.  

7.4: The QA Directorate will carry out a schedule of 

independent audits focusing on the process for 

management and oversight of referrals, cases 

awaiting allocation, cases of retrospective abuse, 

safety planning and risk management arrangements. 

The learning from such audits will be shared across 

the national system to support necessary 

developments for better outcomes for children.  

Q4 2019 and 

ongoing 

Schedule of audits developed. A quality 

improvement plan is requested in 

response to each audit completed.  

Q2 2019 audit report circulated within 

the Agency for learning.  

7.5: A learning and development programme for 

frontline staff on quality assurance and quality 

improvement methods will be developed and 

implemented.  

Q4 2019 Access to an IHI online course in quality 

improvement methodologies agreed.  

Further engagement on developing the 

collaborative case audit methodology is 

taking place in Q3–Q4 2019.  

Revised Tusla audit guidance is 

currently subject to consultation. 

7.6: Develop and implement an organisational 

change strategy to ensure the Tusla values and 

behaviours are implemented and adhered to 

throughout the Agency.  

Q3 2020  External support to be procured to 

develop an organisational culture 

programme. 

7.7: Develop and implement a performance 

achievement and development system for all staff. 

 

Q4 2020 Performance achievement policy drafted 

Initial engagement with Forsa completed 

Pre-implementation Actions – Q3 

2019: 

 Formal engagement with Forsa; 
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 Finalisation of performance 

achievement policy; 

 Submission of PA Policy to NPOC; 

 Agreement with Forsa to implement 

Phase 1 and Phase 2. 

4.1.7 EAG commentary on Theme 7 – Governance, Management and Oversight Systems 

The EAG considers that the governance and management infrastructure referred to under this theme and in the strategic 

action plan as a whole will address the key concerns in the HIQA report. However, the EAG remains concerned at the 

pace of the introduction of a performance management system but has noted a clear pathway has been proposed by the 

Tusla Executive.  

Service Improvement Framework 

The draft of the Service Performance and Improvement Framework has been provided, as requested by the EAG. The 

approach was clear that the data should be readily understood and in accessible forms that will be of assistance to staff 

and management alike, as well as policy makers, the public, the Board and the Minister.  

The EAG welcomes the clear statement in the Framework that it is intended to incorporate the flexibility needed for 

local knowledge and professional judgement to accompany the rules-based reporting against performance measures, 

targets and indicators.  

If implemented, the EAG considers this framework should have positive benefits in providing assurance at local level, 

and inform local, regional and national managers on their effective use of resources to the benefit of children and 

families. 

Performance Management and Development System (PMDS) 

The EAG strongly recommends that the introduction of Tusla’s proposed performance achievement and development 

system is fast tracked. It is generally recognised that successful, high performing organisations have a robust 

performance management system in place. The Senior Management Team (and indeed the Board) recognise this and 

accept that the current situation is considerably short of optimum and cannot be allowed to continue. They have 

confirmed both verbally and in the documentation submitted that they are determined to introduce such a system and 

are absolutely committed to do so within the timeframe indicated, or sooner if possible. Their proposal document, based 

on the HSE system, is comprehensive and shows that the Senior Management Team (SMT) have given serious 

consideration to this issue, a point that the EAG views in a positive light. To further emphasise this determination, they 

have committed to having a PMDS in place and fully operational for the SMT by the end of December 2019. They have 

also indicated that they will have it in place for the complete management cohort no later than the end of 2020. It is 

recognised that there are serious challenges for Tusla to implement this system, particularly in the unionised environment 

that they operate in, and the EAG recognises the progress made in gaining a commitment from the principal employee 

representatives to actively engage in a process of discussion and consultation to gain agreement. Nonetheless, the EAG 

has had difficulty in comprehending the length of time it has taken to make this very modest progress in putting in place 

an effective performance management system across the organisation. For the effective evaluation of performance and 

for the ability to give feedback on such performance, it is crucial that a performance management system is in place 

within the timeline indicated. 

The EAG is aware that there are elements in place that support performance generally, such as supervision of practice, 

but it is the view of the EAG that these elements should not be seen as a de facto performance management and 

development system.  

Organisational Culture Change 
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The EAG believes that the Tusla Executive need to put in place a coherent strategy to develop an appropriate culture 

for the agency, under the guidance of one responsible and accountable senior manager. That this is needed is recognised 

in the Tusla Corporate Plan 2018–2020 where the underlying vision, mission, values and behaviours are outlined in 

some detail. With the appointment of a new CEO, there is now an opportunity to display a strategic intent to develop an 

implementation plan which will lead to the introduction and embedding of the eight key principles set out in the 

Corporate Plan across the organisation. 

____________________________________ 

IMPROVEMENT THEME 8: Strengthen the organisational risk management system to support effective and 

consistent risk management practices and service improvement. Theme Lead: Director of Quality Assurance 

 

The governance review included in the HIQA report described oversight and high-level operational risks as evolving. 

Corporate risks reported included ICT, unallocated cases, finance and service capacity. The governance review noted 

inconsistencies at operational level, including variations in quality, risk rating methods, controls and content.  

The HIQA report found local risk registers were in place in all 17 service areas but were inconsistent in terms of the 

standard of risk reporting and evaluation. There was evidence of a poor understanding of the risk register system in the 

local areas reviewed. However, there was also evidence to show that area and regional managers had appropriately 

identified risk and had been resourced to mitigate the identified risk. Regional quality risk and service improvement 

managers had increasingly supported, advised and assisted area managers with compiling their risk registers.  

 

Strategic Action Timeframe  Status at September 2019 

8.1: A comprehensive learning and development 

programme to support Tusla policy and procedure for 

organisational risk management will be scoped, designed 

and implemented for all staff, with the aim of embedding 

risk management processes fully at all levels. This will 

include an e-learning programme.  

Q2 2019  Tender document completed for 

e-learning programme.  

8.2: A review of the risk registers in all areas and regions is 

being undertaken – this will inform improvement to the risk 

management process and will inform the training and 

development programme in 8.1.  

Q3 2018 Review and report drafted. 

 

8.3: An electronic system to support the risk management 

and risk register process will be implemented across the 

Agency.  

 

Q4 2019 Pilot undertaken. Consideration of 

findings indicated further 

amendment and testing was 

required. Project remains on track 

for completion. 

8.4: Quality Risk and Service Improvement (QRSI) 

Officers will be allocated to each of the 17 areas to 

implement and maintain risk, incident, audit and quality 

improvement systems.  

Q3 2019 Recruitment campaign for QRSI 

Officer Posts ongoing, interviews 

expected to be finalised with HR 

in Q3. 
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8.5: A National Operations Risk Management and Service 

Improvement Committee will be established under the 

COO to link local, regional and national risk management 

systems and support a strategic approach to service 

improvement. This committee will also oversee and ensure 

the transfer of learning between regions and areas.  

 

Q4 2019  Terms of reference completed.  

National Operations Risk 

Management & Service 

Improvement Committee is to 

have direct links to the National 

Quality Improvement 

Collaborative Forum. 

Invitation for nominations issued 

with a view for a meeting before 

end Q3. 

8.6: The Tusla Executive monthly risk report to the Board 

will be further optimised to include interdependency risks 

between operations and other Directorates (HR, Finance, 

Transformation and Quality Assurance).  

Q3 2019 

 

Corporate Risk Register now 

includes interdependency risks. A 

new risk report is under 

development. 

4.1.8 EAG commentary on Theme 8 – Organisational Risk Management Systems 

The EAG considers that the infrastructure being put in place under this theme will, when complete and embedded, 

address the findings from the HIQA report. In terms of organisational risk management, the EAG has noted that the 

service performance and information framework under theme 7 and the ICT strategy should support risk management 

systems. The systems existing at the time of its establishment, some of which were paper based, were a barrier to the 

local and Tusla Executive levels having a clear line of sight of emerging issues. 

The EAG has commented to the Tusla Executive that this appears to be an emerging area of corporate responsibilities 

and that there are considerable demands on staff and managers to provide input and maintain such systems. It is noted 

that the Tusla Executive has identified a need for support to managers and staff to release the time required to manage 

and maintain these processes effectively. It was commented that the drive towards consistency has been underpinned 

by the decision to adopt a national approach to practice. 

____________________________________ 

IMPROVEMENT THEME 9: Develop and implement collaborative systems to embed and share learning to support 

quality improvement and risk management. Theme Lead: Director of Quality Assurance 

 

While efforts were being made to develop a culture of working together, the HIQA report did not find strong evidence 

to suggest that opportunities to promote a culture of learning through the organisation have been maximised. Good 

practice had not been formally identified and shared, with the aligned learning not communicated across service areas.  

The report noted particular deficiencies related to: the early detection of poor practice; improvements in staff 

development and support; increased opportunities for sharing good practice; and the provision of stronger consistent 

managerial oversight of practice at local level.  

There was some evidence of practice being standardised across Tusla’s child protection and welfare services and the 

report noted “Tusla was making progress in developing a culture of collaborative working with other organisations and 

agencies.”  
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Strategic Action Timeframe  Status at September 2019 

9.1: A cross directorate National Quality 

Improvement Collaborative Forum will be 

established to embed and support on-going strategic 

approaches to learning and improvement in Tusla 

services arising from QA Directorate outputs, HIQA, 

National Review Panel (NRP) and Ombudsman 

reports. This forum will also support links between 

learning and between national, regional and local 

services. (Reference 7.4) 

Q3 2018 Completed: Forum established, regular 

meetings on-going. 

9.2: A digital system for tracking actions arising 

from internal and external oversight will be 

established to support good governance and 

accountability. 

Q3 2018 System established. 

9.3: Each area will develop and implement an annual 

self-audit plan which will focus on key practice and 

risk themes. The plan will include the completion of 

the QI framework self-assessments and the roll out 

of the collaborative case audit methodology. The 

results of audits will be reported to relevant Service 

Director to ensure the audit cycle is completed.  

Q 3 2019 Live recruitment campaign for Quality 

Risk Service Improvement (QRSI) 

Officer Posts – shortlisting complete; 

interview dates to be agreed with HR in 

September 2019. 

An annual audit plan template has been 

circulated to Service Directors. 

Each area to develop and implement an 

annual audit schedule for all service 

areas, findings of which to be reported 

to the area manager.  

Each area manager to lead with support 

from Regional QRSI Manager and 

National QA – audit guidance available 

for reference. 

QA will meet with each regional 

management team in September to 

support the coordination of audit 

planning, verification and follow-up 

audits to each area’s audit plan.  

Each area to have a risk register which 

will identify risk themes  

Key themes and trends from area audits 

to be reported to the service director via 

the area manager, 1:1 meetings, and 

Regional QRSI meetings.  

Key themes and trends are to be brought 

to the National Operations meeting on a 
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monthly basis and will be cross 

referenced with Service Improvement 

Plans under the National Cases Awaiting 

Allocation Project. 

 

9.4: 14 Quality Assurance and Monitoring officers 

are in place to monitor the quality and safety of 

services in the 17 Tusla areas. Additional Quality 

Assurance Monitoring Officers will be recruited to 

increase independent oversight and audit for larger 

areas. (Reference 7.4)  

Q4 2018 

(approval of 

funding) 

Q3 2019 

(recruitment 

complete) 

 

Recruitment complete for 3 posts, with 

all in place in September 2019. 

 

 

4.1.9 EAG commentary on Theme 9 – Collaborative Systems to Embed and Share Learning 

The EAG considers that the issue of embedded learning is being addressed structurally with the establishment of a clear 

structure, the National Quality Improvement Collaborative Forum nationally, and Quality Risk and Service 

Improvement structures in each region. The EAG considers that structures and staff deployed to this task, for which 

there is clear evidence, need to be supported by culture and behaviours. The EAG has observed that the issue of shared 

learning was raised by the Tusla Executive at a number of engagements and was not restricted to this theme.  

The EAG notes overlap with this theme in actions around practice intensive workshops in the management of referrals 

under theme 1, the Service Performance and Improvement Framework at action 7.1, and the National Operations Risk 

Management and Service Improvement Committee at action 8.5. The Tusla Executive noted, for example, that resources 

such as Empowering Practitioners and Practice Initiative (EPPI) were available to all staff. The Tusla Executive 

indicated that a collaborative audit approach is being introduced as a mechanism to review, reflect and evaluate.  

The EAG welcomes the range of structures that were reported as being in place and acknowledges the key role played 

by quality assurance both in compliance and service improvement. It is suggested that an evaluation be undertaken as 

part of quality assurance to assess the level of integration of the respective elements in creating a shared learning culture.  

The EAG notes that increased compliance, however necessary, can become very resource intensive. Additional positions 

(e.g. monitoring officers) are sometimes filled by social workers on promotion and while this can bring essential 

knowledge and expertise to the team it must also be acknowledged that it can further depreciate an already limited pool 

of practising social workers.  
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5. Recommendation 2: Workforce Plan, Educational Pathways 

 

Recommendation 2 

 As a matter of urgency, Tusla and the Department of Children and Youth Affairs should seek the 

assistance of the higher education and training establishments to create formal career-path 

mechanisms for students and graduates to support current and future workforce needs in Tusla, 

with the aim of providing a sustainable child protection and welfare service. 

 In the interim, Tusla and the Department of Children and Youth Affairs should review the current 

operational arrangements in Tusla to identify efficiencies and improvements in workflow. This 

should include a review of the existing social worker, social care worker and support staff skill-

mix, and the development of a workforce strategy. 

 

 

5.1 Operational review, including a workforce strategy 

This recommendation urged that a workflow review be undertaken and that a workforce plan be developed. These were 

led by Tusla and completed. An update on Tusla’s progress in this regard is noted under theme 6 of the strategic action 

plan above. The following can be noted: 

 

 The workforce plan was approved by the Tusla Board in March 2019; 

 This is being rolled out by its Strategic Workforce Implementation Plan 2019–2020 with a focus on capability 

and capacity planning; 

 Steering and working groups have been established to manage the roll out of the workforce plan; 

 These groups are chaired by Tusla, and the Department is represented in an advisory capacity; 

 A workflow review of social work estimated that a specific administrative support could release up to 78 social 

workers. A job specification for the role is in preparation; 

 The workforce plan implementation is to be refined using pilot areas and the outcomes of interventions into five 

identified areas (see action 6.2 of the strategic action plan); 

 Tusla has completed profiles of each administrative areas, which will assist with resource allocation and 

identifying suitable pilot areas; 

 The Department understands that Tusla’s Retention Steering Group will feed into the workforce planning 

model, e.g. assessing workplace stressors, employee psychological well-being and critical incident exposure in 

the workplace. 

 

5.2 Educational pathway for social workers 

The EAG notes the establishment of the Social Work Education Group (SWEG), chaired by the Department, as a key 

impetus for developing career path mechanisms and education pathways into social work. This group brings together 

all of the relevant stakeholders that can contribute to creating the conditions for the expansion of social work education 

and training that can achieve the necessary accreditation.  

The Social Work Education Group considered that a key determinant of improving course availability is the number 

and quality of placements for trainee social workers. The Department commissioned work on a framework for the 

sourcing and management of placements. The report of that work entitled Report of the review of student social worker 

placements, authored by Dr Sinead Hanafin, was submitted on 25 September 2019.12  

The EAG considers that the work carried out by the SWEG addresses the substantive element of recommendation 2. 

However, it cautions that this group should be seen as a stop-gap measure only and Tusla must maintain the momentum 

that it has garnered and continue to constructively address this issue. 

                                                           
12 The executive summary of that report is included in Appendix 6. 
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In addition and contributing to SWEG’s work, Tusla established a working group in January 2019 to develop a consistent 

approach to student placements within the Agency. A guidance document on Tusla’s approach to student placements 

for use in this new academic year was provided to the EAG for information.  

Tusla has previously provided bursaries for student social workers and the EAG has been advised that Tusla was 

engaging with higher education institutions to build strategic partnerships. The EAG welcomes this and would like to 

suggest that this opportunity is used to target social workers from, or with a particular interest in working with, minority 

groups, for example migrants or members of the Traveller or Roma community. 

Tusla has recently advised that while a bursary scheme is currently under development, this is not operational yet. 

Despite Tusla’s willingness to recruit more social work graduates, it is restricted to targeting the currently available 

pool, approximately 215 per annum. Besides engaging with the Department of Education and Skills and the HEA, Tusla 

has developed relationships with the Irish University Association (IUA) and the Technical Higher Education Association 

(THEA) with the goal of growing the number of graduating social workers. However, Tusla’s ability to recruit additional 

graduates is dependent on the HEA’s willingness to fund additional places.  
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6. Recommendation 3: Review of Regulatory Frameworks 

 

Recommendation 3 

 The Department of Children and Youth Affairs, with the assistance of the Health Information and 

Quality Authority (HIQA), should undertake an international review of best practice in the 

regulation of children’s social services in order to inform the development of a regulatory 

framework for these services in Ireland. This is with the view to providing independent assurance 

to the public that the State’s child protection and welfare services are safe and effective. 

 

 

The EAG considers that the papers submitted by the Department and HIQA in respect of an international review of best 

practice in the regulation of children’s social services have met the requirements of this recommendation.13  

 

At its August meeting, the EAG considered the HIQA companion paper which was prepared to accompany the 

Department’s paper on the international review. Some key points noted in the paper received from HIQA, entitled “A 

briefing paper to inform the development of a children’s regulatory framework”, are as follows: 

 

 There is limited research on the impact or effectiveness of regulation on the quality of health and social care 

services; 

 There is some research on the impact of “inputs” into a particular system, for example the educational 

qualifications of staff or the level of training available to them; 

 There is only limited research on the outcome for service users of regulation, possibly due to the inherent 

difficulties in carrying out research on such a complex area; 

 The literature that is available shows a mixed picture on the effectiveness of regulation, leading to a comment 

by HIQA that “the introduction of a regulatory framework in a health and social care context is no guarantee of 

quality and safety for people using services”; 

 There are indications that regulation can improve some health and social care services but there is no evidence 

that regulation should be relaxed or removed altogether; 

 It is HIQA’s comment that their experience of regulating these services demonstrates how regulation can impact 

on people’s lives, drive improvements and act as an instrument of public assurance; 

 The impact of regulation should be measurable and should be able to demonstrate its effectiveness, and to do 

so may need improved information, analysis and further research; 

 HIQA endorses a provider model of regulation rather than one centred on physical premises; 

 There is an acknowledgement that regulation sometimes fails to protect vulnerable people, noting the 

implication that regulation needs to be better; 

 HIQA contends that children's services should have the same level of independent oversight as there is in other 

sectors. This, they believe, would increase protection and improve outcomes for all at-risk and vulnerable 

children. 

 

The Department attended the July meeting of the EAG and outlined the high-level findings from its paper on a review 

of the practice of regulations. A summary of the key points from the Department’s paper were as follows: 

 

 Four key sources of information informed the Department’s international review of the regulation of children’s 

social services, which included: a review of relevant literature; a survey of 13 EU and non-EU countries 

regarding the inspection of children’s social services; consultation with senior inspectors in two UK jurisdictions 

and a roundtable discussion with personnel working in the regulation sector in Ireland. 

 Key high-level findings from the review included: 

                                                           
13 These papers are included in Appendix 7 and 8. 
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o Regulation plays an important role in defining standards, providing assurance to the public and at times 

providing a voice to service users; 

o Regulatory frameworks are commonplace internationally. However, one national body with 

responsibility for regulation is the exception rather than the norm and the publication of inspection 

reports is also not the norm; 

o Consideration could be given to the social and political context in which an inspection takes place, e.g. 

the deprivation inherent in an area, the resources available to the service; 

o Risk-based regulation has tended to dominate in many jurisdictions in the recent past, driven by limited 

resources and the political climate. However, this approach can fail to identify new or developing risks 

or issues; 

o Criticisms of regulation in the literature include: whether it has any bearing on improvements to services 

and how this can be measured; how judgements are arrived at; the negative impact regulation can have 

on staff morale; the possibility of increasing service providers’ aversion to risk and the impact on staff 

turnover; 

o To be responsive a regulator must be flexible and adaptable to change and place a focus on the 

behaviours, attitudes and culture in an organisation. Also, it must combine the goals of assessing 

compliance whilst simultaneously encouraging improvement; 

o Recent changes to the approach to regulation in the UK include: a greater emphasis on partnership or 

joint inspections; a move towards proportionality; provider-based models and a move away from a one 

size fits all approach to inspection; an emphasis on the outcome and experiences of children and young 

people; a collaborative approach to service improvement and evaluation and review of approaches to 

regulation; 

o Community services, such as child protection and foster care services, are more likely to be inspected 

or reviewed. Residential centres or children’s homes are more likely to require registration or licencing 

and are regulated under these terms. There are differing approaches to enforcement for each, e.g. de-

registering of a residential centre compared to a foster care service, which could be monitored against 

agreed action plans and subject to a programme of repeat inspections. 

 

The EAG notes an apparent lack of comparative studies on the efficacy or otherwise of a given approach to regulation 

or a regulatory framework. It was not clear if there was substantive evidence internationally of a correlation between 

compliance models and improvements for children across all service types, although there was some evidence for this 

in residential settings. These factors create a challenge in evaluating the appropriate course for future developments. 

There was some concern at the comment, arising from the Department’s paper, that there may be some evidence that 

the impact of regulations can adversely affect staff morale and turnover. The international experience does not appear 

to be moving in a direction of a particular model. It may be appropriate for there to be a framework of compliance, 

standard development and quality assurance approaches tailored to the specific service within the child protection 

system. It may be worth exploring how the role of policy and quality-led improvements would augment regulation. The 

EAG expressed a view that the papers illustrate that regulation should, ideally, be flexible, adaptable, measurable, and 

encourage improvement.  

 

It is noted that the current approach in this jurisdiction does not appear to be out of line with international practice, 

although comparisons are difficult given that each system may be influenced by that country’s national and regional 

administration systems. Some development of the regulatory framework would be expected in the future, given that the 

legislation underpinning HIQA’s role dates from 2007. However, this overall legislation is not within the scope of the 

HIQA report and further comment would not be appropriate by this Group. Also, it is considered that further examination 

of the regulation of child protection and welfare services would be a more specialised task than that set for this advisory 

group’s consideration within the remit of the HIQA report. 

The EAG has asked the Department to arrange for the publication of the two papers. It was agreed to provide the papers 

to the Minister and recommend that the Department consider them with a view to their contribution to any future 
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dialogue with the Minister for Health who has the remit for the Health Act 2007 under which HIQA was established. It 

was agreed that, in the context of the HIQA report, this recommendation was completed. 
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7. EAG Comment on the legal framework for the management of retrospective allegations 

In its third quarterly report, the EAG commented on the legal framework that currently exists. This comment was based 

on a paper prepared for the EAG by one of its members, Dr Conor O’Mahony, UCC.14 The Tusla Executive has called 

for reform and clarity as to the role that is expected of it, but has emphasised to the EAG its commitment to meet its 

current duties in this area as far as possible. The EAG has recommended that the Department continue its exploration 

of options which have a clear statutory basis and fair procedures for receiving and communicating information. The 

EAG is conscious that the group charged with implementation of the Garda Inspectorate review, chaired by Ms Caroline 

Biggs, SC, may offer further commentary that would be of assistance to policy makers.  

The EAG notes that the 2014 policy in this area has been the subject of a number of judicial reviews. While the 

underlying policy was not found to be unreasonable in of itself, there have been criticisms in its application in an 

individual case. Judicial reviews have also led to the modification of the procedures used. However, the clarification 

from such reviews can be unclear, resulting in a need for an appeal. Even if clarification emerges from such an appeal, 

it can create uncertainty in the management of retrospective allegations and affect the efficient management of cases. 

Tusla acts on the balance of probabilities and the main action it can take regarding a person of concern once a conclusion 

of “founded” has been reached is to share information. It must be recalled that Tusla is not a policing body and does not 

have significant powers. For example, it cannot compel a witness to attend for interview or seize evidence. It must rely 

on good information and co-operation of both the complainant and the person who is the subject of the allegations in its 

role. 

In considering the legal framework that currently exists, the EAG has formed the view that the establishment of a stand-

alone tribunal or similar body may not be an efficient or effective approach in the short or medium term. The role, 

function and legal purpose of such a body may warrant further discussion. The EAG has been advised of the current 

role of the National Vetting Bureau and its establishing legislation. Tusla’s child protection roles in the management of 

retrospective allegations and in sharing information with An Garda Síochána in respect of a potential investigation are 

not under consideration here. The EAG would note that, irrespective of the approach eventually taken, challenges to the 

investigatory aspects of Tusla’s role will persist. For example, Tusla remains obliged to apply fair procedures and will 

still lack powers such as those mentioned above.  

The challenge is in the sharing of information about persons who are the subject of allegations of abuse with third parties 

when it is appropriate. As noted in the third quarterly report there is a mechanism for due process in such cases through 

the National Vetting Bureau. This has the advantage of there being a statutory basis and a clear test for the information 

to be shared with the National Vetting Bureau. The EAG recommends that the Department continues its efforts to 

progress this approach with the Department of Justice and Equality and relevant stakeholders. 

 

 

 

  

                                                           
14 This paper is included in Appendix 9. 
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8. Concluding Comments 

 

8.1 Introduction 

In carrying out its work, the EAG has been left in no doubt of the public good that is delivered by social workers every 

day in every area of the country. It is imperative that their work is supported and, as much as possible, understood. Every 

day, families needing help are receiving services that the State has charged Tusla to provide. Tusla is undergoing 

significant changes, with the ongoing improvement of child and family services its core objective. The EAG has been 

left with a clear impression that social workers, their managers and the Tusla Executive are enthusiastically working 

towards this ambition. 

The EAG considers that there has been significant progress across all 9 themes of Tusla’s strategic action plan and that 

there is a clear opportunity for the changes resulting from the actions to be sustained. The EAG considers that all of the 

agreed actions are underway and either are or can be completed within existing resources. Overall, the pace of change 

and the timeliness of delivery require, resources aside, further attention.  

The EAG is cautious in making definitive statements or predictions for future outcomes arising from Tusla’s strategic 

action plan. There are many inter-related elements involved, particularly when considering matters which depend on 

other agencies and/or authorities, for example interagency working or educational pathways. Also, the socio-economic 

environment is facing a degree of uncertainty at this time. Nevertheless, the continuing commitment at local and national 

level is evident.  

The EAG has been advised of the progress of the national approach to practice (Signs of Safety), the refinements to 

practice and business processes, the creation of a workforce model adaptable to the available labour market, and the step 

up in terms of technology and reporting. The level of activity and response has been considerable. 

Assuming resources can be provided at current or enhanced levels, the EAG believes that the integrated mature corporate 

structure being established can emerge fully. Particularly relevant is the success of the Child Protection and Welfare 

Strategy. The EAG expects that the systemic structures being progressed, combined with other improvements, will have 

the demonstrable outcome of a strengthened child protection and welfare service. 

The EAG considers that the Tusla Executive has been mindful of maintaining the stability of the organisation while at 

the same time implementing systemic and cultural change. The EAG is of the view that the core functions aimed at 

managing referrals and subsequent cases must be a priority for the deployment of social workers and relevant business 

supports. 

The EAG has had the opportunity to hear first-hand of the pressures the Tusla Executive is under, both to deliver the 

service itself and to respond to appropriate governance and oversight by HIQA, the Department, the Board, the Minister 

and the Oireachtas. These pressures come with the territory and can be underestimated in their impact on senior 

management.  

 

8.2 Urgent issues identified in the HIQA report 

The HIQA report identified three areas for urgent attention: screening and preliminary enquiry; safety planning; and the 

management of retrospective allegations. The EAG considers that there has been considerable progress in respect of 

screening and preliminary enquiries, and in safety planning. The roll out of Signs of Safety should bring the depth and 

consistency in screening and preliminary enquiries indicated by the HIQA report.  
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It was notable that although safety planning is an inherent part of social work, a formalised definition and process was 

not in place. An operational definition has now been developed and implementation is expected to be completed 

following its addition to Tusla’s national database, the NCCIS. 

The EAG welcomes the confirmation that the revised policy, National Child Abuse Substantiation Procedures (CASP), 

is now complete and an implementation plan begins with the roll out to retrospective referral teams this year. The EAG 

recommends that due to the complexity of CASP, a national lead is designated to the management of retrospective 

referrals and that the policy is reviewed after a year of implementation and at regular intervals after that. 

Although not specifically discussed in the statutory investigation report, the EAG has offered some commentary on the 

legal framework for the management of retrospective allegations by Tusla when it comes to communicating a concern 

about a person to a third party. Overall, the EAG recommends that the Department continues its exploration of an 

enhanced role for the National Vetting Bureau. 

 

8.3 Staffing and workforce planning 

The EAG considers that the introduction of a performance management and development system should be an 

imperative for the Tusla Executive over the course of 2019, implemented as early as possible in 2020. 

The EAG observes that the biggest challenge outside of Tusla’s direct control is the availability of and demand for social 

workers across the health and care sector. The EAG notes that the number of social workers per capita is lower than in 

other jurisdictions. In addition, the national distribution of social workers can mean that the numbers that might be 

available may not always match the demands placed on the area. Responsiveness to demands, at the current levels of 

social worker availability, will remain an issue for senior and local managers over the short to medium term. The 

development of the workforce plan and actions on the supply of social worker graduates may be expected to have an 

impact over the medium to long term. In the interim, Tusla may need to focus recruitment and business supports at the 

“front door” and on wider child protection case management. 

 

8.4 A maturing corporate structure 

The HIQA report, both in the main report and the governance report included as an Appendix, indicates that there has 

been considerable effort on the part of management and staff to advance the shared culture and values of the organisation. 

This effort will enhance the working environment to the benefit of staff and the public, resulting in a more efficient and 

responsive management of referrals and of allegations of abuse.  

The EAG notes that Tusla, as a relatively new standalone body, has spent its early years developing a corporate spine 

and structure. In terms of oversight, maturing governance structures will increase the capacity of Tusla’s Board to verify 

and monitor progression across the agency.  

The EAG has seen clear evidence of the commitment of the Tusla Executive to create an identity and integrated culture, 

values and behaviours for Tusla as a team. It is recommended that Tusla should have a coherent strategy in place to 

develop an appropriate culture for the agency and it is suggested that this is led by a senior manager. The EAG has 

indicated to the Tusla Executive that it is aware that this work requires resources to both shape and periodically renew 

a positive working environment. 

In making the comments in this report, the EAG is mindful that any systemic changes are likely to benefit from a 

cumulative and iterative approach.  
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8.5 Oversight of the completion of Tusla’s strategic action plan 

The overarching governance arrangements for Tusla are set out in the Child and Family Agency Act 2013. The 

Oireachtas tasked the Child and Family Agency with a specific statutory role. The current oversight arrangements 

between the Department and Tusla respect the specialist nature of this role and it is important that this approach is 

continued. 

The EAG recommends that a governance arrangement be put in place to monitor and report to the Minister on key 

elements that will continue to embed over the next 12 months. In particular, reports should be provided on:  

 The management of retrospective cases;  

 The service performance and improvement framework;  

 Performance management;  

 The workforce plan; 

 The outcomes in the five targeted areas (Action Plan 6.2);  

 The governance links at local and national level;  

 The Social Work Education Group.  

Added to this, the EAG welcomes the proposal submitted by the Tusla Executive regarding the ongoing governance of 

the strategic action plan until the end of 2020.  

The roles of the Minister and the Board must be respected but the EAG would like to offer an observation that a strong 

dialogue between officials is of benefit to both in the longer term. The EAG considers that a degree of challenge outside 

of the day-to-day working arrangements between Tusla and the Department may be helpful. It is hoped that the 

experience of working with the EAG will provide the Department and the Tusla Executive with insights into achieving 

a deeper and more meaningful value from the agreed governance structures between the two bodies. 

 

8.6 Concluding observations 

The EAG considers that there is a need for a greater appreciation in the public mind of the nature of child protection 

referrals and how these are managed. As noted earlier, in 2018 welfare and neglect issues accounted for 64% of referrals 

with 6% relating to sexual abuse. It is the nature of managing a referral process that the risks are not known at the outset 

and their assessment depends on the availability and clarity of information. This creates an immediate tension in decision 

making, particularly around safety. This can then be complicated where there are insufficient resources to allocate all 

cases to a social worker and a waiting list based on priority is needed. It is hard to convey this aspect of social work, 

especially where it has been successful, as there are clear privacy considerations that cannot be compromised. The EAG 

would suggest that Tusla and the Department engage with staff to develop some public information on the positive 

contributions to society that has been made by child protection social work.  

The EAG has been advised by the Department that in other HIQA inspection reports where a child received a service 

the findings are generally positive. Where deficits have been noted in recent HIQA inspections and in the HIQA report 

itself, the key challenges appear to be in respect of having sufficient staff to manage the full case load. The HIQA report 

acknowledged that where there was an immediate risk the appropriate actions were taken. Nevertheless, the EAG 

considers that the success of the workforce plan is vital for staff morale and retention in teams who manage the inherent 

risks involved in managing referrals and cases. 

The EAG was asked by the Minister to be mindful of the time that the group would require to complete its work. The 

Group is of the view that, having engaged intensively in respect of the various recommendations contained in the HIQA 

reports since mid-2018 and having observed and overseen the considerable progress within Tusla in that time, there is 

now marginal value in its continued existence. The Chair of the EAG has notified the Minister of the intention for the 

Group to conclude its work and the Minister has given her consent. There are existing governance arrangements in place 
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between Tusla and the Department, as well as those between the Board and the Tusla Executive. The Tusla Executive 

has stated that the approach taken by the EAG has been of benefit and provided additional value. In reaching its decision 

to conclude its work, the EAG has been sensitive to duplication of effort. The EAG is of the view that there are strong 

governance mechanisms already in place and available to the Minister and the Chair of the Tusla Board and these will 

also be strengthened further by the proposed ongoing governance arrangement for the strategic action plan. 

In conclusion, the EAG would like to acknowledge the considerable efforts the Tusla Executive has made in its response 

to the demands placed on it by this Group. It was clear that, at times, the Tusla Executive was under severe pressure in 

meeting both its core duties and national oversight. At all times the EAG received responses to its requests in good time 

and the Tusla Executive engaged in an informative, open and, where appropriate, robust manner. The EAG is also 

grateful to the Minister for providing such capable assistance in its Secretariat who approached their task in a 

professional manner with a clear eye on the public good that is an improved service for children and families. 
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9.  Establishment and role of the Expert Assurance Group (EAG) 

The Expert Assurance Group was set up by the Minister in response to recommendation 4 of the HIQA report. In brief 

it has a remit to oversee and advise the Minister and Tusla Board on the progress of all of the recommendations in the 

HIQA report. The Chair, Dr Moling Ryan, was appointed on 29 June 2018 and the EAG first met as a group on 30 

August 2018. 

 

9.1 EAG’s working method 

The EAG agreed an approach that involved the review of briefing from the Department and Tusla, factual updates and 

evidence presented by, in particular, the Tusla Executive and also the Department. This was followed by direct 

engagement with appropriate representatives of the Department, as needed, and a monthly meeting with the full Tusla 

Executive team.  

There was no field work undertaken but, where necessary, the EAG sought information at and between meetings to 

clarify particular issues. Tusla’s Quality Assurance Director, Mr Brian Lee, acted as formal liaison between the Tusla 

Executive and the EAG between meetings. The Secretariat acted as the EAG’s conduit for information and contacts 

with Tusla. 

The EAG’s remit did not extend to first hand verification of the various matters considered during the course of its work. 

Evidence of progress has been dependent on reports submitted by Tusla’s Executive; the EAG has not been in a position 

to verify the progression of each action, particularly those requiring an implementation phase. As previously stated, it 

is the recommendation of the EAG that its work has concluded with this report. However, it is vital that the momentum 

of work and development currently underway in Tusla, which this process has generated, is maintained. 

 

9.2 Other relevant reports 

It is notable that some actions in Tusla’s strategic action plan correlated with recommendations being considered by the 

Implementation Group of the Garda Inspectorate review. This group was established in February 2018 following the 

Garda Inspectorate’s report, Responding to Child Sexual Abuse, and is being chaired by Ms Caroline Biggs, SC. 

Although the remits of both are distinct, it is likely that the actions of each will proceed in parallel. 

The key themes from the Disclosures Tribunal third interim report were reviewed by the EAG and it was agreed that 

these were being addressed by the Tusla’s strategic action plan following the HIQA report. 

 

9.3 Membership and meetings of the EAG 

The membership and purpose of the EAG, a summary of all meetings of the EAG, and a list of the documentation 

considered by the EAG are provided in the appendices. 

There have been a total of 13 meetings held, with four having taken place since June 2019. It was agreed on 1 August 

that it was not necessary to meet with the Tusla Executive again but it was expected that any final updates for the EAG 

were to be provided by mid-September at the latest. The EAG met on 25 September 2019 to agree the final draft of this 

report. 

 

9.4 Reporting by the EAG 

The quarterly reports prepared by the EAG are provided to the Minister for Children and Youth Affairs and to the Tusla 

Board for their information and advice. The Chair of the EAG met formally with the Minister following the submission 

of the second quarterly report. The Chair of the Tusla Board invited members of the EAG to present their quarterly 

reports. The EAG Chair attended the Tusla Board in December 2018, the EAG Chair and Dr Helen Buckley presented 

the second quarterly report at the March Board meeting, and the EAG Chair and Dr Conor O’Mahony presented the 
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third quarterly report at the June meeting of the Tusla Board. The EAG’s quarterly reports have been published by the 

Department on its website.  

 

9.5 Expected life span of the EAG 

The EAG was asked by the Minister to report on the expected life span of the EAG. The EAG agreed that its work could 

conclude once it was satisfied that sufficient progress had been made in respect of all the recommendations and that 

oversight was in place for any remaining actions to reach completion. The EAG has informed the Minister that it intends 

to conclude in Q4 2019, and this has also been noted to the Chair of the Tusla Board.  
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Appendix 1: Membership and Role of Expert Assurance Group 

The Expert Assurance Group (EAG) was established with the appointment by the Minister of the Chair of 

the group, Dr Moling Ryan, on 29 June 2018 and the full membership on 23 August 2018. The first meeting 

of the full group was on 30 August 2018.  

On 30 August, the EAG adopted its terms of reference. It was agreed that the secretariat would be provided 

by the Department of Children and Youth Affairs (“the Department”). The EAG agreed that it may from 

time to time invite persons to attend meetings as needed or where specialist knowledge has been identified 

as needed for the EAG to complete its work.  

The membership of the EAG encompasses a wide range of relevant expertise: 

 Governance: Dr Moling Ryan (Chair), retired public servant and management consultant;  

 Child Protection: Dr Helen Buckley, retired lecturer, Fellow Emeritus at the School of Social Work 

and Social Policy, Trinity College, Dublin; 

 Human Resources: Gerry Verschoyle, former Head of HR Services at An Post; 

 Legal: Dr Conor O’Mahony, lecturer, currently employed in University College, Cork;  

 Member of HIQA expert advisory group on the preparation of its report: Mr Andrew Lowe, 

Director of Social Work for Scottish Borders Council (retired), public policy consultant; 

 Social Work: Michele Clarke, Chief Social Worker, Department of Children and Youth Affairs. 

Mr Andrew Lowe, in addition to having been a member of the advisory group for the statutory investigation, 

was also involved in the preparation of the governance review for HIQA that was included as part of the 

published report of HIQA's Statutory Investigation. Regretfully, Mr Lowe was unable to complete his work 

with the EAG due to illness. The Chair and membership thank Mr Lowe for his valuable contribution and 

commitment to the process. 

 

Role of the Expert Assurance Group 

The Minister approved the terms of reference on 23 July 2018 and the EAG formally adopted these at its 

meeting on 30 August. The role of the EAG is outlined in the terms of reference as being to: 

a. Review the recommendations contained in the report of the HIQA Statutory 

Investigation; 

b. Consider the Action Plan prepared by Tusla in accordance with recommendation one 

of the HIQA Statutory Investigation; 

c. Evaluate the work planned by Tusla under the Child Protection and Welfare Strategy 

and its Corporate Plan in the context of the Action Plan; 

d. Take into account the report of the Garda Síochána Inspectorate Responding to Child 

Sexual Abuse and other relevant reports;  

e. Provide support and advice to Tusla, and to the Department as considered necessary, 

on the plans to implement the recommendations of the investigation report; 

f. Review the progress achieved on implementation in order to assure the Department 

and Tusla of the effective and timely realisation of the Action Plan.
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Appendix 2: Overview of Meetings of Expert Assurance Group with Tusla, and the 

Department 

The EAG met 13 times in total with its final meeting on 25 September 2019. At each meeting the EAG met 

with and received presentations from Tusla's Executive led at the meetings by the CEO at the first meeting 

and the interim CEO subsequently.  

 

1st Meeting: 30 August 2018 – Initial Meeting 

 The terms of reference were adopted.  

 The reports under consideration referred to in the terms of reference were noted.  

 The recommendations in the HIQA Report were reviewed.  

 The EAG discussed its role with respect to that of the Tusla Board.  

 The EAG felt that a certain productive lifespan for the Group could be expected, and this would be 

reviewed by the EAG in early 2019. 

 The Tusla Executive outlined the thematic approach that was being undertaken. It was noted that 

there were risks and challenges to the approach, notably recruitment and resources.  

 The EAG confirmed to Tusla that its core function is to advise and to provide oversight on the 

HIQA Report's recommendations to the Minister, the Department and Tusla’s Board.  

 

2nd Meeting: 28 September 2018 – HIQA Statutory Investigation and Tusla’s Strategic Action Plan 

 The Chair updated the EAG on his meeting with the Tusla Board on 21 September, noting that the 

role of the EAG was discussed. 

 The Tusla Action Plan had been approved by the Tusla Board. The EAG agreed that there was a 

dependence on staff recruitment, development and investment across the plan.   

 A delegation from HIQA, led by its CEO, presented the findings of its report to the EAG. The 

investigation looked at systems and standards only. HIQA noted that the use of Tusla’s workforce 

as originally requested by the Minister was outside of its competency to address.  

 The EAG sought HIQA’s views on the report’s findings on retrospective cases, including the legal 

context. HIQA indicated that further analysis on the subject would have been beneficial to the 

overall report, describing this as a missed opportunity and noting that the legal framework needed 

clarity.  

 Tusla outlined the governance arrangements it proposed to use to monitor and evaluate the progress 

of the actions under each theme. Their Action Plan was framed using the HIQA Report’s findings 

and recommendations.  

 It was recalled that the HIQA Report examined a very important area of Tusla’s services. There 

was also a wider context in which this took place, including early intervention, foster and residential 

services, and Partnership, Prevention and Family Supports (PPFS). 

 The current legal framework for managing retrospective cases had been highlighted by Tusla as a 

constraint and it took the view that legislative change was needed.  

 The EAG commented that interagency working was not fully in the control of Tusla, and asked that 

a clear assessment of interactions with external agencies be provided. 

 Tusla agreed that comparable and consistent policies, procedures, standards and practice across all 

administrative areas were of long term benefit to children and families. 

 The EAG asked to be kept informed on challenges arising in the implementation of the actions and 

the steps Tusla would then take to re-prioritise or amend actions as a result. 
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3rd Meeting: 24 October 2018 – Governance 

 The format of the meetings was agreed. As part of a thematic approach, this meeting considered 

governance arrangements.  

 The Department provided an update on a presentation on the workforce plan being prepared by 

Tusla.  

 Budget 2019 included an increase to Tusla’s budget. 

 The themes from the third interim report of the Disclosures Tribunal were discussed.  

 The management of retrospective cases could be challenging, particularly in cases where there was 

no identified child involved. Judicial reviews gave guidance on due process for the person who is 

the subject of an allegation, as these tended to be the types of cases submitted for review.  

 There was a short overview of the governance arrangements between the Department and Tusla, 

with reference to the Child and Family Agency Act 2013.  

 Tusla’s Director for Transformation and Policy led a presentation on the introduction of Signs of 

Safety. The focus of the presentation was on how the implementation supported and improved local 

governance, accountability, management of referrals, improved assessments that would support 

early and detailed safety planning, and the forums for shared learning.  

 

4th Meeting: 30 November 2018 – Interagency Working 

 Tusla provided the first progress update on the Action Plan as submitted to its Board. Tusla noted 

that actions were being streamlined where possible. Tusla’s Board was reported as emphasising to 

the Tusla Executive the need for early implementation of the actions. 

 The EAG noted that 2 out of 6 actions due for Q3 were marked completed. The EAG was satisfied 

that the delay in the remaining actions was reasonable:  

i. A change to the text on the revised retrospective and extrafamilial policy and procedure had 

been agreed with the Department, adding to the time needed for the related actions.  

ii. The EAG was informed that there was a change in the approach to risk registers, action 8.2, 

and this had added value to its implementation.  

 Tusla had completed the baseline audits for the implementation of Signs of Safety. 

 Tusla acknowledged that progress was required in delivering the business supports to areas, and 

indicated this was being addressed in the workforce strategy. 

 Three areas had been identified for support in recruitment and retention under Theme 6. 

 It was noted that there was some evidence of performance being managed within Tusla. The EAG 

was emphatic that a single organisation-wide performance management system had to be in place 

at the earliest possible point.  

 Tusla reported that the data protection review of the information sharing protocols with An Garda 

Síochána had been positive and the way was clear for implementation in 2019. 

 Tusla described the liaison structures with An Garda Síochána as positive, useful and were 

considered by Tusla as a model for other interagency working. 

 No social workers had been assigned to local Garda protective services units to date.  

 An audit of the joint An Garda Síochána/Tusla working protocol was expected to be completed in 

Q1 2019 and Tusla will update the EAG on the findings. 

 The EAG pressed Tusla to accelerate the timelines for the actions where possible, particularly in 

the areas identified in the HIQA Report as needing urgent attention. 

 The Chair advised that it was planned to meet with Tusla’s Board at its next meeting on 17 

December 2018.  
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 The Department advised the EAG that a draft workforce strategy had been received for 

Departmental comment. The EAG noted this and agreed to consider the strategy once it had been 

presented to the Tusla Board.  

 It was agreed to consider the following in the next sequence of meetings: governance, workforce 

strategy, management of retrospective cases, referrals management and prioritisation of unallocated 

cases, and risk management. 

 

5th Meeting: 19 December 2018 – Safety Planning  

 The Chair met the Board, noting the EAG's 1st quarterly report. There was agreement on the need 

for consistency in the implementation of policies and actions. 

 The background to the current approach to safety planning was noted. Safety was inherent in case 

management and care planning, with a focus on harm prevention.  

 The general definition of safety planning recommended in the HIQA report was to be developed, 

and was reported to be on track.  

 The sharing of information could be challenging when implementing a safety plan where co-

operation is not forthcoming, which may need a formal substantiation step to be completed first. 

This can be a particular issue in managing retrospective allegations. 

 Tusla emphasised that eroding secrecy in cases involving abuse increased the likelihood that the 

child involved would be protected. 

 Actions on organisational structure reviews, culture and behaviours were to be reviewed on the 

appointment of a permanent CEO. 

 The EAG stressed the need for an individual performance management system to be introduced as 

soon as possible. Tusla noted a number of performance-related policies were in place. Discussions 

with unions were ongoing. 

 The workforce strategy had been submitted to the Board and its feedback was being considered by 

the Tusla Executive.  

 The policy on retrospective allegations, i.e. substantiation and fair procedures, was being revised 

and was expected to be rolled out in the New Year.  

 The HIQA report on Dublin South Central was discussed. The EAG queried if institutional barriers 

were a factor. Tusla referred to a whole-of-system response to the report.  

 The EAG noted that the policies as presented were well prepared, and asked that Tusla continue to 

provide detail on their implementation as it relates to the action plan. 

 

6th Meeting: 1 February 2019 – Performance Management and Workforce 

 Tusla’s Board had provided further feedback to the Tusla Executive on the implementation plans 

for the workforce strategy, noting that the model had been accepted. 

 Tusla confirmed that an update on timeframes in the action plan was to be provided by end February 

2019. 
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 The EAG commented on the findings of the HIQA inspection report of Dublin South Central. Tusla 

reported it was taking a whole-of-system approach to address the findings. 

 Service directors were being integrated into a broader-based senior management structure.  

 Area teams were being reorganised to incorporate an increase in non-social work staff, including 

business support to reduce administrative burden on social workers. 

 Referring to the baseline audit of Signs of Safety, the cross directorate approach to incorporating 

learning into policy implementation was discussed. 

 It was noted that Tusla had added a specific action on performance management and advised that 

scoping work was underway. Work was underway to consolidate existing policies as part of a 

model appropriate to Tusla's workforce. The EAG asked for early progress on a comprehensive 

performance management system.  

 Improvement in overall retention rates and their variation across service areas were noted and a 

copy of the retention strategy, January 2019, was provided. A retention working group has been in 

place since 2018. 

 Job satisfaction and culture were important retention factors, in which Signs of Safety feedback 

was indicating improvements.  

 Tusla indicated that regional oversight for the management of retrospective allegations was 

expected to be in place by end Q1 2019.  

 

7th Meeting: 6 March 2019 – Workforce Strategy (incl. Retention) 

 Representatives of the EAG to meet the Tusla Board at the end of the month. 

 The workforce strategy was approved by the Tusla Board, subject to minor amendments. 

 Noting that the strategy took a continuum of care approach, it was commented that the recruitment 

challenge was not likely to be resolved in the immediate future. 

 Interim measures, including enhanced skill mixes, reconfiguring of teams, improved business 

support and bespoke recruitment campaigns were noted. 

 The Tusla Executive indicated that it would implement a performance management system at senior 

level as the first implementation phase. A timeline was to be developed but it was not expected that 

full implementation could be achieved in 2019. 

 Supports for retention included business supports, ICT, learning for health and well-being actions 

and Signs of Safety training, and family friendly policies. A retention strategy framework document 

dated January 2019 was noted. 

 Tusla reported that investment in business support was in hand and the ICT developments were 

assisting staff, making them less reliant on manual or paper-based systems. 

 Empowering Practitioners in Practice (EPPI) was highlighted as a forum for shared learning to 

support practice and it was accessible to all staff. 

 Tusla’s health and well-being unit provides resilience training and supports for debriefing following 

difficult cases.  
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 The Tusla Executive reported that feedback from Signs of Safety training indicated it was 

supporting a positive work environment. 

 The Tusla Executive noted that a fifth area was being included for targeted additional support under 

action 6.2, which called originally for such supports to four areas only. Supports include bespoke 

recruitment campaigns.  

 

8th Meeting: 10 April 2019 – Management of Retrospective Allegations of Abuse 

 The Chair updated the Group on the presentation of the 2nd quarterly report to the Minister and the 

Tusla Board, noting that it was expected that the EAG would remain in place until the autumn.  

 The Minister commented that she felt reassured as a result of the work of the EAG. There was a 

good engagement with the Tusla Board.  

 The EAG welcomed the inclusion of rationales for changes in the timeframes provided by the Tusla 

Executive. 

 With respect to recommendation 2 of the HIQA report, the EAG requested that, at the next meeting, 

the Department make a presentation on its role. 

 With respect to recommendation 3, the Department reported some high level findings from its 

international survey on the regulation of children’s social services. The Department is to meet 

HIQA on this recommendation before the next meeting. 

 The EAG acknowledged the considerable work of the Tusla Executive in bringing the workforce 

strategy and implementation plan forward. 

 Tusla’s case prioritisation methodology is under development (action 1.2). Approval was expected 

shortly. 

 Tusla indicated that the joint training protocol with An Garda Síochána (AGS) was needed to 

advance an increase in training places.  

 The EAG queried if there was a risk of actions on retrospective allegations being too narrowly 

defined currently or if a solely criminal justice focus were adopted.  

 Tusla’s revised retrospective document, Child Abuse Substantiation Procedures, was undergoing a 

final legal review. The policy was intended to capture current legislation and case law.  

 Although approaching the issue from separate viewpoints, it was concluded that the EAG and Tusla 

were in broad agreement that the legal environment posed a significant challenge to managing 

retrospective cases.  

 It was noted that the absence of express powers for Tusla placed it in an uncertain position. It was 

commented that an interagency or similar approach may be relevant. 

 The EAG raised the bona fide concern test as included in the National Vetting Bureau Act. Tusla's 

advice was that under current legislation it could proceed on the basis of “founded” and 

“unfounded” on a case by case basis only. 

 The EAG queried the data on a decrease of allocated retrospective cases under the current 

operational policy. Tusla noted that a service improvement plan was to be implemented. 

 The pressures on staff working on emotionally difficult cases were commented on by the EAG and 

Tusla as a concern and occupational health was a key issue.  



 

6 

 

 

9th Meeting: 3 May 2019 – Management of Referrals and Unallocated Cases 

 The Principal Officer of the External HR Unit in the Department of Children and Youth Affairs 

made a presentation on the Department’s role in supporting Tusla in the development of the health 

and social care workforce. 

 The Social Work Education Group, with representatives of higher education institutes, the HEA, 

Department of Education and Skills, Tusla and the HSE, was chaired by the Department. 

 It was noted that research to address the issue of a framework for placements had been 

commissioned by DCYA, expecting to begin by end Q2 and an update on progress by Q3. 

 The Department presented the Tusla Executive summary of the international review of best practice 

in the regulation of children’s social services.  

 The Department reported that a companion paper from HIQA was in preparation and was expected 

by end Q2/early Q3 2019. 

 The Tusla Executive indicated that the Child Abuse Substantiation Procedures was to undergo an 

impact analysis and review by policy and operations directorates. Timeframes for actions within 

the policy were devised under legal advice. 

 A service improvement plan was being put in place to address unallocated retrospective cases. 

 Tusla reported that, as Signs of Safety was being rolled out, there was evidence of improved 

practice and more informed decisions. 

 A Lean management review was planned to examine the recording of case closures on NCCIS, and 

an update would be provided when available. 

 A look back at referrals, including those from An Garda Síochána, indicated some feedback on 

thresholds in the Children First Act 2015 might be of benefit to the referring community. 

 The EAG asked about tracking of cases to Prevention, Partnership and Family Support (PPFS) 

Programme and Tusla acknowledged there remained some inconsistencies but that there were good 

interactions across the agency also. 

 Tusla reported that learning of the prioritisation of cases within Signs of Safety was being 

embedded and the auditing programme was progressing.  

 No social workers had received joint interview training with AGS and Tusla was seeking additional 

places and a tailoring of the programme for social worker participation. 

 

10th Meeting: 12 June 2019 – Organisational Risk Management; Child Abuse Substantiation Procedures 

(CASP); Workforce Planning 

 In respect of recommendation 2 of the HIQA report, it was noted that the Social Work Education 

Group would meet on 20 June 2019.  

 In respect of recommendation 3, the Department’s paper on regulatory frameworks had been sent 

to HIQA for information; it was noted HIQA’s companion paper would be sent to the Department 

upon completion.  

 It was agreed the Chair and EAG representatives would meet Tusla’s Board on 28 June 2019.  
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 Tusla provided an update on the timeframe change for action 5.1 (record management policy).  

 The EAG noted that the updates received suggested good progress and that several actions were 

close to completion, e.g. safety planning, and most of the actions on retrospective cases.  

 Tusla stated that social workers have clarity on engagement with persons of concern, and 

commented that both governance improvements and the retrospective policy’s full implementation 

would mitigate the risk of mismanagement of allegations.  

 Tusla have a clear process to escalate staff shortages in areas (such as Dublin South Central) to 

management as appropriate, e.g. bespoke recruitment campaigns. 

 Tusla developed a complex case management structure and forum. However, these cases need to 

draw upon other State agencies, e.g. CAMHS, Gardaí, Youth Justice Services.  

 The EAG acknowledged the quality of the workforce implementation plan and the realism of 

Tusla’s recruitment targets.  

 Tusla’s efforts to reduce agency staff would continue. However, a baseline level would be needed 

to provide cover, e.g. increase in demand, maternity leave etc., on an ongoing basis. 

 The EAG requested an indication of a phased approach to performance management/achievement 

with a timeframe for completion as early as possible in 2020. 

 The EAG noted that evidence of momentum and clarity over direction will be sought on actions 

that cannot be completed by September 2019.  

 

11th Meeting: 5 July 2019 – Data and Information Management Systems; Collaborative Systems to Embed 

and Share Learning; Workforce Planning 

 The EAG had a discussion with Dr Sadhbh Whelan on the Department’s paper on regulatory 

frameworks, agreeing that regulation should be flexible, adaptable, measurable, and encourage 

improvement. 

 HIQA’s companion paper was submitted to the Department and circulated to the EAG for comment 

at August’s meeting.  

 The Chair updated the Group on the meeting with Tusla’s Board on 28 June 2019, noting the Board 

requested the EAG to make a recommendation on the management of retrospective allegations in 

the final report. 

 The EAG welcomed the significant progress Tusla had made in introducing information 

management systems, acknowledging the challenge to integrate a number of older and ad hoc 

systems into an integrated and secure approach.  

 The NCCIS portal, launched in 2018, acts as a “digital front door” for referrals under Children 

First, which staff can use to confirm if a child is already known to any Tusla area (it was noted that 

appropriate access controls were in place).  

 Pilots for the digitisation of older records, mainly inactive, were needed as it was likely to be 

resource intensive.  

 Pending update processes, retrospective cases will be handled using current teams and procedures. 

Data protection was embedded, training was in place and any breaches were being reported as 

appropriate.  

 Each Tusla region has a forum to support shared learning; all areas have a practice audit plan. 

 Tusla stated overall recruitment targets have been exceeded for the year to date. However, caution 

was expressed with regards to social worker positions.  
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 Ongoing Grade 4 panels will provide admin support, ICT, social care workers and other supports 

in five areas (action 6.2) with a view to increasing social work practitioner time.  

 Tusla continues to work with third level institutions to increase social worker graduates. 

 It was noted that budgetary pressures outside of Tusla’s control could delay recruitment. 

 Regarding performance management/achievement, the EAG requested an earlier delivery timeline 

for implementation. 

 

12th Meeting: 1 August 2019 – In-depth Action Plan Review; Workforce Planning 

 The EAG congratulated Dr Conor O’Mahony on his appointment as Special Rapporteur on Child 

Protection. 

 The EAG agreed on the outline and structure of the quarterly report. 

 The EAG queried if service availability appeared to be affected by staffing capacity; Tusla advised 

that it will complete further audits on embedding Signs of Safety. 

 Tusla advised the Safety Planning definition has been revised into the business process.  

 The publication of the revised policy (CASP) was at an advanced stage.  

 The EAG queried if there was any negative feedback (re the revised policy) or if the Tusla 

Executive considered that the level of detail may inadvertently create some variation in practice. 

Tusla commented that there had been a good level of feedback and that the level of detail reflects 

both the policy revision and feedback for clarity from practitioners. 

 Tusla/An Garda Síochána (AGS) data sharing agreement was currently with AGS for comment 

(Tusla will submit a further update on joint specialist training and remaining aspects of its 

AGS/Tusla programme). 

 Tusla will submit an update on the three pilots undertaken to inform record management procedure 

development (action 5.1). 

 The EAG noted the reported increase of social workers employed as published in Tusla's monthly 

data; Tusla commented that they were ahead of recruitment targets, and stated most social worker 

recruits were new to the service. 

 Tusla plans to implement performance management/achievement for its SMT by September 2019, 

followed by all Grade 8 and above and then organisation wide by end of 2020. 

 It was agreed the EAG has overseen progress on all themes in Tusla’s action plan, and sufficient 

evidence of momentum for the process to conclude has been provided. The EAG considered that it 

could conclude with its next report and make a formal recommendation to the Minister. 

 

13th Meeting: 25 September 2019 – Final Meeting 

 The Chair informed the membership that Mr Andrew Lowe would not be able to continue his work 

with the EAG. Mr Lowe’s contribution and commitment were acknowledged and noted for special 

mention in the final report. 

 The EAG met with the new Tusla Chief Executive Officer, Mr Bernard Gloster, who outlined his 

vision for the agency. Mr Gloster was reassured by the EAG’s observations as they were consistent 

with his own. 

 The Chair provided an overview of his meeting with Ms Caroline Biggs (Chair of the 

Implementation Group). 
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 The EAG discussed a possible enhanced role for the National Vetting Bureau in regards to 

responsibility for investigation of retrospective allegations. 

 The Chair provided an update on his meeting with HIQA in which the findings from the final report 

were discussed. 

 The Chair and members provided commentary on the draft final report that had been circulated in 

advance of the meeting. Papers to include as appendices to the final report were agreed. 

 The report to be redrafted according to EAG commentary/feedback and then circulated for review 

and approval.  

 Tusla’s proposed governance arrangements for ongoing oversight of the action plan for 2019–2020 

were accepted. 

 It was agreed that the secretariat would devise a timeline for the final report to be submitted to the 

Minister and then to Tusla’s Board, before being published on the Department’s website. 
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Appendix 3: List of Documentation Provided by Meeting Date 

 

Meeting Number 

(Date) 
Paper Title By 

Meeting 1 

(30 August 2018) 

1st Meeting of the EAG – Agenda EAG 

EAG Membership EAG 

EAG Terms of Reference Department 

EAG Appointment Letters Department 

Ext. HR Briefing Note on Tusla Department 

Discussion Note on Findings from the HIQA Report Department 

HIQA Statutory Investigation HIQA 

Strategic Action Plan (Draft) Tusla 

Update on Recruitment from Tusla CEO Tusla 

Board Meeting Action Plan Update Tusla 

Meeting 2 

(28 September 2018) 

2nd Meeting of the EAG – Agenda EAG 

1st Meeting of the EAG – Minutes (30 August 2018) EAG 

Chair’s Note on Garda Inspectorate and HIQA Reports EAG 

Strategic Action Plan (Approved) Tusla 

Meeting 3 

(24 October 2018) 

3rd Meeting of the EAG – Agenda (24 October 2018) EAG 

2nd Meeting of the EAG – Minutes (28 September 2018) EAG 

Discussion Paper on Governance EAG 

Discussion Note on Disclosures Tribunal EAG 

Discussion Note on 1st Quarterly Report Format EAG 
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Third Interim Report of the tribunal of inquiry into protected 

disclosures made under the Protected Disclosures Act 2014 

and certain other matters 

Disclosures 

Tribunal 

Strategic 3 Year Workforce Plan Update Tusla 

Corporate Plan 2018–2020 Tusla 

Draft Retention Framework 2018–2020 Tusla 

Draft Retention Strategic Plan 2018–2020 Tusla 

Retention Survey Report 2017 Tusla 

Signs of Safety Staff Survey Report Tusla 

Quality Improvement Collaborative Forum (Terms of 

Reference) 
Tusla 

Policy Submission in respect of Section 3 of the Child Care 

Act 1991 
Tusla 

Governance Paper Tusla 

Prevention, Partnership and Family Support (PPFS) 

Programme Report 
Tusla 

Staff Cultural Survey Tusla 

Meeting 4 

(30 November 2018) 

4th Meeting of the EAG – Agenda EAG 

3rd Meeting of the EAG – Minutes (24 October 2018) EAG 

Discussion Paper on Action Plan Updates EAG 

Discussion Paper on Interagency Working EAG 

Discussion Paper on Performance Management EAG 

Strategic Action Plan Status Update (as of 27 November 

2018) 
Tusla 

Interagency Working Paper Tusla 

Performance and Accountability Framework Tusla 

Joint Working Protocol for An Garda Síochána and Tusla 

An Garda 

Síochána & 

Tusla 
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Meeting 5 

(19 December 2018) 

5th Meeting of the EAG – Agenda EAG 

4th Meeting of the EAG – Minutes (30 November 2018) EAG 

Discussion Paper on Action Plan Updates EAG 

Discussion Paper on Action Plan Questions EAG 

Discussion Paper on Safety Planning EAG 

1st Quarterly Report to the Minister (Draft) EAG 

Strategic Action Plan Status Update (as of December 2018) Tusla 

Safety Planning Paper Tusla 

National Summary Report – Signs of Safety Baseline Audit Tusla 

Presentation – Safety Planning Tusla 

Meeting 6 

(1 February 2019) 

6th Meeting of the EAG – Agenda EAG 

5th Meeting of the EAG – Minutes (19 December 2018) EAG 

Discussion Paper on Changes to Tusla’s Action Plan EAG 

Strategic Action Plan Status Update (as of 18 January 2019) Tusla 

Update on Actions Arising from December 2018 EAG/Tusla 

Meeting 
Tusla 

Governance Paper Tusla 

Briefing on HIQA Inspection Report of Dublin South 

Central Child Protection & Welfare Services 
Department 

Summary Feedback of Tusla 2019 Business Plan Department 

Meeting 7 

(6 March 2019) 

7th Meeting of the EAG – Agenda EAG 

6th Meeting of the EAG – Minutes (1 February 2019) EAG 

Discussion Paper on Action Plan Timeframe Changes EAG 

Discussion Paper on Action Plan (Status) Updates EAG 
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2nd Quarterly Report to the Minister (Draft) EAG 

Discussion Paper on Workforce Strategy EAG 

Strategic Action Plan Status Update (as of 27 February 2019) Tusla 

Responses to Miscellaneous Queries from the EAG Tusla 

Update on Dublin South Central Child Protection, Welfare & 

Fostering Services 
Tusla 

Workforce Strategy Paper Tusla 

Retention Committee and Program Tusla 

Implementing Organisational Policy Tusla 

Presentation on HR Strategy Tusla 

Continuing Professional Development Strategy Tusla 

Retention Steering Group and Working Group (Terms of 

Reference) 
Tusla 

Retention Strategy for Framework (January 2019) Tusla 

Plans for Unallocated Cases in the Five Areas Tusla 

Submission to The Joint Oireachtas Committee For Children 

And Youth Affairs (13 February 2019) 
Tusla 

Opening Statement to the Joint Oireachtas Committee For 

Children And Youth Affairs (13 February 2019) 
Tusla 

Transition to Multi-Disciplinary Teams Tusla 

Performance Management in the HSE HSE 

Briefing Note on Joint Oireachtas Committee on Children & 

Youth Affairs – Recruitment and Retention of Social 

Workers (13 February 2019) 

Department 

Briefing Note on Joint Oireachtas Committee on Children & 

Youth Affairs – Engagement with Pat Rabbitte re his 

appointment (27 February 2019) 

Department 

Meeting 8 

(10 April 2019) 
8th Meeting of the EAG – Agenda EAG 
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7th Meeting of the EAG – Minutes (6 March 2019) EAG 

Note on Proposed Next Meeting Dates EAG 

Discussion Paper on Action Plan Updates EAG 

Discussion Paper on Tusla’s Management of Retrospective 

Cases 
EAG 

Discussion Note on Meeting with Tusla Board re 2nd 

Quarterly Report to Minister (26 March 2019) 
EAG 

Retrospective Allegations of Child Abuse – The Legal 

Framework 

EAG 

(Dr Conor 

O’Mahony) 

Update on Recommendation 3 (International Review) Department 

Strategic Action Plan Status Update (as of 2 April 2019) Tusla 

Retrospective Project Tusla 

Job Specification – General Manager Project Implementation Tusla 

Signs of Safety Implementation Tusla 

Appendix 1 to Signs of Safety Implementation (Template) Tusla 

Appendix 2 to Signs of Safety Implementation (Signs of 

Safety Harm Analysis Matrix) 
Tusla 

Policy Development in the Context of Section 3 and 

Retrospective Abuse 
Tusla 

Policy Submission in Respect of Section 3 of the Child Care 

Act 1991 
Tusla 

Quantitative Baseline Audit of the Implementation of Signs 

of Safety Practice Tools 
Tusla 

Strategic Workforce Implementation Plan 2019–2020 Tusla 

Equality Diversity & Inclusion (TEDI) Charter Tusla 

Equality Diversity & Inclusion (TEDI) Paper Tusla 

Healthy Workplaces Implementation Plan Tusla 

Regional Posts Breakdown 2016–2018 Tusla 

Presentation – Strengthening the Front Door Tusla 
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Meeting 9 

(3 May 2019) 

9th Meeting of the EAG – Agenda EAG 

8th Meeting of the EAG – Minutes (10 April 2019) EAG 

Note on Optional Meeting Themes for July, August and 

September 2019 
EAG 

Discussion Paper on Action Plan Updates EAG 

Discussion Paper on Management of Referrals (Screening & 

Preliminary Enquiry) and Prioritisation of Unallocated Cases 
EAG 

Recommendation 3 – International Review of the Regulation 

of Children’s Social Services (Summary Paper) 
Department 

Recommendation 2 – Presentation by External HR Unit Department 

Strategic Action Plan Status Update (as of 26 April 2019) Tusla 

Signs of Safety Case Prioritisation Guide Tusla 

Referral Closure – Guidelines to Support Practitioners 

(Draft) 
Tusla 

Prioritisation and Allocation of Resources (Draft) Tusla 

Child Abuse Substantiation Practice Guidance and Review 

Procedure (January 2019) 
Tusla 

National Child Abuse Substantiation Procedures (CASP) 

Draft 
Tusla 

Presentation – Strengthening the Front Door  

(duplicate of meeting 8 paper) 
Tusla 

Retention Steering Group and Working Group Terms of 

Reference (duplicate of meeting 7 paper) 
Tusla 

Letter from Mr Pat Rabbitte to Dr Moling Ryan re 2nd 

Quarterly Report (10 April 2019) 
Tusla 

Meeting 10 

(12 June 2019) 

10th Meeting of the EAG – Agenda EAG 

9th Meeting of the EAG – Minutes (3 May 2019) EAG 

3rd Quarterly Report to Minister (Draft) EAG 

Discussion Paper on Action Plan Updates EAG 

Discussion Paper on Organisational Risk Management EAG 

Note on Workforce Plan Queries EAG 
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Strategic Action Plan Status Update (as of 5 June 2019) Tusla 

Organisational Risk Management Paper Tusla 

CPWS Risk Management Briefing (Draft) Tusla 

Risk Management Paper (Individual and Service Level Risk) Tusla 

Child Protection and Welfare Strategy Reporting Guidance Tusla 

Child Protection and Welfare Strategy Governance 

(Updated) 
Tusla 

Substantiation Governance Group (Terms of Reference) Tusla 

Service Improvement Plan (Update on Unallocated Cases 

Project) 
Tusla 

Review on the Notifications Referrals (Final Terms of 

Reference) 
Tusla 

Workforce Planning Queries Tusla 

Strategic Workforce Implementation Plan 2019–2020 Tusla 

Signs of Safety Case Examples Tusla 

Meeting 11 

(5 July 2019) 

11th Meeting of the EAG – Agenda EAG 

10th Meeting of the EAG – Minutes (12 June 2019) EAG 

Observations on Tusla’s Progress 
EAG 

(Andrew Lowe) 

Discussion Paper Data and Information Management 

Systems 
EAG 

Discussion Paper on Collaborative Systems to Embed and 

Share Learning 
EAG 

Discussion Paper on Action Plan Updates EAG 

Strategic Action Plan Status Update (as of 1 July 2019) Tusla 

Data Management Planning – Child Abuse Substantiation 

Procedures (CASP) 
Tusla 

ICT Strategy 2017–2019 Tusla 

Presentation – Data Management Plan Tusla 
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Presentation – Data Protection Tusla 

Collaborative Systems to Embed Learning Tusla 

Retrospective Service Improvement Plan (Update) Tusla 

Performance Management Paper Tusla 

Communications Strategy (March 2018) Tusla 

The Tusla Portal and the National Child Care Information 

System (NCCIS) 
Tusla 

International Review – The Regulation of Children’s Social 

Services 
Department 

Briefing Paper to Inform the Development of a Children’s 

Regulatory Framework 
HIQA 

Meeting 12 

(1 August 2019) 

12th Meeting of the EAG – Agenda EAG 

11th Meeting of the EAG – Minutes (5 July 2019) EAG 

Review of Tusla’s Action Plan EAG 

Discussion Note on Final Report Headings (Suggestions) EAG 

Comments on Tusla’s Service Performance Improvement 

Framework 
EAG 

Discussion Paper on Action Plan Updates EAG 

Strategic Action Plan Status Update (as of 30 July 2019) Tusla 

Child Abuse Substantiation Procedures (CASP) 

Implementation Plan 
Tusla 

Service Performance and Improvement Framework Tusla 

Profile Measures and KPI Suite (Service Performance and 

Improvement Framework) 
Tusla 

Managing Performance Paper Tusla 

Lean Management and Social Work Report Tusla 

Supervision Policy Tusla 

Parent Survey Report Tusla 
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Sytorus Report Update (Data Protection Unit) Tusla 

Communications Performance Slides Tusla 

Standard Business Process – Child Protection & Welfare Tusla 

Insights – Social Work Career Information Open Day 14 

June 2019 
Tusla 

Review of Joint Working Protocol (Tusla and AGS) – Final 

Report 

Tusla & An 

Garda Síochána 

People Management – The Legal Framework HSE 

Performance Achievement Guide HSE 

Performance Management in the HSE HSE 

Communication from FORSA to Tusla (17 July 2019) FORSA 

Meeting 13 

25 September 2019 

13th Meeting of the EAG – Agenda EAG 

12th Meeting of the EAG – Minutes (1 August 2019) EAG 

Note on the EAG Chair’s meeting with Caroline Biggs, 

Chair of the Implementation Group (10 September 2019) 
EAG 

Discussion Paper on Updates to Tusla’s Action Plan EAG 

Action Plan Status Update (as of 3 September 2019) Tusla 

Proposal on the Governance of Progress on the Strategic 

Action Plan 2019–2020 
Tusla 

Performance Achievement Tusla 

National Strategy for Continuing Professional Development Tusla 

PMDS Implementation Timeline Tusla 

Performance Achievement Implementation Workshop Tusla 

HR Dashboard – Targets vs Actual (July 2019) Tusla 

HR Report (July 2019) Tusla 

National Child Abuse Substantiation Procedures (CASP) Tusla 
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Child Abuse Substantiation Practice Guidance and Review 

Procedure 
Tusla 

Unallocated Cases Project (July 2019 Data Update) Tusla 

Unallocated Cases Paper Tusla 

Social Work Education Group Tusla 

Student Placements Guidance Document Tusla 

An Garda Síochána Programme Update Report Tusla 

Emergency Fostering Support Services Tusla 

Final Report to the Minister (Draft) EAG 
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Appendix 4: Discussion Note for Expert Assurance Group – Disclosures Tribunal 

Disclosures Tribunal 3rd Interim report findings and themes as compared with Tusla’s 

action plan in response to the HIQA Statutory Investigation 

 

October 2018 

The 3rd interim report of the Disclosures Tribunal Report, published on 11 October 2018, deals with a 

specific case involving Garda Sergeant Maurice McCabe over a number of years within the 

Cavan/Monaghan area. Issues emerging from a reading of the Tribunal Report include:  

1. Inefficient case management of retrospective cases, e.g. a failure to adhere to case management 

direction from senior management; 

2. Managerial inertia, e.g. a failure to appreciate and act upon the implication of the original error; 

3. A lack of conformity with basic management and governance principles, e.g. a failure to follow 

risk escalation and retrospective policies and a lack of clarity regarding the extent to which local 

performance is monitored at regional and national level; 

4. A lack of implementation of policies and procedures, e.g. procedure in relation to the potential risks 

to additional children indicated in a referral; 

5. Poor record keeping and record management, e.g. the failure to correct fully a seriously inaccurate 

record; 

6. Failures within organisational culture, e.g. allowing so serious an error to go uncorrected and 

ultimately worsen over time and the concealment of the error from others in the organisation. 

As recommended in the HIQA Statutory Investigation Report, Tusla committed to a high level strategic 

action plan to address the findings. The following themes include examples of actions that could be 

considered applicable to the issues emerging from the Tribunal report: 

1. Inefficient case management of retrospective cases:  

ACTION PLAN IMPROVEMENT THEME 1: Improve the management of child protection and welfare 

referrals in accordance with Children First to ensure harm is identified and responded to in a timely manner, 

including a reduction in cases awaiting allocation to a social worker. Action: 1.5. 

2. Managerial inertia: This was not specifically addressed in the Action Plan, see comments below. 

 

3. A lack of conformity with basic management and governance principles: 

ACTION PLAN IMPROVEMENT THEME 7: Improve governance, management and oversight systems 

across the agency to optimise performance, identify and manage risk and ensure effective case supervision 

is in place. Actions: 7.1 to 7.3, and 7.6. 

4. A lack of implementation of policies and procedures:  

ACTION PLAN IMPROVEMENT THEME 1: Improve the management of child protection and welfare 

referrals in accordance with Children First to ensure harm is identified and responded to in a timely manner. 

This includes a reduction in cases awaiting allocation to a social worker. Action: 1.1. 
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ACTION PLAN IMPROVEMENT THEME 3: Improve the processes and structures for the management 

of retrospective cases of abuse to ensure a consistent and effective national approach. Actions: 3.1 to 3.5. 

ACTION PLAN IMPROVEMENT THEME 5: Implement safe and effective data and information 

management systems to support case work and compliance with best practice. Actions: 5.2. 

ACTION PLAN IMPROVEMENT THEME 7: Improve governance, management and oversight systems 

across the agency to optimise performance, identify and manage risk and ensure effective case supervision 

is in place. Actions: 7.4 and 7.5. 

ACTION PLAN IMPROVEMENT THEME 8: Strengthen the organisational risk management system to 

support effective and consistent risk management practices and service improvement. Action: 8.2. 

5. Poor record keeping and record management 

ACTION PLAN IMPROVEMENT THEME 5: Implement safe and effective data and information 

management systems to support case work and compliance with best practice. Actions: 5.1 to 5.4. 

6. Failures within organisational culture 

ACTION PLAN IMPROVEMENT THEME 9: Develop and implement collaborative systems to embed 

and share learning to support quality improvement and risk management. Actions: 9.1 to 9.4. 

7. Further action required by Tusla 

Two issues that may require further consideration in progressing Tusla’s action plan are: managerial inertia 

and organisational culture. The detail of the actions may address these issues.   

The Workforce Strategy should address managerial inertia and organisational culture, for example by 

promoting staff openness to acknowledging error at an early stage. The action plan indicates that the 

workforce strategy will focus on recruitment, retention and increasing business support capacity. More 

detail is needed on how the following will be addressed: training and support for social workers in a 

management role; understanding of roles and of engagement with performance management at all levels in 

the organisation; and effective, appropriate leadership. 

In respect of organisational culture, Tusla policy is to have consistency of practice approach across all 17 

areas. The action plan focuses on the improvement of consistency through quality assurance and 

monitoring. Further consideration could be given to areas that do not appear to be addressed, including 

supporting areas that are slow to implement changes; support in managing underperformance; promoting 

and ensuring cooperation with reviews, enquiries or statutory investigations; improvements to early 

notification systems for senior management and the Department; and measuring the implementation and 

impact of change to the organisational culture for the Board and the Department. 

 

ENDS 

Child Care Performance and Social Work Unit 

19 October 201
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Appendix 5: Proposal on the Governance of Progress on the Strategic Action Plan 

2019–2020 

 

 

Proposal on the Governance of Progress on the Strategic Action Plan 2019–2020 

 

1. The Expert Assurance Group (EAG), established further to recommendation 4 of the HIQA 

Investigation Report,1 is expected to stand down in September 2019 further to momentum shown in 

achieving stated objectives of the Strategic Action Plan.2 

 

2. Tusla remains fully committed to ensuring each the 46 actions of the Strategic Action Plan are 

completed to achieve the recommendations of the HIQA Investigation Report.  

 

3. For the six months October 2019 – March 2020 the following arrangements will take place to ensure 

continued oversight of the Strategic Action Plan in Tusla: 

 

3.1. The Strategic Action Plan will be a standing agenda item at the first SMT of each calendar 

month. 

3.2. The Strategic Action Plan will be a standing agenda item at each Board meeting. 

3.3. An update to the Strategic Action Plan will be made every second month, i.e. November 2019, 

January 2020 and March 2020. SMT and the Board will be provided with an updated Strategic 

Action Plan for these months. 

 

                                                           
1 Established by the Department of Children and Youth Affairs further to recommendation 4 of the Report of the Investigation into 

the management of allegations of child sexual abuse against adults of concern by the Child and Family Agency (Tusla) upon the 

direction of the Minister for Children and Youth Affairs. 
2 Tusla Strategic Action Plan arising from the HIQA Investigation into the management of allegations of child sexual abuse 

against adults of concern by the Child and Family Agency. 

 



 

2 

 

4. For the period from April 2020 to December 2020 the following arrangements will take place to 

ensure continued oversight of the Strategic Action Plan in Tusla: 

 

4.1. The Strategic Action Plan will be a standing agenda item of the SMT in the week preceding the 

Board meeting at each quarter end – June 2020, September 2020, and December 2020.  

4.2. The Strategic Action Plan will be a standing agenda item of the Service and Quality Sub-

Committee of the Board meeting at each quarter end – June 2020, September 2020, and 

December 2020. 

4.3. An update to the Strategic Action Plan will be made in May 2020, August 2020, and November 

2020. SMT and the Service and Quality Sub-Committee of the Board will be provided with an 

updated Strategic Action Plan for these months. 

 

5. The Tusla Core Group for oversight of the Strategic Action Plan is to be stood down from September 

2019.  

 

6. The Tusla Action Plan Oversight Team will continue to meet on an as-needed basis. 

 

7. Oversight and reporting arrangements through 2019 and 2020 are separately being agreed with the 

DCYA in respect of continued monitoring of progress. 

 

8. Tusla’s Annual Report 2019 and 2020 will continue to report on progress against the Strategic Action 

Plan.  
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Appendix 6: Executive Summary Report of the Review of Student Social Worker 

Placements 

 

 

 

 

 

 

 

 

 

 

 

 

Sinead Hanafin, PhD  

October 2019  
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Overview  

This document presents a summary of the issues arising from the information-gathering exercise, 

which was based on a review of peer-reviewed and grey literature as well as individual and group 

interviews with key stakeholders (N = 45). A number of conclusions are drawn from the findings and 

the report sets out a number of options for consideration by the Department of Children and Youth 

Affairs’ (DCYA) Education Placement Subgroup. 

The context of student social work placements in Ireland highlights the multiple stakeholders and 

sectors within which social workers interact. Statistical findings show that in December 2018 there 

were 4,237 social workers registered in Ireland, and data from Tusla (the Child and Family Agency) 

and the HSE show that more than half of all social workers are employed by these two organisations. 

An analysis undertaken by the DCYA of the ratios of social workers in Ireland to the general 

population and to the child population shows that the numbers are substantially lower than those 

identified in each of the jurisdictions in the UK.  

The educational preparation of social workers in Ireland takes place across nine programmes, 

including at the undergraduate and postgraduate levels, and each student requires a minimum of 

1,000 hours spent on placement. Any increase in the number of students on courses will require a 

corresponding increase in the number of placements. 

Summary of key issues arising in the literature 

The review of the literature considered issues relating to nomenclature in respect of social workers 

and highlighted differences in how the term ‘social work’ is used in different jurisdictions, which 

makes comparisons challenging. 

Social work education 

A comparison across key jurisdictions selected for their relevance to the Irish context (Australia, 

Canada, England, New Zealand and Northern Ireland) highlights many commonalities in the 

requirements for registration and regulation, although there are also some differences. Registration 

of social workers in New Zealand has only become mandatory this year, while those in Australia are 

still not obliged to register. In Canada, registration takes place at the provincial rather than the 

national level. Some consideration was given to recent changes in the educational preparation of 

social workers in England and specifically to the development of fast-track programmes. While 

evaluations of these programmes have highlighted some positive outcomes, their introduction has 

been controversial and concerns have been raised about the narrow focus of the curricula, 

equivalence with other programmes and the potential for existing partnerships to be disrupted. 

Placements 

In terms of issues relating to placements, common issues raised in the national and international 

literature were reviewed, and it was noted that practice placements are central to the education of 

social workers nationally and internationally. 

Key issues of note include  
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Student views of placements 

Some consideration was given to issues arising in respect of the quality of placements, including 

barriers and enablers relating to good-quality placements. Students’ views of their placement 

experiences have been highlighted; while concerns have been raised elsewhere, the situation for 

students in Ireland appears positive. Financial issues arising due to the additional costs of being on 

placement have been identified as a source of challenge for students. 

Practice educators 

CORU’s requirements for practice educators in Ireland include having been a registered social 

worker for at least two years. Cross-jurisdictional comparisons indicate that the jurisdictions 

considered have similar criteria for being a practice educator of student social workers, and among 

those criteria is the importance of appropriate preparation for the role. The review of the literature 

highlighted motivations and challenges relating to students. An exploration of the key issues relating 

to supervision identified various approaches in student social work placements as well as across 

other disciplines, and the importance of the relationship between supervisor and student was 

highlighted. 

Impact of student placements on receiving organisations 

This review of the literature also considered the impact of student placements on the receiving 

organisation, the importance of the placement in terms of future job intentions, and the relevance 

of placements to recruitment. A small number of studies have been undertaken on the financial cost 

of accommodating students; at 2008/09 prices, the total cost of an undergraduate social work 

•In Ireland, each student completes 1,000 hours of placement, 
350 hours of which must be in one block and full time.

•There are differences in the length of time students are 
required to be on placement (from 700 hours in Canada to 
1,700 in Northern Ireland) 

Length of 
placements 

•In Ireland, placements take place in statutory or non-statutory 
organisations with a practicing social worker.

•There are differences in terms of the types of experiences 
required (in Australia and Canada, for example, policy and 
research placements are acceptable).

Types of 
placement

•The most common approach to placements in Ireland is the 
allocation of one student to one social worker (who must be 
registered with CORU) for two block periods of 14 weeks each. 

•While this is also common in other jurisdictions, alternative 
approaches are also in place, including rotational placements, 
international placements and hub-and-spoke placements. 

Supervision
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placement was calculated to be £6,298 and the same cost for postgraduate students was calculated 

to be £4,351. 

Summary of key issues arising from the stakeholder interviews 

The views of multiple stakeholders were considered in this review, and significant challenges arising 

in respect of placements were identified. Those working in higher education institutions (HEIs) 

identified core components they tried to achieve in respect of student placements, including a 

placement in a statutory organisation; a placement in a non-statutory organisation; a placement 

with children, families and adults; and (where possible) accommodation of student preferences. 

However, it was noted that due to shortages of student social work placements, this does not always 

happen. Challenges arising in organising placements are presented in Figure 1.  

Figure 1 Quality of placements 

 

There was much discussion about placements generally, and almost all of these discussions touched 

on the availability and quality of suitably qualified social workers to act as placement teachers. 

‘Grace and favour’ approach to accessing placements 

In general, the process of identifying and accessing placements is based on ‘grace and favour’ and on 

personal relationships between personnel at the HEI and the placement agency. Individual practice 

educators who are known to HEI personnel from undergraduate or postgraduate courses are 

contacted directly. The Irish Association of Social Workers also circulates requests for practice 

educators, and direct requests are sent to each principal social worker by university personnel. This 

dependence on direct relationships means that the availability of places is unknown and 

unpredictable. It was also noted that there is an absence of organisational commitment to, 

recognition of and support for practice educators who accept a student on placement, which is 

contrary to the position of other health and social care professionals. 

Preparation prior to placement 

Differences in the preparation of students and practice educators prior to placements were 

identified. There are variations in issues such as Garda vetting (which may need to be done by both 

the placement organisation and the HEI), workplace preparation (such as ensuring access to a desk, 

email and IT services), and levels of communication between practice educators and HEIs. In some 

cases the academic tutor accompanies the student to the placement location prior to its 

commencement, while in other cases this does not happen.  

There is a small pool of very experienced practice educators

There can be discrepancies in the commitment of practice educators

A suitable workload may not always be available for students 

The length of the placement was identified as both too short and too long

Some difficulties can be experienced by course coordinators in matching students with a 
suitable practice educator and geographic area. 



 

8 

 

Benefits to the receiving organisation and placement educator 

A number of benefits to taking a student were identified to taking a student and these are presented 

in Figure 2. 

Figure 2 Benefits of taking a student 

 

Some consideration was given to the honorarium provided to practice educators. It was reported 

that this money is now taxed at source and, consequently, instead of being worth €700–800 (as it 

was previously) it is now worth considerably less than this. There was a lack of agreement about 

whether the honorarium is an incentive for practice educators. Some interviewees suggested that it 

is a recognition of the effort required and that ‘your professionalism is being rewarded’, while others 

stated that it is not an incentive now that it is worth so little, that CPD credit would be preferable, or 

that it would neither encourage social workers to take on students nor prompt them to stop doing 

so. It is of note that this type of payment is not usual in other disciplines. 

Figure 3 Challenges arising for practice educator 

 

Student assessment 

Student assessment was identified as onerous and as taking a considerable amount of time. It was 

noted that different HEIs require different forms to be completed and it was suggested that greater 

harmonisation across these would be preferable. There were mixed views on the support provided 

by HEIs for practice educators when a student receives a negative assessment. Examples of both 

positive and negative experiences were reported and there was some concern that failing students 

was ‘met with… resistance from universities’. This was identified as a concern, and some practice 

educators reported that negative experiences meant they were unlikely to take on a student again. 

Positive learning experience 
for the practice educator

Opportunity to undertake 
specific practice education 

training provided by the 
higher education institution 

(HEI)

Provision of continuous 
professional development 
(CPD) and other forms of 

support by HEIs

Can help with promotion
Important for the social 

work profession
Can act as a recruitment 
tool for the organsiation

Workload remains the 
same

•Commitment to supervision 
of 1.5 hours particularly 
onerous

No formal recognition 
by organisation

Challenges with 
students

•Complex needs

•Demographic characteristics

• Literacy levels
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Figure 4 Reported challenges experienced by students  

 

Summary of supports for student placements 

Five main types of support were identified: nationally coordinated approaches, bilateral approaches 

between HEIs and receiving organisations, sponsorship of students, consideration of assistant social 

worker grades, and supporting social workers who have qualified in other jurisdictions in accessing 

placements where required by CORU. Examples, generally focused on other disciplines, were 

presented of mechanisms through which supports are currently implemented. It is clear that the 

arrangements are both formalised and funded. 

  

Difficult to get a place on the course 

•It was noted that it is difficult to get a place on a course and that prior to entry to programmes, students 
often spend a long period of time in unpaid work in order gain relevant experience. 

Financial challenges

•, including trying to work (e.g. during evenings or at weekends) while undertaking a placement. The costs 
incurred in getting to and from placements were highlighted as an added expense on top of the course fees, 
which can amount to more than €8,000.

•Students may need to use their own car during their placement in order to access a learning opportunity but 
they did not generally get reimbursed for doing so. 

Variability in student experience 

•Some students have very good practice educators, others do not. 

•Some students are given inappropriate work while on placement where the level expected of them is either 
too high (e.g. dealing with child sexual abuse assessments on their own in the early days of their first 
placement) or too low (e.g. spending an excessive amount of time inputting information into an IT system on 
behalf of their practice educator).

Lack of organisational support 

•There is a lack of organisational support in many placement areas (e.g. students may lack access to a desk, IT 
services or a telephone), suggesting low levels of corporate commitment to social work education. 

•It was suggested that some students are afraid to speak out because of a fear of failing their placement and 
that those who have a poor experience are unlikely to be honest about it.
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Conclusions and options for consideration  

Based on the findings of the review, the following conclusions are drawn: 

Conclusion 1: 

Relative to other jurisdictions, there are 
fewer social workers per person in 
Ireland. 

Conclusion 2: 

There are currently no formal 
agreements between receiving agencies 
and HEIs.

•This has a direct impact on the level of 
support provided

Conclusion 3: 

The educational preparation of social 
workers in Ireland is generally in line 
with that in other jurisdictions. 

•Changes in the level of organisational 
support will be needed to increase the 
numbers of social work placements 

Conclusion 4: 

There is no systematic quality assurance 
approach in place to vet student 
placement areas. 

•An appropriate system of quality 
assurance led by an appropriate body 
is required

Conclusion 5: 

Access to social work placements is 
based on an informal ‘grace and favour’ 
approach. 

•A robust governance structure to 
oversee student placements within 
organisations is required.

Conclusion 6: 

Practice educators are not under any 
obligation to take on students, and do 
not received any formal recognition.  

•Practice educators should be 
appropriately supported, incentivised 
and recognised for accommodating 
student social workers.

Conclusion 7: 

The most common type of student 
social work placement is predicated on 
one practice educator for each student. 

•There are a range of other placement 
and supervision options in use 
elsewhere and these should be 
considered.

Conclusion 8: 

Greater consideration should be given 
to student needs in the workplace prior 
to their assignment. 

•Where required, particular attention 
should be paid to workplace skills.

Conclusion 9:

Individuals who have completed their
social work education outside Ireland
may be required by CORU to undertake
a period of adaptation (i.e. supervised
practice) prior to registration.

•There is no system in place to
accommodate these individuals

Conclusion 10:

There is no direct support available for
students undertaking the social work
educational programme.

•Some direct supports should be put in
place
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Options for consideration 

The options set out in the four pillars below are underpinned by the following principles: 

 The costs are based on the current number of students graduating each year (about 210 and 

rising to about 400 based on an indicative increase set out by the DCYA). 

 The salary costs are based on the midpoints of the 2019 consolidated HSE salary scales.  

 These costs are indicative and are intended to provide a basis for discussion only. 

Pillar A: Create a national governance structure 

Option 

number 

Option 

Option 1 Convene a national steering group of relevant stakeholders including HEIs, 

statutory agencies and key voluntary agencies  

Option 2 Develop a formal memorandum of understanding (MOU) between the HEIs and 

Tusla, the HSE, The Probation Service and local authorities  

Option 3 Develop a formal MOU between HEIs and relevant voluntary organisations in 

receipt of Section 38 and Section 39 funding  

Option 4 Convene a national placement coordinators group based on regional coordination 

and HEIs  

Option 5  Develop a common set of placement documentation across HEIs, including for 

assessment of student practice  

Option 6 Consider the impact of the student experience on recruitment 
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Pillar B: Create a formal robust system for coordination of placements 

Option  Description  Indicative costs 

Option 
7 

Create an office with responsibility for social work 
student education at the national level (Social Work 
Student Placement Office) 
Staffing: 
1 national head of social work placements (principal 
social worker level) 
6–8 placement coordinator posts (team leader grade) 
assigned regional responsibility aligned with Tusla and 
HSE regions (€61,235) 
5 Grade IV administrative officers (€35,592) 
Options for location include: 
Tusla HR, HSE, National Health and Social Care 
Professions Office, External under the auspices of 
CORU, Stand-alone office  

Senior Social Work: €70,975 × 1 
Team leader: €61,235 × 6–8 
(€367,410–489,880) 
Clerical Grade IV €35,592 × 5 
(€177,960) 
Total: €616,345 per annum 
rising to €738,815 per annum 

Option 
8 

Align HEIs with regional assignment of placement 
coordinators to support harmonisation  

Administrative costs  

Option 
9 

Assign a placements allocations coordinator within each 
HEI on the basis of one whole-time equivalent (WTE) 
per 40 students at lecturer level (5.25 WTEs at midpoint 
of lecturer scale: €55,777) 

€292,829.25–557,770.00 per 
annum 

Option 
10 

Develop a national database of placements based on 
statutory (e.g. Tusla, HSE, The Probation Service and 
local authorities) and voluntary organisations 

Administrative costs under the 
auspices of the ‘Student 
Placement Office’  

Option 
11 

Use an intranet software system (e.g. ARC) to manage 
the planning, organisation and administration of 
students on placement  

€50,000 

Option 
12 

Make provision for internationally qualified social 
workers who may not meet all CORU standards to 
undertake placements and access HEI supports through 
the coordinated system  

Administrative costs under the 
auspices of the Social Work 
Student Placement Office 

Option 
13 

Commence development of a mechanism to ensure 
consistency and standardisation of placement quality  

Administrative costs under the 
auspices of the Social Work 
Student Placement Office 
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Pillar C: Increase the number of placement educators 

Option Description Indicative costs 

Option 
14 

Extend the types of supervision options (e.g. co-supervision, 
long-arm supervision) following a review of implications  

€20,000 to conduct 
review  

Option 
15 

Provide additional supports for first-time practice educators 
(e.g. assign a co-educator, increase the number of interactions 
with student tutors) 

Within existing staffing 
costs  

Option 
16 

Acknowledge the work of placement educators through an 
awards system  

€10,000 

Option 
17 

Create a blended learning programme to support practice 
educator preparation  

€20,000 

Option 
18 

Increase the number of practice educator training programmes 
and mandate all newly appointed social workers to complete 
the practice educator programme 

Within the costs of HEIs 
and existing service 
costs  

Option 
19 

Increase the number of continuing professional development 
(CPD) opportunities for practice educators  

€30,000 

Option 
20 

Develop and implement Level 9 programmes (e.g. practice 
teaching, leadership) that take account of practice educators’ 
experience of facilitating students  

€100,000  

Option 
21 

Prioritise and actively support (e.g. via time off and reduced 
caseload) practice educators to access CPD and to gain 
additional qualifications through HEIs 

Within costs of HEIs and 
existing service costs 

Option 
22 

Award CPD credits to practice educators who take on students  Administrative costs  

Option 
23 

Facilitate a personal reflection day for practice educators (one 
day for each placement block of 14 weeks): approximately 400 
days currently, rising to 800 days if number of students 
increases 

€43,626–87,252 

Option 
24 

Provide timely and comprehensive organisational support (e.g. 
IT access, access to email and desk space) for students  

Organisational costs  

Option 
25 

Engage practice educators in HEI academic activities, including 
preparing students for placement. 

Within additional 
staffing costs  
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Pillar D: Support student development 

Pillar D Support student development  Indicative costs  

Option 
26 

Implement a secondment scheme for the master’s in social work: 
assume 50 secondments on the basis of 0.75 of the first point of 
the social work scale (€34,021) + fees (€8,832 for two years)  

€1,717,350 per 
annum 

Option 
27 

Consider introducing a grade of social work assistant similar to 
assistant grades of nurses, physiotherapists, speech–language 
therapists and occupational therapists: assume 50 assistant social 
workers on salaries similar to the aforementioned assistant 
grades (€27,647) 

€1,382,350 per 
annum 

Option 
28 

Provide financial support for students going on placement at 
€500 per student  

€105,000 increasing 
to €200,000 per 
annum 

Option 
29 

Consider the implementation of a workplace skills programme 
for students who have not had experience of employment 

Within the existing 
costs of HEIs and 
coordination costs 

Option 
30 

Provide support for student literacy skills prior to placement  Within the existing 
costs of HEIs and 
coordination costs 

Option 
31 

Consider the implementation of a transition programme for 
potential students seeking access to the social work programme  

€50,000 pa 

Option 
32 

Develop an orientation pack and resources for students to use 
prior to their placement  

Within the existing 
costs of HEIs and 
coordination costs 

Option 
33 

Ensure all students are reimbursed for mileage accrued in the 
course of their placement  

Administrative costs  

Option 
34  

Provide students with access to counselling while on placement: 
based on the availability of two counsellors at the HSE National 
Counselling Service for 28 weeks  

€59,147 pa 

Option 
35 

Consider a national media and PR campaign to promote the role 
of social workers and their impact on people’s lives 

€50,000 

 

 

 

Other areas for consideration 

 Review the possibility of including social work programmes under the Springboard+ scheme: 

o The Springboard+ upskilling initiative in higher education offers free courses at 

certificate, degree and master’s level, leading to qualifications in areas where there 

are employment opportunities in the economy. 
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o Springboard+ is co-funded by the Government of Ireland and the European Social 

Fund (ESF) as part of the ESF Programme for Employability, Inclusion and Learning 

2014–2020. 

 Applicants for Ireland’s Critical Skills Employment Permit must usually have a job offer in a 

role that pays a minimum of €60,000 per year. The salary requirement is lowered for those 

with a job offer on Ireland’s Highly Skilled Occupations List, in which case the role must pay 

at least €30,000 per year. 
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1. Introduction 

In June 2018 the Report of the investigation into the management of allegations of child sexual 

abuse against adults of concern by the Child and Family Agency (Tusla) upon the direction of the 

Minister for Children and Youth Affairs was published by the Health Information and Quality 

Authority (HIQA) (hereafter the Statutory Investigation report).1 This investigation was requested by 

the Minister for Children and Youth Affairs following Tusla’s handling of a child protection report 

regarding a garda whistle blower. The report made four main recommendations, one of which, 

recommendation 3, stated that: “The Department of Children and Youth Affairs, with the assistance 

of the Health Information and Quality Authority (HIQA), should undertake an international review of 

best practice in the regulation of children’s social services in order to inform the development of a 

regulatory framework for these services in Ireland.” The stated reason for this recommendation was 

to provide independent assurance to the public that the State’s child protection and welfare services 

are safe and effective.  

The purpose of this review paper is to provide insights into the practice of regulating children’s social 

services in other countries to prompt discussion and policy consideration regarding the regulatory 

framework of children’s social services in Ireland. It is anticipated that these insights will assist HIQA, 

in consultation with the Department of Children and Youth Affairs, as consideration is given to the 

modification of the current regulatory framework. 

This paper begins by looking at the historical development of inspection and regulation services in 

Ireland, followed by a synopsis of HIQA’s current regulatory framework. It then details the literature 

consulted and empirical data gathered to provide an international overview of the inspection and 

regulation of children’s social services in other countries. Given the similarity of the approach 

between HIQA and inspection and regulation services in the UK, particular attention is given to the 

services in these countries.  

The regulation and inspection of children’s social services is a complex and country-specific issue 

about which there is much information and commentary available. This report does not claim to 

represent a comprehensive or exhaustive account of such services in any of the countries 

referenced. 

 

2. Methodology 

Four sources of information were consulted to inform this review.  

In the first instance a review of relevant literature was carried out. This review, while not exhaustive, 

yielded a limited number of relevant research articles. To supplement the review, direct contact was 

made with a leading UK academic, who has written extensively and carried out research in the area 

of inspection and regulation, and who provided direction towards further material.  

                                                           
1 Report available at: https://www.hiqa.ie/reports-and-publications/key-reports-and-investigations/report-investigation-management-

allegations 

https://www.hiqa.ie/reports-and-publications/key-reports-and-investigations/report-investigation-management-allegations
https://www.hiqa.ie/reports-and-publications/key-reports-and-investigations/report-investigation-management-allegations
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In early October 2018 a survey2 was sent to twenty-four EU and non-EU countries3 to garner an 

insight into the inspection and regulation of children’s social services in other countries. The survey 

was sent via the Department of Foreign Affairs and Trade to appropriate consular staff in Irish 

embassies who then forwarded it to a relevant official in each country. To supplement the data 

supplied in the survey, literature and information was accessed on some of the countries who 

responded to the survey. 

Although contacted none, of the four countries of the UK responded to the survey; however, a range 

of data and literature sources relating to the regulation and inspection of children’s social services in 

the UK were consulted. Information was sourced from the websites of relevant inspection bodies 

and those which provide commentary and analysis of policy and legislative developments in this 

area. To elaborate on the information gathered, contact was made with senior inspectors working in 

Ofsted and Care Inspectorate, Scotland.  

On 23 October 2018 a roundtable discussion on social care regulatory frameworks was held in the 

Department of Children and Youth Affairs. This discussion, chaired by Michele Clarke, Chief Social 

Worker in the Department of Children and Youth Affairs, was attended by a range of key personnel 

who work within and have expertise on the regulation of social services in Ireland.4  

 

3. Summary of findings 

3.1 Findings from literature sources 

Regulation plays an important role in defining standards, providing assurance to the public regarding 

the quality of the services provided and at times providing a voice to service users regarding the 

standard and quality of the services they are receiving. However, a range of criticisms regarding 

current models of regulation and inspection are detailed in the literature. These include how 

judgements are made regarding a service’s performance by an inspection body, whether inspection 

and regulation result in an improvement to service provision and if so, how it is possible to 

meaningfully measure this improvement. There is also some evidence to suggest that regulation and 

inspection not only have a negative impact on staff morale and on increasing a service provider’s 

aversion to risk but also that when a poor performance rating is awarded, that service’s performance 

may decline even further. Attention is drawn in the literature to the importance of giving 

consideration to the social and political context in which an inspection takes place and also to the 

deprivation inherent in the area in which the service is located and the resources available to the 

service to implement any improvements mooted.  

Really responsive regulation, and more hybrid approaches to regulation, place an emphasis on: the 

behaviour, attitudes and culture in an organisation; the environment in which the inspection and 

regulation takes place; the ways the different enforcement mechanisms interact and changes which 

can occur to the priorities, challenges and objectives of regulation. A clear message in the literature 

is that regulation and inspection must be adaptable to change. 

                                                           
2 A blank copy of the survey and covering letter are included in Appendix 1. 
3 A list of the countries that the survey was sent to is provided in Appendix 2. 
4 A full list of attendees at the roundtable discussion is provided in Appendix 4. 
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To use a regulatory approach which is responsive means the regulator combining the goals of 

assessing the compliance of the service and simultaneously encouraging improvement. However, 

caution is advised as this could place the regulator in a somewhat paradoxical role and jeopardise 

their identity as an independent assessor. Also, there may be resistance from the regulated 

organisation to the regulator being involved in improvement activities and such multiple identities 

may be a drawback to the more responsive approach to regulation. The compromise suggested in 

the literature is that instead of focusing on ongoing intervention and support for improvement the 

regulatory body should focus on developing improvement capability. 

Although often used interchangeably, particularly in grey literature, regulation and inspection are 

not the same thing. Generally, regulation is an over-arching term used to describe the inspection and 

monitoring activities of prescribed organisations. However, reference to services which are 

regulated tend to denote those which are required to register with an organisation and subject to 

enforcement powers, such as closure, if they fail to comply with certain standards or conditions of 

their registration.  

 

3.2 Findings from survey data 

The findings from the survey indicated complex and individualised arrangements regarding the 

inspection and regulation of the children’s social services within the thirteen countries that 

responded. The model of one national body with responsibility for the inspection and regulation of 

children’s social services, as is the case in Ireland, is the exception rather than the rule amongst the 

countries surveyed. Only one country, Malta, had one national body responsible for the inspection 

and regulation of children’s social services. In all other countries responsibility for inspection and 

regulation is devolved to different bodies located in countries, states, territories, regions or 

provinces and/or across a range of services. Detail regarding the work of these bodies is outlined 

later in the paper. 

A minority of respondents considered that the inspection body in their country or state is an 

independent or stand-alone body.  

All countries or states, with one exception, responded that the funding of the inspection of 

children’s social services comes from the state.  

Most of the countries surveyed detailed how their inspection bodies have a role in the enforcement 

of recommendations and the most commonly used power of enforcement detailed is “restriction 

placed on service”. “Deregistration”, “discontinuation of the service” and “service improvement 

based on quality standards” were also commonly used. “Closure pending improvement” is a power 

of enforcement utilised by a little over half, while “fines” are used by a similar proportion. 

“Prosecution” is the power of enforcement used least frequently. A slight majority of the inspection 

bodies discussed in the survey data have the sole power to close the inspected service.  

A minority of respondents indicated that reports of inspections are published, which is a significant 

finding. Publication of the findings of inspection report performs a number of important functions 

such as providing public assurance regarding the safety and effectiveness of services provided to 
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vulnerable children. It is also an important indicator of the independence of inspection services from 

government and increases the ability of those services to influence policy. 

 

3.3 Findings from data and literature sources on inspection and regulation in the UK 

Recent times have brought new approaches to the regulation of children’s social services in some of 

the countries in the UK. Notably England initiated a new cycle of inspection at the beginning of 2018 

with the commencement of the inspection of local authority children’s services framework (ILACS) 

and a new approach to the inspection of social care services in April 2017, the social care common 

inspection framework (SCIFF). In April 2018, Scotland also initiated a new inspection model termed 

the Quality Improvement Framework (QIF). In Wales there has been a recent change in the 

legislation underpinning the regulation of children’s social services affording Care Inspectorate 

Wales with greater improvement and enforcement tools which span civil and criminal powers and a 

move towards a service provider model for the registration of organisations providing residential 

care services. 

Within these new approaches there are some notable trends. There is an emphasis on partnership 

or joint inspections in England, Scotland and Wales involving other inspection bodies for services 

such as the police and health services. Stated advantages of doing so include avoiding duplication of 

work, ensuring that a social care focus is maintained and supporting the effective delivery of 

regulation. Also, of note is a move towards proportionality in the new English inspection framework 

and a move away from the “one size fits all” approach of the previous framework. 

A particular focus is placed on the outcomes and experiences of children and young people in the 

inspection and regulation frameworks used in England and Scotland. In Scotland, for example, 

children and young people were consulted in advance of the development of the new inspection 

model and the new approach involves care-experienced young people as inspection volunteers in 

the process of inspection. Placing the child at the centre of the approach is seen as an important 

feature and there is an emphasis on consultation with people who use the services. Also, in Scotland 

there is a particular emphasis placed on a collaborative approach to service improvement. 

Self-evaluation of the service being inspected forms a central part of the approach to the inspection 

and regulation of children’s social services in Scotland and England. 

In all of the four countries of the UK, community-based services are more likely to be inspected or 

reviewed (as is the case in Northern Ireland) whereas residential centres or children’s homes are 

more likely to require registration or licensing and are regulated under these terms. 

While there are generally clear enforcement actions for services which are registered, it is less clear 

cut for community-based services such as child protection services and foster care. The usual format 

is the monitoring of agreed action plans and repeat inspections, the frequency of which is 

commensurate with the concerns identified. In Scotland an additional notable process is whereby a 

link inspector is put in place to help support recommended improvements in a community planning 

partnership. 
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Thematic inspections are carried out by the inspection body and sometimes take place in tandem 

with inspection bodies for other services. This is the case in England, Scotland and Northern Ireland.  

 

3.4 Findings from roundtable consultation 

The need for a regulatory framework to be flexible and adaptable to change was also emphasised at 

the roundtable discussion. Also considered important is that consideration be given to the culture 

within an organisation and where a service is within its life cycle. Warning was issued about not 

over-regulating a service, which only serves to increase an organisation’s administrative burden, but 

rather if a service’s quality assurance is found to be reliable, there should be trust placed in an 

organisation’s ability to self-govern. The difficult issue of strategies to enforce the findings of 

inspection of community-based services like child protection and welfare services and foster care 

was raised at the roundtable discussion. There was divided opinion as to whether the cessation of 

services should be an enforcement option for these services.  

Attendees present at the roundtable discussion from disability and older people’s services provided 

insights into the designated centre model of regulation, which is planned for children’s residential 

centres. It was suggested that there is a tension between the “one size fits all” nature of this 

approach and the need to support innovative models of intervention.  
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4. Inspection and regulation of children’s social services in Ireland 

During the early nineteenth century the only provision made by the state for children who had no 

one to care for them was workhouses. In the middle of that century a system of reformatory schools 

was extended to Ireland from England by the Reformatory Schools Act, 1858. This Act resulted in a 

number of pre-existing voluntary institutions being eligible to apply for grants from public funds, 

becoming certified as suitable accommodation for youthful offenders who were committed by the 

Courts, and it also provided for the inspection of these institutions. Shortly after the Reformatory 

Schools Act was introduced the need for a different type of school to cater for neglected, orphaned 

and abandoned children was realised (Government Publications, 1970) and various Catholic and 

other religious congregations or voluntary organisations owned and managed them. Reformatory 

and industrial schools were administered by the Department of Education. 

The 1908 Children’s Act set out the parameters for children’s services for the next eighty years and 

while it was amended it was not substantially reformed until the 1991 Child Care Act. Monitoring of 

standards in institutional care and for boarded out children was undertaken by government officials, 

latterly in the Department of Health. 

In 1970 the committee of inquiry into reformatory and industrial schools (hereafter the Kennedy 

Report) noted that some homes looking after young babies and children were neither approved by 

any government department nor subject to inspection. Industrial and reformatory schools, certified 

by the Department of Education, were bound by regulation to be inspected once a year. Neither 

arrangement was considered by the commission to be satisfactory and so it was recommended that 

all homes caring for children to be subject to regular inspection and that inspection of industrial and 

reformatory schools be increased and their purpose extended: 

“We are satisfied that the statutory obligation to inspect these schools at least once a year has 

not always been fulfilled but even if it has this would not have been sufficient. If the results of 

inspection are to be fruitful the inspections must be reasonably frequent. There must be meetings 

where ideas are exchanged and discussed – they should not be merely fault-finding missions” 

(Kennedy, 1970 p.28). 

The 1970 Health Act led to the establishment of eight Health Boards with three service strands, 

acute hospitals, special hospitals and community care. For the first time social workers were 

employed in greater numbers with a policy imperative to deinstitutionalise children by the 

establishment of a widespread, high standard foster care service. This was largely achieved by the 

early eighties and children remaining in institutional care were placed in group home-type settings in 

the community. 

The 1991 Child Care Act represented a key moment in the transformation of child protection and 

welfare systems in Ireland and a move away from a residual reactive child protection system 

towards one which emphasised early intervention and the best interests of the child (McGregor, 

2014). Within the realm of inspection the Act provided for the revision of provisions in relation to 

the registration and inspection of residential centres for children (Buckley et al, 1997). Section 69 of 

the Act provided statutory powers for the inspection of statutory residential childcare services and 

Section 63 provided for the registration and inspection of non-statutory children’s residential 

centres. The 1995 Child Care Regulations provided for prescriptive oversight of a child’s placement 
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by a person authorised by the Health Board. Health Boards delegated this function to social workers 

who were required to visit the child at prescribed intervals to ensure that their needs were being 

met. 

The period following the Child Care Act, generally termed the “reform period” in children’s social 

services (Buckley, 2003), saw many developments in service provision often precipitated by child 

abuse inquires or scandals, most notably the Kilkenny Incest Investigation (McGuinness, 1993), and 

with that came the desire for increased accountability and the need for public assurance. 

The Social Services Inspectorate (SSI) was set up in 1999, under the auspices of the then Department 

of Health and Children and carried out the inspection of statutory children’s residential centres and 

special care units, which at the time were run by the Health Service Executive (HSE). They also 

piloted foster care inspections. The aim of the SSI was to inspect social services against agreed 

Department of Health standards and to support development to ensure that these standards were 

met. To achieve this the SSI carried out inspections, provided advice to the Minister, had input into 

the development of standards and childcare policy, contributed to practice guidelines, research and 

training and disseminated findings from inspections (SSI, 2001). Also, at that time the HSE, through 

local registration and inspection units, registered and inspected private and voluntary children’s 

centres (including hostels). This role is now carried out by Tusla. 

The introduction of the Health Act, 2007 heralded significant reform to the regulation and inspection 

of health and social care services in Ireland. This was a time in Ireland when, according to McGregor 

(2014), a greater emphasis was placed on standards and accountability. In May 2007, under section 

6 of the Act, the Health Information and Quality Authority (HIQA), an independent authority that has 

statutory responsibility to monitor and inspect health and social care services, was established. The 

Social Services Inspectorate was incorporated within HIQA and the Office of the Chief Inspector of 

Social Services was established. Under section 41 of the Health Act the role of this office is to: 

 Maintain a register of designated centres; 

 Register, monitor and inspect designated centres; 

 Take enforcement action to protect people using these services. 

Also, under section 185 of the Children Act, 2001, HIQA was charged with carrying out inspections of 

children’s detention schools and this commenced at the end of 2008. 

In relation to children’s social services HIQA currently has statutory responsibility for three key 

areas: 

4.1 Setting standards for health and social services 

Part of HIQA’s remit is the setting of national standards for children’s social services in Ireland. To 

date those developed by HIQA are: 

 National Standards for Children’s Residential Centres, HIQA (2018) 

 National Standards for Special Care Units, HIQA (2013) 

 National Standards for the Protection and Welfare of Children, HIQA (2013) 

HIQA also inspects services against some standards which were developed before its inception: 
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 National Standards for Foster Care, Department of Health and Children (2003) 

 Standards and Criteria for Children Detention Schools, Department of Justice, Equality and Law 

Reform (2008) 

 

 

4.2 Registering designated centres 

Part 8 of the Health Act 2007 provides the legislative framework for the registration of designated 

centres. Currently, special care units are the only designated children’s residential centres under the 

Health Act, 2007 which are subject to registration. However, when fully enacted, the Health Act 

2007 makes provision for the registration and inspection by HIQA of all residential services for 

children in care. The current delay to this legislation is due to the requirement to address the 

emergency provision of a designated centre where alternatives are not available. Such a provision 

necessitates a change in the legislation. 

 

4.3 Monitoring children’s social services 

Part 9 of the Health Act 2007 addresses inspections and investigations, which are carried out by 

HIQA’s Office of the Chief Inspector of Social Services. HIQA monitors and inspects a range of 

children’s social services using a combination of the national standards and regulations outlined 

above and as set out in Part 8 of the Health Act 2007. HIQA advises the Minister for Children and 

Youth Affairs on compliance with standards and publishes inspection reports on its website.5 HIQA 

inspects Tusla’s social work role for all children in care, irrespective of where they are placed. The 

range of children’s social services monitored and inspected by HIQA are as follows: 

Child protection and welfare services are inspected to measure their compliance with the National 

Standards for the Protection and Welfare of Children (2012) and their implementation of Children 

First: National Guidelines for the Protection and Welfare of Children (2017). 

Tusla foster care services and commissioned foster care services are inspected to measure their 

compliance with the National Standards for Foster Care (2003) and with the Child Care (Placement of 

Children in Foster Care) Regulations (1995) and Child Care (Placement of Children with Relatives) 

Regulations (1995). HIQA also assesses how the foster care services provided comply with Children 

First: National Guidelines for the Protection and Welfare of Children (2017). Individual foster carers 

are not registered or inspected. 

Tusla’s children’s residential centres are inspected to measure their compliance with the National 

Standards for Children’s Residential Centres (2018) and Child Care (Placement of Children in 

Residential Care) Regulations (1995). HIQA also assesses how the residential care service undertakes 

its statutory function and its implementation of Children First: National Guidelines for the Protection 

and Welfare of Children (2017). Private and voluntary residential centres are currently registered and 

inspected by Tusla. However, it is planned that these too will be inspected by HIQA and, as outlined 

                                                           
5 www.hiqa.ie 

http://www.hiqa.ie/
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above, that in time all residential centres will be registered as designated centres under the Health 

Act, 2007. 

Tusla’s special care units are registered as designated centres under the Health Act, 2007 and 

subject to the requirements set out in the Act, regulations and the national standards to be 

registered to operate. Compliance is measured to the Health Act (Care and Welfare of Children in 

Special Care Units) Regulations 2017, the Health Act 2007 (Registration of Designated Centres) 

(Special Care Units), the National Standards for Special Care Units (2014) and the implementation of 

Children First: National Guidelines for the Protection and Welfare of Children (2017). 

Oberstown Children’s Detention Campus, funded by the Department of Children and Youth Affairs, 

through the Irish Youth Justice Service is inspected to measure its compliance with the Standards 

and Criteria for Children Detention Schools (2008) and its implementation of Children First: National 

Guidelines for the Protection and Welfare of Children (2017). 

(Source: www.hiqa.ie/areas-we-work/childrens-services) 

  

http://www.hiqa.ie/areas-we-work/childrens-services
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5. HIQA’s current regulatory framework 

A regulatory body is defined as one which has “statutory recognition, and has functions in at least 

two of the following three areas of activities: the formulation of goals, the making of rules, (and/or) 

the setting of standards; monitoring, gathering information, scrutiny, inspection, audit and 

evaluation and enforcement, modifying behaviour, applying rewards and sanctions” (Department of 

the Taoiseach, 2007, p.3). 

As previously detailed, HIQA’s role comprises: setting standards for health and social services; 

registering and inspecting designated centres; monitoring and inspecting Tusla and commissioned 

foster care services and Tusla-provided children’s residential centres and inspecting Tusla-provided 

child protection and welfare services. To carry out these roles HIQA utilises a range of standards and 

regulations and reports its findings to the Minister for Children and Youth Affairs. Currently, as 

outlined above, only special care units are presently subject to registration. Accordingly, 

registrations can be cancelled or made conditional under particular grounds, which are detailed in 

the Health Act 2007.  

As previously outlined, in time all residential children’s services will be subject to the same 

legislation as presently applies to special care units. In recent times HIQA has put forward the view 

that there is a need for other children’s social services, such as child protection and welfare and 

foster care services to also be registered by HIQA.  

For example, in HIQA’s Statutory Investigation Report it is stated: 

“In the opinion of the Investigation Team, registration of child protection and welfare services 

would provide an independent assurance to the State of statutory child protection and 

welfare services” (HIQA, 2018a, p.80). 

Also, in a presentation to the Joint Oireachtas Committee on Children and Youth Affairs in May 

2017,6 the Chief Inspector of Social Services and Director of Regulation, spoke of HIQA’s view that 

regulation is a significant contributor to improving the quality of care and safety for vulnerable 

people. However, while HIQA contend that the regulation of health and social care services is a 

driver of quality and safety, it is their view that integral to this are enforcement powers. Such 

powers ensure that an action happens because the regulated service’s licence and registration is 

dependent on the service being compliant with regulations. 

HIQA is also of the view that there should be greater regulation of foster care services, particularly in 

relation to powers of enforcement. Presently, HIQA is authorised by the Minister for Children and 

Youth Affairs, under Section 69 of the Child Care Act, 1991, as amended by Section 26 of the Child 

Care (Amendment) Act 2011, to inspect foster care services provided by Tusla and report on its 

findings to the Minister. 

                                                           
6 (Source: https://www.oireachtas.ie/en/debates/debate/joint_committee_on_children_and_youth_affairs/2017-05-

17/2/?highlight%5B0%5D=findings&highlight%5B1%5D=hiqa&highlight%5B2%5D=statutory&highlight%5B3%5D=foster&highlight%5B4%5

D=care&highlight%5B5%5D=service&highlight%5B6%5D=inspection&highlight%5B7%5D=reports). 

 

https://www.oireachtas.ie/en/debates/debate/joint_committee_on_children_and_youth_affairs/2017-05-17/2/?highlight%5B0%5D=findings&highlight%5B1%5D=hiqa&highlight%5B2%5D=statutory&highlight%5B3%5D=foster&highlight%5B4%5D=care&highlight%5B5%5D=service&highlight%5B6%5D=inspection&highlight%5B7%5D=reports
https://www.oireachtas.ie/en/debates/debate/joint_committee_on_children_and_youth_affairs/2017-05-17/2/?highlight%5B0%5D=findings&highlight%5B1%5D=hiqa&highlight%5B2%5D=statutory&highlight%5B3%5D=foster&highlight%5B4%5D=care&highlight%5B5%5D=service&highlight%5B6%5D=inspection&highlight%5B7%5D=reports
https://www.oireachtas.ie/en/debates/debate/joint_committee_on_children_and_youth_affairs/2017-05-17/2/?highlight%5B0%5D=findings&highlight%5B1%5D=hiqa&highlight%5B2%5D=statutory&highlight%5B3%5D=foster&highlight%5B4%5D=care&highlight%5B5%5D=service&highlight%5B6%5D=inspection&highlight%5B7%5D=reports
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HIQA asserts that it carries out the inspection of foster care services to: 

 “Assess if the Child and Family Agency (the service provider) has all the elements in place to 

safeguard children; 

 Seek assurances from service providers that they are safeguarding children by reducing serious 

risks; 

 Provide service providers with the findings of inspections so that service providers develop action 

plans to implement safety and quality improvements; 

 Inform the public and promote confidence through the publication of HIQA’s findings” (HIQA, 

2019, p.2). 

Currently, if HIQA uncovers risk in a foster care service there is a well-defined procedure between 

themselves and Tusla. However, if following this it is HIQA’s view that the risk, or learning for other 

areas, is not addressed then the main recourse is to escalate the situation to the Minister for 

Children and Youth Affairs. The desire for increased regulation has to be seen in the context of the 

key finding in HIQA’s Statutory Investigation report where it contends that it has repeatedly 

identified risks in previous inspections and monitoring activities but the changes recommended on 

foot of these have not been implemented. For example: 

“Despite [examples of poor practice] being brought to the attention of Tusla service areas 

during each inspection, these common shortfalls continued to emerge in inspections carried 

out throughout 2014 and 2015. Therefore, HIQA was not assured that the national 

governance arrangements within Tusla were adequately addressing these deficiencies in a 

systematic way” (HIQA, 2018a, p.6). 

In November 2017 HIQA’s view on the regulation of foster care was endorsed by the Joint Oireachtas 

Committee on Children and Youth Affairs in its Report on the provision of foster care services in 

Ireland when it stated:  

“The Committee recommends that the remit of powers afforded to HIQA be extended to include 

powers of enforcement. This would mean that HIQA could implement the recommendations made 

in its reports” (House of the Oireachtas, 2017, p.23). 

In response to this recommendation the Minister for Children and Youth Affairs, in a letter to the 

Chairperson of the Joint Oireachtas Committee on Children and Youth Affairs in February 2018, 

stated: 

“While fully appreciating the work that HIQA is undertaking and understanding their frustrations 

where generally applicable recommendations made in one area are not replicated nationally or 

recommendations are not fully implemented, the implications of introducing such a provision 

must be carefully considered. Generally, HIQA regulate (or register, which is the power to close) a 

designated residential centre (nursing home, or centre for people with disabilities) and not a 

community based service, such as foster care, across other areas of health and social services. 

Such changes are complex and would require careful consideration. Officials are looking at the 
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issues involved. HIQA’s reports are sent to the Minister, and my officials follow up with Tusla on 

the implementation of key recommendations.” 

 

 

5.1 Recent developments to HIQA’s regulatory framework 

Of late there have been a number of recent developments in HIQA’s regulatory framework. 

5.1.1 Standards and Guidance Programme Advisory Group 

This group was established in December 2018 by HIQA. It comprises representatives from the 

Department of Health, Department of Children and Youth Affairs, the Health Service Executive, 

HIQA’s Regulation Directorate, Tusla and the National Patient Forum. The stated function of this 

group is to assist in the prioritisation process of national standards and guidance to be developed. 

The group will also provide advice on the best ways of disseminating the national standards, 

guidance and support material to increase uptake and implementation (HIQA, 2018b). 

 

5.1.2 Child Protection and Welfare Thematic Programme – Expert Advisory Group 

Arising out of the findings in the Statutory Investigation Report, HIQA committed to commence the 

design of a child protection and welfare thematic programme of inspection (HIQA, 2018a, p.18) and 

this process is underway. An external advisory group has been established comprising both 

personnel from within HIQA and external stakeholders. The scope of this thematic programme is 

from when a referral is received, during the screening and preliminary enquiry process, the 

completion of an initial assessment and safety planning. This is not a risk-based inspection 

programme but rather one based on quality improvement. 

 

5.1.3 Development of national standards for children’s social services 

Also arising out of the Statutory Investigation report, HIQA stated: 

“[I]n 2019, HIQA will begin to develop revised National Standards for Children’s Social 

Services. The standards should cover all support and protection services from the point of 

referral until discharge of the child or client from the service” (HIQA, 2018a, p.18). 

This work has commenced, and HIQA has begun to consult with stakeholders as part of the initial 

standards development phase. 
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6. Findings from literature 

The purpose of health and social care regulation is ostensibly to protect service users and to drive 

improvements in the quality and safety of health and social care. It can be defined as “sustained and 

focussed control exercised by a public agency over activities which are valued by a community” 

(Selznick, 1985; cited by Furnival et al, 2017, p.518).  

Inspection and regulation are not the same thing. However, inspection tends to be analysed through 

the prism of regulatory theory and is one of the principal methods used by regulators to enforce 

standards and reduce risk to public health and welfare (Hood et al, 2018).  

Black and Baldwin (2008) outline five key tasks involved in regulation: 

1. Detecting undesirable or non-compliant behaviour; 

2. Responding to the behaviour by developing tools and strategies; 

3. Enforcing those tools and strategies on the ground; 

4. Assessing their success or failure; 

5. Modifying approaches accordingly. 

While the Association of Directors of Children’s Services (ADCS) in England assert that inspection 

should have three core functions: 

 Facilitate learning that supports local authorities to develop their services and drive improvements 

in outcomes for children; 

 Ascertain whether the range of services being provided lead to better outcomes for children and 

their families and that inherent risks are being appropriately managed whilst also considering the 

significant impact of reduced local authority budgets; 

 Consider whether inspection is a vehicle through which public sector organisations are held to 

account for the effectiveness of outcomes achieved for children and their families in relation to 

expenditure (ADCS, 2017). 

Furnival et al (2017) suggest that there are three main regulatory models: deterrence, compliance 

and responsive. Deterrence models assume that organisations will deliberately break rules and thus 

compliance must be enforced. Compliance models, on other hand, assume that organisations 

essentially want to conform to regulatory requirements and therefore focus on methods of 

persuasion and encouragement to ensure compliance. Responsive regulation is essentially a hybrid 

of both deterrence and compliance which is flexible in its approach depending on the risk or 

performance of the organisation being regulated. 

“Risk” emerged towards the end of the last century as a dominant theme in public service delivery 

and central government in England and with this new focus came a risk-based approach to 

regulation (Black, 2005). 

Faced with the dilemma of more to do and more issues to respond to than time will allow can lead 

governments and regulators to develop risk-based regulatory strategies as the framework for 

managing resources and reputations (Black and Baldwin, 2010).  
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It is suggested by Black (2005) that through risk-based frameworks, “regulators are attempting to 

define what, to their minds, are the acceptable limits of their responsibility and hence accountability” 

(p.512). 

Risk-based regulation is: “the development of decision-making frameworks and procedures to 

prioritise regulatory activities and the deployment of resources, principally inspection and 

enforcement activities, organised around an assessment of the risks that regulated firms pose to the 

regulator’s activities” (Black, 2005, p.514). 

The advantage of a risk-based approach is that it targets resources and attention to the highest risks 

in a transparent, systematic and defensible manner. However, a disadvantage is that as it tends to 

focus on known, familiar risks it can fail to identify and address developing risks or issues, which may 

lie outside the established analytical framework (Hood et al, 2018). 

The end of the last decade, in the context of the financial crisis that hit the UK, has prompted some 

to consider a re-examination of risk-based regulation and the promotion of a model of regulation 

termed “really responsive” regulation. 

Really responsive regulation extols a more complex view of regulation than risk-based regulation 

and recommends strategies for applying a variety of regulatory instruments in a manner that is 

flexible and sensitive to key factors. Such factors include the behaviour, attitudes and cultures of the 

organisation being regulated, the environment in which the regulation takes place, the way the 

different enforcement mechanisms interact and changes that can occur in the priorities, challenges 

and objectives of the regulation (Black and Baldwin, 2008; Black and Baldwin, 2010). Such an 

approach also holds that regulatory performance must be open and adaptable to change otherwise 

it will “apply yesterday’s controls to today’s problems and underperformance will be inevitable” 

(Black and Baldwin, 2010, p.187). 

Furnival et al (2017) contend that to utilise a model of regulation that is responsive or really 

responsive involves navigating the tension inherent in combining the goals of compliance and 

improvement in such an approach. They identify three themes from this tension – regulatory role, 

resources and relationships.  

In terms of the regulatory role Furnival et al (2017) question, if a regulatory body is to involve itself 

in delivering improvement activities does this compromise their role in objective detection? 

If the focus of the work is on compliance then this demands a certain level of expertise from the 

regulatory staff; however, if the focus is on improvement this may demand a different skill set and as 

such may have resource implications for the regulator. There may also be resistance from the staff 

of the regulatory body to becoming involved in improvement activities. 

Furnival et al (2017) suggest, based on their analysis, that an emphasis on the role of detection and 

enforcement, together with media scrutiny, can have a detrimental impact on the organisation being 

regulated and the associated relationships. Added to this deficit, reporting by the media may, at 

times, hinder care improvement in some circumstances. 

Overall, while hybrid models represent a more responsive and flexible approach to regulation they 

“have to balance multiple identities which can create conflicts linked to roles and identities, resources 
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and relationships …… [and] there remains a risk that high levels of intervention and support for 

improvement could jeopardise the trustworthiness of the regulator as an independent assessor, 

strain relationships and blur roles and accountabilities” (ibid, p.525). It is thus suggested that instead 

of providing high levels of ongoing intervention and support for improvement, regulatory bodies 

should focus on the development of improvement capability within the regulated organisation. 

 

6.1 Impact of regulation and inspection on improving services 

Regulation and inspection are increasingly used by governments to define standards and provide 

assurance to the public that the services they provide are safe and effective, and within the sector of 

children’s social services this is particularly important. 

Discussing the purpose of regulation regarding looked after children, Munro and Gilligan (2013) 

point out: “one of the key objectives of public care …. is to provide a framework that maximises the 

likelihood that children will have a secure base …. In this context states often develop regulatory 

frameworks to define standards and expectations in an effort to protect and promote the welfare of 

children and meet [this] objective” (p.186). 

Positive impacts that regulation and inspection can have on the provision of children’s social services 

generally at a practice level include safeguarding service users from poor practice by the 

standardisation of the conduct and practice of practitioners (Preston-Shoot, 2001). To this end it can 

increase the professionalism of staff as it may lead to increased reflection on practice approaches by 

practitioners (Palsson, 2018) and it can also highlight the complexity of the work to the general 

public. Importantly, it can also place a focus on the child’s experience of service provision, 

particularly if the child is consulted as part of the process. 

At an organisation level, inspection and regulation can increase accountability and provide a 

valuable evaluation of the service provided. It can also usefully identify and close failing services and 

work as an overall driver for improved service provision. 

At a broader policy level, it can provide a means to monitor national priorities in terms of cost and 

efficiencies (Preston-Shoot, 2008) and contribute to value for money reviews of services. 

Munro (2014) points out that “inspections have acquired such an influential role in the sector that it 

is important to use that power to drive improvements in practice and not to have negative impacts” 

(p.15). While regulation and inspection play an important role in the provision of safe and effective 

social care services, they are often critiqued. 

 

6.2 Critique of current inspection and regulation models 

Criticisms, cited by Furnival et al (2017) include: a lack of effectiveness; high costs; inflexibility; 

tunnel vision; inhibiting innovation; provider capture; ritualistic and bureaucratic compliance; a 

short-term focus; loss of autonomy and generating fear. 
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Critique from commentators on the inspection and regulation of children’s social services raise some 

key points, which are worth considering. 

6.2.1 The impact of inspection 

Whether or not the inspection of children’s social services results in an improvement to these 

services has been called into question by some. Using a sample of twenty-nine councils inspected in 

2013 by Ofsted under the SIF, a report by iMPOWER provides a strong critique of the inspection 

process and resultant outcome. The analysis completed revealed that where councils were rated as 

inadequate their performance declined rather than improved following inspection and the rating 

operated as a catalyst for driving even poorer performance, in effect creating a barrier to 

improvement. Within the context of restricted budgets, the cost of the required improvement was 

also found to be an impediment and it is suggested that this needs to be borne in mind by inspection 

bodies.  

The report concluded that at that time Ofsted inspections did not effectively or consistently drive 

improvement but rather led to the creation of a more divided and unequal children’s services sector: 

“Based on this analysis, we must conclude that inspection, far from fulfilling its stated aim of 

using inspection and regulation to support and steer improvement, is creating a more divided and 

unequal children’s services sector. The small numbers of local authorities judged by inspectors to 

be successful both enjoy the space to innovate and improve further and are spared the burden of 

damaging performance and quality declines that their failing, or close to failing, counterparts are 

denied. That this pattern could come to resemble a negative cycle, exacerbating a place’s 

difficulty and potential to go on declining, is obvious” (iMPOWER, 2015, p.16). 

A further criticism levelled at inspection reports is that there can be assumptions made about causal 

links. Hood et al (2018) provide the example in Ofsted inspection reports of the assumption that 

more advocacy on behalf of children will help them to better participate in the child protection 

process and decisions about their lives and therefore this will reduce risks and result in better 

services. While the evidence to support these claims may exist, the authors assert that the link 

between inspection recommendations, process measures and outcome measures are not always 

explicitly discussed in inspection reports. It is suggested that at times the overall emphasis in 

inspection reports is on “quality of effort” rather than “quality of effect” (Friedman, 2001). 

Munro (2014) also raises this issue and comments that while inspections are rightly concerned with 

finding out whether children and young people are helped by the services provided, the link 

between professional practice and outcome requires more attention if judgements are to be made 

about causality rather than just correlation. It is her contention that more work needs to be done in 

understanding causal processes to improve the rigour and effectiveness of inspections. 

Concern is also raised in the literature regarding how judgements are made by inspection bodies 

about the performance of services. For example, methods used by Ofsted inspectors include case-

tracking, case sampling, observation of practice and interviews as well as gathering data from 

performance indicators. Inspectors may observe single agency and multi-agency meetings, shadow 

staff in their day to day practice, carry out interviews with social workers and managers, as well as 

with children, families, foster parents and adopters. This triangulation of evidence is completed to 

ascertain a holistic insight into the practice and outcomes for families and children; however, ‘it is 
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not clear how they use these data to form a judgement about overall service-level quality’ (Wilkins 

and Antonopoulou, 2018 p.3).  

Unintended negative impacts of inspection highlighted in the literature are the creation of a “blame 

culture”, which can undermine the desire and willingness to test and implement innovations 

(Munro, 2004). Also, Hood et al (2018) discuss the organisational and professional upheaval that 

inspections can cause, particularly if a poor rating is received. A further impact can be the increase of 

risk-averse mindsets and a greater emphasis on child protection interventions: more assessments, 

investigations, conferences and plans.  

ADCS also point out that a poor Ofsted judgement can result in high staff turnover, making it difficult 

to turn around services for children, young people and families in need by creating turmoil in an 

already struggling local authority. Indeed, a frontline practitioner, writing on his experience of 

Ofsted inspections, comments “A poor Ofsted can lead to significant, whole organisation change 

which may in fact be more harmful to children” and questions is the trajectory towards a “‘good’ 

Ofsted rating, the same as a trajectory to doing the best for children and families?” (Community 

Care, 2018a). 

6.2.2 Reliance on performance measures 

A number of commentators have questioned whether there is an over-reliance on the use of 

performance measures as an indicator of the performance of a service. As one practitioner has 

commented: 

“I am curious to know whether Ofsted really looks into the whys, the deep meanings of what an 

authority is struggling with or is it all surface-level key performance indicators? Is Ofsted truly 

investigating what is most important?” (Community Care, 2018b). 

Also, La Valle et al (2016) looked at the relationship between outcome data for children in need and 

Ofsted ratings of children’s services under SIF and found very little association. The authors 

concluded: “(t)here did not seem to be any pattern in terms of local authorities that were in the top 

or bottom percentile for child outcome” (p.iv). 

While a focus on performance indicators may yield important findings, it is suggested that such a 

focus does not consider the context in which the service is operating.  

Hood et al (2016) examined all 152 local authorities in England and explored the relationship 

between performance measures for children in need and child protection services and inspection 

ratings from Ofsted. They found three variables predicted an “inadequate” judgement – fewer 

timely assessments, higher re-referral rates and higher proportions of agency workers. Based on 

their analysis, the authors conclude that ratings given by Ofsted were congruent with the overall 

performance of the local authority gleaned from available performance data. However, they caution 

that performance measures cannot provide contextual detail and explanations as to why problems 

are occurring in an authority. 

Indeed, Ofsted has been criticised for not paying enough attention to the deprivation in an area 

when carrying out an inspection, in terms of the spending level of the local authority and the impact 

of this on its ability to provide effective help to children and families. Yet research has indicated that 

the level of deprivation in an area has a direct impact on the grading received. Wilkins and 
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Antonopoulou (2018), for example, looked at the association between performance indicators, 

expenditure and deprivation and Ofsted judgements in 87 local authorities in England and found 

that the more deprived an authority is, the more likely it is to be judged in “need of improvement” 

or “inadequate” and the less deprived, the more likely it was to be judged “good and outstanding”. 

Wilkins and Antonopoulou conclude: 

“Put simply, providing effective help for children and families is harder when levels of deprivation 

are high – and a holistic inspection regime should take this into account” (p.16). 

Munro (2014) also points out that inspections can be very costly for the inspected service in terms of 

the demands on staff time, resources and data. Munro’s research questions whether the end 

justifies the means in terms of data requested and whether it was of sufficient value to the 

inspectors to justify the cost to the local authority of providing it. 

6.2.3 Organisational context and culture 

Preston-Shoot (2008) recommends a focus be placed on the organisational, social and psychological 

context in which services operate as well as any presenting problems which require resolution. He 

suggests that if changes are to be made to the “operational rules and norms” within an organisation 

then simultaneously changes will be required elsewhere if the goals set are to be achieved. For 

example, if change is required to the organisational structure, then attention should also be given to 

how that organisation interfaces with other agencies. 

6.2.4 Political context 

The processes of inspection and regulation do not happen in isolation and it is pointed out that the 

political and social context impact the process. For instance, it is suggested that Ofsted inspections 

form part of the “scandal-reform” cycle that has long shaped policy and practice in child protection 

(Elliott, 2009). Hood et al (2018) provide the example of a shift towards more targeted and 

unannounced inspections in 2009 precipitated by the “Baby P” scandal the previous year. 

6.2.5 Judgements 

In the 2014 review of the first 11 inspections carried out under SIF, Munro reported on flaws on how 

judgements were formulated which included: inconsistency amongst inspectors and a resultant 

element of luck in the outcome of the final judgement; use of a deficit model with inspectors biased 

towards looking for poor practice; discrepancies between verbal and written feedback from 

inspectors and a lack of trust in the judgement of inspectors with no direct knowledge of the work 

they were inspecting. 

At that time Munro recommended that Ofsted set up consistency panels where all inspectors 

discuss, review and seek to standardise their judgements before any final judgement is announced. 

The practice of discussing how decisions are reached, Munro asserted, can result in more consistent 

judgements and enabling inspectors to better communicate to the local authorities precisely how 

final judgements were reached. 

After the inspection team make their judgement there is a moderation process to quality assure the 

reports. Munro also recommended that such a moderation process be made more transparent to 

build up public confidence in the sector. 
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The use of graded judgements as an outcome is criticised by some, ADCS for example assert that 

such judgements can and do hide a multiple of strength and weaknesses and comment that there is 

no certainty that two service providers that are given the same judgements are providing the same 

quality of service and achieving the same outcomes for children. It is suggested that narrative 

judgements would be more beneficial. Munro (2014) echoes this when she recommends that a 

narrative paragraph should be attached to a judgement that should provide more detail of how close 

a local authority was to reaching the next category of judgement. 

6.2.6 Practitioner experience of inspection 

Despite the aspiration to work collaboratively with service providers in the inspection process, 

negative feedback from practitioners regarding the process remain:  

“I admit I have found myself worried about whether Ofsted’s presence can have a negative 

impact; does the drive for a positive rating take precedent? Does this in turn have an impact on 

staff and local authorities? … The changes within my organisation and the drive to compliance in 

the run up to the visit was striking; emails flying round asking for things to be on the system 

urgently and being sent highlighting an apparent togetherness” (Community Care, 2018a). 

Preston-Shoot (2008) questions whether an over-reliance on regulation in social work will ultimately 

render relationship skills and professional judgement unnecessary. He comments that an over-

reliance on procedure and guidance can enable practitioners to distance themselves from practice 

dilemmas and responsibility for decision making. He also suggests that a strong emphasis on 

monitoring can generate anxiety and can result in “managers and practitioners viewing each other, 

and the organisations surrounding them, as persecutory rather than supportive” (p.11). 

Munro (2014) in her review details how her research revealed practitioners experiencing fear during 

the inspection process and being demoralised if the final judgement was poor. 

Hood et al (2016) conclude that the challenge for inspection services is to both monitor and evaluate 

while simultaneously encouraging innovation and improved design: 

“The challenge for children's services is to develop ‘double-loop learning’ (Munro, 2010: 15), i.e. to 

monitor and evaluate performance in a way that encourages innovation and better designed 

services. It is in helping local authorities to carry out this function, rather than in punishing and 

rewarding their performance, that inspectors may find a more constructive role” (Hood et al, 

2016, p.56). 
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7. Findings from survey data 

Information provided in response to the survey provided an insight into the inspection and 

regulation of children’s social services in thirteen EU and non-EU countries, which is presented 

below. No response was received to the survey sent to the UK. Given England, Scotland, Wales and 

Northern Ireland are our closest neighbours, particular attention was given to the inspection and 

regulation of children’s social services in these countries, which will be detailed in a later section.  

An overall response rate of 54% was achieved with information returned from 13 of the 24 countries 

that were contacted. The responses comprised twenty completed surveys. Two of the countries that 

responded forwarded surveys from a number of regions or states as well as from the country as a 

whole.7 Three of the countries that responded provided a narrative account regarding the inspection 

and regulation of social services in that country instead of completing the survey.8 

 

7.1 Overview of findings 

7.1.1 Basis for the inspection of children’s social services 

All of the countries who responded to the survey had a legislative framework underpinning the 

inspection of their children’s social services. 

Survey respondents were asked to choose from a list of options to describe the basis for the 

inspection of children’s social services in their country. 

“National legislation” only was selected as an option by Belgium, Denmark, Hungary, Italy, 

Luxembourg and Portugal. 

Regulatory powers at national level was selected by Land Tirol and Land Vorarlberg in Austria, 

Finland, Hungary, Italy, Luxembourg, Malta, New Zealand and Portugal. While regulatory powers at 

regional level was selected by all of the six Australian States, Land Carinthia, Land Tirol and Land 

Vorarlberg in Austria, Finland, Italy and Portugal. 

“Administrative regulations” and “quality standards required by regulation” were the options which 

were selected the most frequently. “Administrative regulations” was selected by the Australian 

States of Australian Capital Territory, New South Wales, Queensland and South Australia, by Land 

Carinthia, Land Tirol and Land Vorarlberg in Austria and by Belgium, Denmark, Finland, Hungary, 

Italy, Luxembourg and Portugal. “Quality standards required by regulation” was selected by the 

Australian states of Australian Capital Territory, New South Wales, Queensland and Western 

Australia, by Land Carinthia, Land Tirol and Land Vorarlberg in Austria and by Belgium, Finland, 

Hungary, Italy, Luxembourg, Malta and New Zealand. 

“Quality standards required by a voluntary code of conduct” was selected by Land Carinthia in 

Austria, Belgium, Finland, Italy and Luxembourg. 

                                                           
7 For the purposes of quantitative analysis, the total number of surveys is 18 due to duplication of information in the answers for the country 
as a whole and those for the regions or states. 
8 A breakdown of the responses received is provided in Appendix 3. 
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7.1.2 Roles carried out by the inspection body 

The survey provided a list of roles and asked respondents to indicate whether they were provided by 

the inspection bodies that were described in the survey. The list included ‘registration of services’, 

“licencing for the service to operate”, “inspection”, “setting standards”, “applying rewards”, 

“applying sanctions” and “enforcement of recommendations”. Respondents were also asked to 

detail any other roles carried out that weren’t listed. 

In a little less than two-thirds of the countries or states surveyed (61%) “registration of services” was 

carried out by the inspection service described. The Australian states of New South Wales and 

Queensland, the Austrian Lander of Carinthia, Tirol and Vorarlberg, Denmark, Hungary, Luxembourg, 

Malta, New Zealand and Portugal all responded that their inspection body carried out this role. 

In Australia in New South Wales, Queensland and South Australia, in the Austrian Lander of 

Carinthia, Tirol and Vorarlberg and in Denmark, Finland, Hungary, Italy, Luxembourg, Malta and 

Portugal (72% of survey responses) the inspection bodies described provided “licencing for the 

service to operate”. 

All of the countries or states who responded to the survey answered that the inspection bodies in 

their countries carried out “inspections”. 

Respondents were asked whether the inspection body/bodies in their countries “applied rewards” 

to the children’s social services they were inspecting but none of them did so. Conversely, the 

majority (78%) of respondents stated that the inspection body or bodies in their countries do “apply 

sanctions”. This is the case in Australia in New South Wales, Northern Territory, Queensland, South 

Australia; in Austria in Land Carinthia, Land Tirol and Land Vorarlberg and in Denmark, Finland, 

Hungary, Italy, Luxembourg, Malta and Portugal. The only places where sanctions are not used were 

Australian Capital Territory and Western Australia in Australia, Belgium and New Zealand. 

Most respondents (78%) also stated that inspection bodies had a role in the “enforcement of 

recommendations”. This is the case in the inspection body/bodies described in the Australian states 

of Northern Territory, Queensland and South Australia, the Austrian Lander of Carinthia, Tirol and 

Voralberg and in Belgium, Denmark, Finland, Hungary, Italy, Luxembourg, Malta and Portugal. 

Respondents were also invited to specify “any other roles” that are carried out by the inspection 

bodies that they were describing in their survey responses. The response from New South Wales 

detailed how under s.s.186A of the Care Act, the Children’s Guardian may refer any information 

relating to a possible criminal offence to the New South Wales Commissioner of Police, the New 

South Wales Ombudsman, the head of the New South Wales Department of Family and Community 

Services or any other legislative or government agency. The response from Portugal described roles 

other than those listed in the survey which were suggesting improvements to services inspected or 

monitored, proposing political decisions or legislative measures or amendments and notifying the 

courts when the services provided were considered inadequate. 
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7.1.3 Powers of enforcement 

Respondents were asked if the inspection body has powers of enforcement, what form they take. 

Suggested options were “fines”, “prosecutions, “closure pending improvements”, “deregistration”, 

“restrictions placed on the service”, “discontinuation of the service”, “service improvement based on 

quality standards” and “service improvement based on regulatory obligation”. Respondents were 

also invited to specify any other powers of enforcement that the inspection bodies may have. 

The most commonly used power of enforcement was  “restriction placed on service” and this was 

selected by almost three-quarters (72%) of respondents. “Deregistration”, “discontinuation of the 

service” and “service improvement based on quality standards” were each selected by slightly less 

(67%) of the respondents. “Service improvement based on regulatory obligation” is a power of 

enforcement that is used in close to two-thirds (61%) of the countries or states surveyed, “closure 

pending improvement” is a power of enforcement utilised by a little over half (55%), while in in half 

(50%) “fines” were used. The power of enforcement used least frequently was “prosecutions”, which 

was selected by only a third (33%) of respondents. 

Some narrative was provided regarding the powers of enforcement in Queensland. There the Child 

Protection Act (1999) “authorises the departmental licencing delegate to amend, suspend or cancel a 

licence and sets out the circumstances and timings under which these actions can be taken. The 

delegate will consider amending a licence to remove an underperforming service before taking action 

to suspend or cancel an organisational care service licence where appropriate”. 

In a related question, respondents were asked whether the inspection body described has the sole 

power to close the inspected service. Ten of the countries or states who responded to the survey 

(56%) answered that the inspection body did have the sole power to close the service, while six 

(33%) respondents said it did not. 

Respondents who stated that the inspection body has the sole power to close the inspected service 

provided detail and terms of the legislation which underpins this power. 

In Hungary, for example, “under Government’s Decree 369/2013 (X.24) on the official registration 

and control of social, child welfare and child protection service providers, institutions and networks, 

the inspecting authority deletes the provider from the service register (revokes its operating license) if 

the personal, material conditions or operation of the institution seriously endanger the life, physical 

integrity, health or development of the children, or seriously violates another fundamental right. The 

substitute parent or foster parent shall be removed from the service register.” 

 In Luxembourg “Loi du 8 septembre 1998 réglant les relations entre l’Etat et les organismes 

oeuvrant dans les domains social, familial et thérapeutique. Government officials verify the 

organisation’s file and infrastructures and if they take note of any type of violation, there is a report. 

Followed by a formal notice. The organisation has between 8 days and one year to comply with 

government regulations. If the organisation still fails to comply with government regulations, their 

accreditation is withdrawn.” 

Respondents were asked whether the inspection body requires a judicial or court mandate to close a 

service. Only three of the survey respondents (17%), Land Vorarlberg, Finland and Italy responded 

that such a judicial or court mandate is required. 
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7.1.4 Stand-alone independent body or incorporated into a Ministry? 

Respondents were asked if the inspection body that they referred to in the survey is a stand-alone 

independent body and if the inspection body is incorporated into a Ministry or other state body. 

A little over a quarter (27%, n=5) of the survey respondents considered that the inspection body in 

their country or state was an independent or stand-alone body. 

Three of the six Australian states which responded to the survey, Australian Capital Territory, 

Northern Territory and South Australia stated that their inspection body is incorporated into a 

Ministry or other state body and is not a stand-alone independent body. This response was also 

given by the three Austrian Lander, which responded to the survey, and by Belgium, Hungary, 

Luxembourg, Malta and Portugal making it the most common response. 

In Hungary, for example, the inspection body is the organisational unit of the capital and county 

government, acting in the field of child protection and guardianship. In Portugal all inspection bodies 

are described as institutions with functional autonomy, budget and human resources. While they all 

have their own specific decree-laws defining their missions, attributions and organic structure, they 

are all under the scope and competencies of the Ministry of Labour, Solidarity and Social Security. 

New South Wales and Queensland responded that their inspection body is incorporated into a 

Ministry but they also responded that the body is a stand-alone independent body. Finland and Italy 

also gave the same information regarding the inspection body that they referred to in the survey. 

Elaborating on this seemingly paradoxical arrangement the Office of the Public Guardian in 

Queensland was described as an independent statutory body that promotes and protects the rights, 

interests and wellbeing of all Queenslanders. In Finland the Ministry of Education and the Ministry of 

Social Affairs and Health are responsible for the legislation regarding services for children and 

families with children; however, independent municipalities provide the services. 

Denmark was the only country which responded that their inspection body is a stand-alone 

independent body and is not incorporated into a Ministry. 

Western Australia responded that their inspection body is not a stand-alone independent body nor 

is it incorporated into a Ministry. 

 

7.1.5 Funding of the inspection of children’s social services 

All countries that responded to this question answered that the inspection of children’s social 

services is funded by the state including Denmark, which previously responded that their inspection 

service was a stand-alone independent body. The only exception was in the Australian Capital 

Territory where it was stated that the Public Trustee and Guardian is a predominantly self-funding 

organisation. The primary role of this organisation is to provide the Australian Capital Territory 

community with trustee, estate administration and will-making services and these activities 

generate revenue to fund operations. 
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In their response to the survey, New Zealand noted the paradoxical arrangement of the statutory 

provider of children services also funding the monitoring and oversight of same: 

“Of note, in the course of its work the review [A Review of Independent Oversight of Oranga 

Tamariki System and Children’s Issues is currently underway in New Zealand] has acknowledged 

the conflict of interest that arises when the primary statutory care agency allocates funding for 

external oversight of its work and responsibilities. As a result a ministry other than Oranga 

Tamariki is advising the Minster for Children’s Services on funding for an independent monitor for 

NCS [national care standards] and broader funding.” 

7.1.6 Publication of inspection reports 

A minority of respondents (28%) indicated that reports of inspections are published. These countries 

or states are New South Wales, Belgium, Denmark, Finland and New Zealand and in each it was also 

stated that the reports are publicly available. In four out of the five, all except New Zealand, the 

reports are available on a website. 

 

7.2 Arrangements for the inspection of children’s social services 

Children’s social services are inspected in all of the thirteen countries who responded to the survey. 

Responsibility for the inspection of children’s social services in twelve of the countries who 

responded to the survey is devolved to bodies located in counties, states, territories, regions or 

provinces and/or across a range of services. Complex and individualised arrangements were evident 

in each of the countries who responded. Malta is the only country where there is one national body 

responsible for the inspection of children’s social services making such an arrangement the 

exception rather than the rule.  

If a country did not have one national body that has responsibility for the inspection of children’s 

social services, respondents were asked to nominate one inspection body and answer questions 

regarding what type of services are inspected accordingly. Such services included: child protection 

(child at risk) services; child welfare/family support (child in need) services; foster or kinship services; 

aftercare services; residential care services and secure care units. In some instances, respondents 

provided information regarding more than one inspection or monitoring body. Answers provided are 

outlined below. 

 

7.2.1 Mainland Europe 

In the Austrian province of Land Carinthia children’s social services are inspected by the Child and 

Youth Service within the Carinthian provincial government. Children’s social services are inspected at 

least once a year and inspections are completed on child protection services, child welfare/family 

support services, foster or kinship care services, aftercare services and residential services. 

 

In the Austrian province of Land Tirol the provincial government is responsible for the technical 

supervision of social services of child and youth services, socio-educational institutions and private 
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child and youth welfare services. Accordingly, the following services are inspected: child protection 

services; child welfare/family support services; foster or kinship care services; aftercare services and 

residential care services. Similarly, in the Austrian province of Land Vorarlberg child protection 

services; child welfare/family support services; foster or kinship care services; aftercare services and 

residential care services are all inspected. 

 

In the Flemish Community of Belgium there is one body for the inspection of children’s social 

services, Zorginspectie (https://www.departementwvg.be/zorginspectie). While Zorginspectie was an 

independent agency in 2015 it was integrated into the governmental administration of the Flemish 

Community. Institutions for children who have been placed in a residential setting by the court, 

including foster care organisations, are inspected by a team of the Zorginspectie Care, Health and 

Financial division. Child protection services, child welfare/family support services and aftercare 

services are all also inspected by this body. 

 

In Denmark, Socialtilsyn Hovedstaden (http://socialtilsyn.frederiksberg.dk/), which translates as the Social 

Supervisory Authority, is responsible for the inspection of children’s social services in the Captial 

Region of Denmark, which is one of five regions in the country. The authority approves and 

supervises foster families and municipal foster families, aftercare services, residential care services 

and secure care units. 

 

In Finland, there are six Regional State Administrative Agencies each of which is responsible for the 

steering licencing and oversight authority in the social welfare sector. Children’s social services 

which are inspected are: child protection services, child welfare/family support services, foster or 

kinship care services, aftercare services, residential care services and secure care units. 

 

In Hungary there are nineteen counties and the capital city and in each there are government 

offices, which are the bodies responsible for inspections and authorising the operation of children’s 

social services. Inspections of care and aftercare services, including foster and residential care 

inspections are carried out annually. 

 

In Italy, municipalities, which are in charge of local social services, are also responsible for the 

supervision of the service. There are also other authorities (e.g. Authority for National and Regional 

Childcare and Adolescence) that supervise the services since they involve minors. If the provision of 

a service is carried out by a third party, regulations, at a regional level, apply. Children’s social 

services which are inspected in Italy are: child protection services, child welfare/family support 

services, foster or kinship care services, aftercare services, residential care services and secure care 

units. 

 

https://www.departementwvg.be/zorginspectie
http://socialtilsyn.frederiksberg.dk/


 

30 

 

In Luxembourg the Ministry of Education, Children and Youth (Menje) has the responsibility for the 

accreditation of organisations providing children’s social services. This includes the approval of the 

qualifications of staff and the ratio of human resources, also the infrastructural quality and security 

standards. The National Office for Children (ONE), (http://www.men.public.lu/fr/acteurs/mee/index.html), 

which provides children’s residential homes, also approves and assesses these services. Types of 

children’s social services which are inspected by these two services in Luxembourg are child 

protection services, child welfare/family support services, foster or kinship care services, aftercare 

services, residential care services, secure care units and adoption organisations.  

 

In Portugal there are a number of bodies under the Ministry of Labour, Solidarity and Social Security 

which have specific responsibilities for the inspection of children’s social services. 

The Institute of Social Security (http://www.seg-social.pt/iss-ip-instituto-da-seguranca-social-ip) (Instituto da 

Segurança Social) is in charge of national, regional and local facilities providing support to children 

under the Social Security System, which includes the responsibility of monitoring their intervention 

and acting accordingly to rectify any situations identified that require any specific procedure in the 

best interest of the child. There are also similar institutes with similar responsibilities for the Island 

of Maderia (Instituto da Segurança Social da Madeira) and the Azores Island (Instituto da Segurança 

Social dos Açores). 

The Inspection General (Inspeção-Geral) (http://www.ig.mtsss.gov.pt/) has responsibility for auditing and 

inspecting all services under the competences of the Ministry of Labour, Solidarity and Social 

Security. 

The National Commission for the Promotion of Rights and the Protection of Children and Young 

People (https://www.cnpdpcj.gov.pt/) has responsibility for the promotion and protection of children and 

young people and is responsible for monitoring the activities of the local Commission for the 

Protection of Children and Young People as well as receiving and processing complaints concerning 

their activities. There is also a separate Azorean Commissioner for Childhood. 

Together these three bodies inspect child protection services, child welfare/family support services, 

foster or kinship care services, aftercare services, residential care services, secure care units and 

adoption organisations. 

 

In Spain in terms of residential centres, the role of the Public Prosecutor is particularly important – it 

is obliged by law to inspect them on a twice-yearly basis, as provided by national legislation and 

regional legislation. The Ombudsman also plays a very active role in monitoring residential centres 

and minors housed in residential centres can address complaints to the Director of the centre as well 

as to external bodies (for example the Chief Justice of Minors and the Ombudsman). 

The inspection of children’s social services varies across the country’s 17 regional governments, or 

“autonomous communities”. Each autonomous community has a complex body of law as well as its 

own policies governing the provision of social services to children and, in addition, is responsible for 

the allocation of budgets towards these services. 

http://www.men.public.lu/fr/acteurs/mee/index.html
http://www.seg-social.pt/iss-ip-instituto-da-seguranca-social-ip
http://www.ig.mtsss.gov.pt/
https://www.cnpdpcj.gov.pt/
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In terms of monitoring the services provided, the Chief Justice of Minors (juez decano de menores – 

a national judge), the Public Prosecutor (fiscal) and the Ombudsman (defensor del pueblo), as well as 

the governments of the autonomous community, all play an important role. Added to this, the 

Ombudsman and Public Prosecutor have regional arms at the level of the autonomous community.  

 

7.2.2 Malta 

In Malta, the Department for Social Welfare Standards (https://family.gov.mt/en/DSWS/Pages/Out-of-

Home-Child-Care.aspx) under the Social Care Standards Authority Act is responsible for setting Maltese 

national standards of social care. In 2009 National Standards for Out-of-Home Child Care were 

launched. The standards describe what each and every child or young person should expect from 

those who are responsible for out-of-home care. Types of children’s social services which are 

inspected in Malta are child protection services, child welfare services, foster or kinship care 

services, aftercare services, residential care services and secure care units. 

7.2.3 Australia 

In Australia, for example, tertiary child protection services (including foster care, kinship care and 

residential care) are the statutory responsibility of state and territory governments. Each jurisdiction 

has its own legislation, policy frameworks and initiatives that govern and regulate their child 

protection system and other social services provided to children to support their safety and 

wellbeing. Regarding child protection services, these legislative and policy frameworks vary between 

jurisdictions and each jurisdiction utilises a range of regulatory measures to ensure child protection 

services are safe and effective. As such, child protection services in Australia are monitored by 

numerous state-based oversight mechanisms, which vary in presence, nature, scope and power. 

These include child advocates and children’s guardians, children’s commissioners, child safe 

organisation schemes, reportable conduct schemes, official visitor schemes, Offices of the 

Ombudsman, and crime and misconduct commissions. 

All states and territories in Australia have statutory schemes in place that subject child protection 

systems and services to independent monitoring and review.9 Some of these arrangements, such as 

official visitor schemes, focus on inspections of specific child protection facilities, and advocating or 

raising concerns on behalf of individuals encountered through those visits. Others, such as the 

external oversight provided by children’s commissioners and Offices of the Ombudsman, focus on 

identifying and recommending systemic improvements.  

Additionally, each state and territory has at least two independent oversight bodies that are 

responsible for promoting, representing and defending the rights and interests of children, including 

vulnerable children within the child protection system. Their functions help to ensure decisions 

affecting children are transparent; children’s services are high quality and they are subject to 

scrutiny that focuses on continuous improvement. 

In terms of a specific example of inspection arrangements, in South Australia the Department for 

Child Protection is responsible for licensing operators of foster care agencies and children’s 

residential care facilities as mandated in the Children and Young People (Safety) Act 2017. Part of 

                                                           
9 A table showing the differing arrangement in each state or territory is provided in Appendix 5. 

https://family.gov.mt/en/DSWS/Pages/Out-of-Home-Child-Care.aspx
https://family.gov.mt/en/DSWS/Pages/Out-of-Home-Child-Care.aspx
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the licensing process includes a physical inspection of each residential care facility to assess 

operational and environmental suitability against set criteria. Whilst an inspection is not completed 

in relation to foster care agencies, a visit to the corporate office of the agency is undertaken to look 

at systems in place to support the operation of the business. 

 

In the Australian Capital Territory the Children and Young People Commissioner holds the dual role 

of commissioner and public advocate. It seeks to promote the rights of children and young people, 

and also provides advice to government and community agencies about how to improve service 

delivery for children and young people. This includes consultation with children and young people to 

ensure their views are considered in decision making. As Public Advocate it seeks to protect and 

promote the rights and interests of children, young people and adults in the Australian Capital 

Territory community who are vulnerable to abuse, exploitation or neglect. This role extends to 

monitoring the provision of services for people experiencing vulnerability, and oversight of the 

systems that support and respond to their needs. 

A further key inspection body in the Australian Capital Territory, discussed in the survey returned, is 

the Australian Capital Territory Official Visitor Scheme. This provides a monitoring and complaints 

system for entitled persons in a place of detention, place of therapeutic protection or place of care. 

Official Visitors are members of the community from a range of cultural, professional and personal 

backgrounds with skill and experience relevant to the role, working independently of government 

administration. Official Visitors carry out visits, talk with entitled persons, inspect records, report on 

the standard of facilities, and report to the operational Minister and other public authorities. Official 

Visitors also fulfil a more direct and informal function within their respective environments by 

resolving grievances and lesser issues.  

Official Visitors operating in the area of child protection seek to safeguard standards of treatment 

and care for children and young people being treated under the Children and Young People Act 2008 

and advocate for their rights and dignity. At least two Official Visitors must be appointed for this 

purpose, including one who is an Aboriginal or Torres Strait Islander person. Three Official Visitors 

are currently appointed, including an Aboriginal or Torres Strait Islander person.  

Services inspected by these inspection bodies are residential care services and a youth detention 

facility. 

 

In New South Wales the Office of the Children’s Guardian (OCG) accredits and monitors the 

designated agencies that arrange statutory out-of-home care in New South Wales. It is also 

responsible for a Working With Children Check (WWCC), which provides clearance for workers to be 

employed in child protection and out-of-home care services.  

Services inspected by the Office of the Children’s Guardian (OCG) include foster and kinship services, 

aftercare services, residential care services and secure care units. 
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In the Northern Territory the Office of the Children’s Commissioner is an independent office that is 

responsible for ensuring the wellbeing of children in the Northern Territory. Currently places of care 

are inspected on a case by case basis by the Children’s Commissioner. Territory Families, as the 

statutory authority in the Northern Territory, has completed inspections of residential care sites and 

a percentage of purchased home based care sites (similar to professional foster care placements) 

under a Quality Assurance Framework and Program. It is also planned that in the future the 

responsibilities of Children’s Commissioner will be broadened to include the monitoring and auditing 

of youth justice and child protection systems including inspection of detention and residential care 

facilities.  

 

In Queensland the principal body with responsibility for the inspection of children’s social services is 

Child Safety Services within the Department of Child Safety, Youth and Women. Services which are 

inspected include: child protection services; child welfare/family support services; foster or kinship 

care services and residential care services. 

The Child Protection Act 1999 provides the legislative structure to the inspection of licenced care 

services and requires the Department to regularly inspect each licenced residential facility to assess 

whether the care provided meets the standards required. The monitoring that is carried out is both 

formal and informal. Formal monitoring includes: licence, certification and maintenance audits; 

planning meetings; annual announced and unannounced care service inspections; licence 

monitoring meetings and annual licence summary reports. Informally, monitoring also occurs 

through: standards of care reviews; critical incident report reviews; review of information received 

from relevant stakeholders such as community visitors, complainants, client relations officer, 

certification bodies; other care services; regular discussions with relevant regional staff and funding 

assessments and processes. 

Child Safety Services also assesses the suitability of foster or kinship carers and inspects once a child 

is placed with a carer to ensure that that level of care provided is in line with the standards of care. 

They also outsource some care services to non-government providers. They provide placement and 

support services to children and young people in care, including regular home visits and share the 

responsibility for monitoring the standards of care. 

When concerns are identified regarding the care of a child in a foster or kinship care placement 

there are three possible response options to standards of care issues: continue monitoring the 

standard of care;10 standard of care review11 and a harm report.12 

                                                           
10 This response applies when the situation does not warrant a standard of care review or harm report response but proactive 
case work and support is needed to address the issues and prevent them from continuing or escalating into more significant 
concerns in the future. This response focuses on the carer, department and foster and kinship care service working together to 
improve the care provided to the child. 
11 This response takes into account the child’s age, development and the length of time they have been in the placement. It is 
undertaken when the information indicates the care provided to the child may not have met the required legislated standards of 
care but the child has not been harmed or is not suspected to have experienced harm. The review process involves a discussion 
about the specific standards with the carer, taking into account the child’s views and experiences in the placement and the role 
and responsibilities of the department and foster and kinship care service. When it is identified that the standards of care have 
not been met, the child’s placement agreement is reviewed and actions are identified that are required to address any issues and 
ensure the carer is able to meet the standards in the future. 
12 This response is undertaken when the information gathered indicates the child has experienced harm or it is suspected they 
have experienced harm through the actions or inactions of the carer or an adult household member. The investigation and 
assessment includes interviews with all relevant parties, including the child, to determine if the child has been harmed or if 
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To ensure accountability of departmental decision making, foster and kinship carer applicants and 

approved foster and kinship carers have the right to have the department’s decisions about their 

approval as a carer externally reviewed by the Queensland Civil and Administrative Tribunal.  

A further service which plays a role in the monitoring of services provided to children in care is the 

Office of the Public Guardian, a statutory body, independent of government, with responsibility for 

promoting and protecting the rights, interests and wellbeing of children in care. It administers a 

community visitor programme, which seeks to make sure children in care are safe and well and that 

their needs are met. It also provides individual advocacy for children in care, giving children an 

independent voice and information on their rights, ensuring they are heard in decisions that affect 

them (https://www.csyw.qld.gov.au/child-family/foster-kinship-care/regulation-care/community-visitors-child-

advocates). 

 

In South Australia the Department for Child Protection is responsible for licensing operators of 

foster care agencies and children’s residential care facilities as mandated in the Children and Young 

People (Safety) Act 2017. Part of the licensing process includes a physical inspection of each 

residential care facility to assess operational and environmental suitability against set criteria. Whilst 

an inspection is not completed in relation to foster care agencies, a visit to the corporate office of 

the agency is undertaken to look at systems in place to support the operation of the business.  

In Western Australia, Independent Assessors, a service in which personnel are appointed and 

remunerated by the Department of Communities, the government department with responsibility 

for child protection services, carry out inspections of residential and secure care facilities. 

Independent Assessors can visit these facilities at any time to: inspect the facility; inquire into the 

operation and management of the facility; inquire into the wellbeing of any child in the facility; see 

and talk with any child in the facility and inspect any document relating to the facility or to any child 

in the facility. Added to this any child in an out-of-home facility, or parent or relative of a child, may 

request that the person in charge of the facility arrange for an Assessor to visit the facility. 

The Department of Communities internal Standards Monitoring Unit (SMU) also inspects residential 

care services provided by the Department. The SMU also carries out inspections of child protection 

services, child welfare/family support services and foster or kinship services. The Department also 

has oversight of out of home care programmes in care settings provided by the Department or 

community service organisations. 

While the state of Victoria did not respond to the survey at the time it was sent, email addresses 

were provided for personnel within the Department of Health and Human Services should 

information be required and the Department has since made contact with relevant officials. 

                                                           
there is a risk of harm occurring in the future. Where it is assessed the child has experienced harm or is at risk of future harm, 
or where it is identified the carer has not met the standards of care, an action plan will be developed with the carer to identify 
what is required to ensure the child is not harmed and the standards of care will be met in the future. In some cases, it may be 
decided the placement is no longer appropriate for the child, the carer’s suitability needs to be reviewed or the carer is no longer 
suitable to be an approved carer.  

https://www.csyw.qld.gov.au/child-family/foster-kinship-care/regulation-care/community-visitors-child-advocates
https://www.csyw.qld.gov.au/child-family/foster-kinship-care/regulation-care/community-visitors-child-advocates
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The Department of Health and Human Services has a regulatory role regarding foster care and 

supported residential services. The regulation of foster care is carried out by the Compliance and 

Quality Unit under the foster care performance audit programme. 

The Commission for Children and Young People has a role in the provision of independent scrutiny 

and oversight of services for children and young people. 

In March 2018, the Department of Health and Human Services published a better practice regulatory 

framework which sets out how the department’s regulators are to bring a systemic, risk-based 

approach to its regulatory activities (DHSS, 2018). 

 

7.2.4 New Zealand 

In New Zealand there are a number of arrangements in place to monitor and inspect children’s 

social services. The Office of the Children’s Commissioner (http://www.occ.org.nz/) monitors and 

assesses the policies and practices of Oranga Tamariki.13 This includes the monitoring of child 

protection and welfare services, youth justice residences, care and protection residences and a 

secure care and specialist treatment residence. The Office also oversees the complaints process for 

young people in residences. 

Service providers contracted to provide statutory care and services are accredited and must 

maintain accreditation. “Inspection” to maintain accreditation is carried out by the Social Services 

Accreditation team. This accreditation assesses organisations against a set of standards at a level 

that reflects the type of service they deliver and includes service provision in residential and secure 

care units.  

Added to this new National Care Standards (NCS) have recently been introduced, and will commence 

in July 2019, and these set out the requirements for needs assessments, planning and support for all 

children and young people in the care of the State (as well as caregivers). New legislative 

requirements for social worker registration are being considered by parliament. Also, a Review of 

Independent Oversight of the Oranga Tamariki System and Children’s Issues is currently underway 

and will consider arrangements for monitoring and assurance of the statutory care system that is 

independent of Oranga Tamariki. As part of this a targeted consultation is underway with key 

stakeholders, Maori organisations and representatives and with children and young people. In 

advance of the consultation, a number of features have been identified which are considered critical 

for effective independent oversight, which include: 

 Being child centred and child-facing;  

 Completion in a timely manner; 

 Recognising children and young people’s sense of time; 

 Being clear, transparent and visible to children and young people and other oversight bodies;  

 Ensuring opportunities for partnerships;  

 Undertaken by those with appropriate skills and knowledge;  

                                                           
13 Ministry for Children – Oranga Tamariki is the government department responsible for the wellbeing of children and young people, 

especially children at risk of harm, youth offenders and children in state care. 

 

http://www.occ.org.nz/
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 Taking a systems-level view; 

 Reflecting the priorities of reducing child poverty and boosting wellbeing (Ministry of Social 

Development, 2018). 

 

7.3 Conclusion 

The arrangements for the inspection and regulation of children’s social services, as outlined in the 

foregoing, are complex and specific to each of the thirteen countries that responded to the survey. 

Given the specificity of the information provided, trends and themes across the data are difficult to 

discern. However, what is evident is that the inspection of children’s social services by one national 

body, as is the case in Ireland and, as will be demonstrated in a subsequent section, is also the case 

in England, Scotland, Wales and Northern Ireland, is not replicated in mainland Europe, Australia and 

New Zealand. Also evident is that in general all inspection bodies are funded by the state. There was 

a discernible hierarchy to the utilisation of enforcement powers by the inspection bodies discussed 

in the survey data with “restriction placed on a service” the most common and “prosecution” the 

least common. Given that HIQA publish their inspection reports it is of interest to note that in the 

majority of countries surveyed inspection reports are not published.  
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8. Inspection and regulation of children’s social services in the United Kingdom 

Given the proximity to Ireland and the similarities in the approach to inspection and regulation, 

particular attention was given the inspection and regulation of children’s social services in the UK. 

This included a review of literature, “grey literature”, online commentary and blogs pertaining to 

regulation and inspection in the UK. Added to this direct contact was made with a number of 

professionals working in the sector. 

8.1 Ofsted and the inspection of children’s social services in England 

In England, the Office for Standards in Education, Children’s Services and Skills (Ofsted) regulates 

and inspects to achieve excellence in the care of children and young people, and in education and 

skills for learners of all ages. It regulates and inspects childcare and children's social care14 and 

inspects the Children and Family Court Advisory and Support Service (Cafcass), schools, colleges, 

initial teacher training, further education and skills, adult and community learning, and education 

and training in prisons and other secure establishments. It assesses council children’s services, and 

inspects services for children looked after, safeguarding and child protection (Ofsted Strategy 2017–

2022: p.13). 

Ofsted is a non-ministerial government department whose main function is to carry out inspections, 

which tend to run in cycles of three to four years. There are two parts to the inspection and 

regulation functions of Ofsted, which are local authority children’s services and social care services. 

Local authority children’s services are inspected by Ofsted; however, they are not regulated by 

Ofsted. The current cycle of inspection began in January 2018 and is based on the framework for the 

Inspection of Local Authority Children’s Services (ILACS), which replaced the previous framework, 

the Single Inspection Framework (SIF). Ofsted also provides an oversight of the fostering function of 

local authority fostering services. Up to relatively recently local authority foster care services were 

inspected by Ofsted but a decision was taken to reduce this to an oversight function only. 

Social care services, including foster and residential care services, provided by charitable and private 

independent providers, are both inspected and regulated by Ofsted. Children’s homes provided by 

local authorities are also inspected and regulated by Ofsted. The current framework for the 

inspection of social care establishments and agencies, termed the social care common inspection 

framework (SCIFF), was launched in February 2017. 

Ofsted also carries out joint targeted area inspections in conjunction with Care Quality Commission15 

(CQC) and the criminal justice sector. These are thematic inspections and look particularly at multi-

disciplinary working in child protection services. 

Ofsted carry out approximately ten of these inspections a year and they could involve social care 

services, health service, police and probation services and could explore themes such as: multi-

agency decision making at the front door of child protection; sexual exploitation; criminal 

exploitation; domestic abuse or the neglect of older children. 

                                                           
14 Social care services which are inspected by Ofsted are adoption support agencies, children’s homes (including secure children’s homes), 
independent fostering agencies, residential family centres, residential holiday schemes for disabled children and voluntary adoption agencies. 
15 The Care Quality Commission is the independent regulator of health and adult social care in England. 
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According to Hood et al (2018) risk-based regulation has dominated England’s approach to 

regulation of children’s social services over the last number of years and in the context of the most 

recent inspection framework, ILACS, Ofsted has shifted explicitly to a risk-based approach. Ofsted, 

for its part, describes its new regime as proportionate and risk-based (Community Care, 2017). 

Under the SIF, every local authority was treated the same for inspection purposes and inspections 

were carried out in cycles of three years. For each inspection six or seven inspectors would be 

deployed on site for three to four weeks. At the end of the SIF cycle it was decided that all local 

authorities should not be treated the same and rather a framework which could be more adaptable 

and offer proportionate inspections dependent on the outcome of a previous inspection was 

developed. For example, local authorities who were graded as “good” or “outstanding” would only 

get a one-week inspection in the next cycle and those that were graded as “requires improvement” 

would get a two-week inspection. As such key features of the ILACS framework include: 

 Less of a focus on compliance with policies and procedure and more of a focus on experiences and 

outcomes for children; 

 A more proportionate framework offering different items of scrutiny based on the outcome of 

previous inspections; 

 Shorter standard inspections and shorter inspections still for services rated “good” or better; 

 Local authority audits of practice to help determine when inspections are necessary; 

 Local authority’s self-evaluation of their services submitted annually and following this an annual 

engagement meeting. Ofsted doesn’t prescribe what this evaluation considers but does pose three 

key questions: What do you know about the evaluation and impact of social work practice? How 

do you know it? What are you doing about it? 

 A less demanding inspection regime designed to reflect the pressures councils face because of 

funding costs (the SIF had been criticised for being too demanding); 

 Capacity to carry out focused visits between inspections if considered necessary where one or two 

inspectors spend two days in a local authority looking at a particular aspect of service delivery and 

subsequently a letter is issued but this does not give a grading; 

 A requirement for councils to produce an action plan if concerns are raised on a focused visit; 

 A more hands-on approach from inspectors, for example spending time sitting alongside frontline 

social workers talking about individual cases. According to Ofsted’s National Director for Social 

Care, “those conversations are helping [Ofsted] to understand this is a place that is doing its best 

for children, and how are those social workers supported in doing a really good job … practice 

conversations [are] beginning to make a real difference in community services … inspection can 

be more than just ‘observing what is going on’ and can instead ‘help people make changes’ ” 

(Community Care, 2018b). 

In March, Ofsted published findings from a review of the first year of the social care common 

inspection framework (Ofsted, 2019a). Sources which informed the findings in the review included 

workshops with service providers and inspectors and a reviews of inspection outcomes. The review 

found that: 

 The SCCIF has been well received by providers and the inspection workforce; 

 Inspectors appear to spend longer with children and less time looking at policies and procedures on 

inspection; 

 Overall, reports are better able to demonstrate the impact of providers on children’s lives; 

 SCCIF has resulted in a more proportionate approach to inspecting children’s homes (p.2). 
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According to Ofsted’s National Director for Social Care “(f)eedback from providers and inspectors 

suggests that we now spend more time listening to children and families and less time looking at 

policies and procedures. This means that inspections across a range of settings are likely to have a 

sharper focus on the lived experiences and progress of children” (Ofsted, 2019b). However, Ofsted 

also comment that concern remains regarding the consistency of their work and they concede that 

the commencement of SCCIF has not completely addressed these concerns (Ofsted, 2019a). The 

review, the first of its kind by Ofsted, is an attempt, to understand the strengths and weaknesses in 

the approach and to identify shortfalls and what can be done to make improvements. 

 

8.1.1 Powers of enforcement 

Under ILACS when a local authority is judged as inadequate, it enters the same monitoring 

arrangement that existed under SIF whereby there will be quarterly monitoring visits followed by an 

inspection under SIF. Ofsted use some professional discretion to decide exactly how this inspection 

regime is actualised. 

For services which it regulates Ofsted has a hierarchical range of enforcement powers which 

comprise statutory and non-statutory enforcement actions. Their compliance and enforcement 

powers are set out in the Care Standards Act, 2000 and apply to the following services: adoption 

support agencies, children’s homes (including secure children’s homes), residential holiday schemes 

for disabled children, independent fostering agencies, residential family centres and voluntary 

adoption agencies (Ofsted, 2018). 

Non-statutory enforcement actions available to Ofsted are: raise a requirement at 

inspection/monitoring visit; make a recommendation at inspection/monitoring visit; issue a warning 

letter and issue a simple caution. Statutory enforcement actions, which are available are: 

prosecution for an offence; imposing or varying conditions of registration; granting registration with 

conditions not previously agreed with the applicant; refusal of a request to vary or remove 

conditions or registration; serving a compliance notice; suspension of registration; restriction of 

accommodation; cancellation of a registration; refusal of a registration; emergency suspension; 

emergency action to vary or impose conditions of registration and emergency cancellation of 

registration (Ofsted, 2018). 

According to Ofsted, if a service is graded as good and is not breaching any regulations but there is 

some issue which needs to be addressed, it may just receive a recommendation. If there is a 

particular concern about a service, there may be monitoring visits carried out after a few weeks. If a 

service continues to fail to meet requirements under regulations then they can be served notice to 

close, staff can be suspended or in the instance of a residential service it may be required to limit its 

capacity. Ultimately a registration can be cancelled and a service can be required to close. A service 

has the right to go a tribunal and challenge a direction to close. At times service providers will agree 

to voluntarily close and this is preferable. 
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8.2 Scotland – the Care Inspectorate 

In Scotland the national regulator for care services is the Care Inspectorate. In April 2018, the Care 

Inspectorate commenced a new model for the way the wellbeing of children and young people is 

monitored and reported and plans for a similar model to underpin the regulation and inspection of 

care services are currently underway. This new model is termed the Quality Improvement 

Framework (QIF) The change was initiated as part of the Scottish government’s Child Protection 

Improvement Programme, which tasked the regulator with listening more closely to the voices of 

care experienced children and young people. In particular, Scottish Ministers wanted an increased 

emphasis on monitoring the experiences and outcomes for children and young people in need of 

protection or those in care. 

Prior to the commencement of this new model of work, the Care Inspectorate undertook a number 

of measures, which included: 

 “Speaking with care experienced children and young people, many of whom have also been 

involved in the child protection system; 

 Establishing an advisory group representing a broad range of key stakeholders with responsibility 

for protecting children and improving the lives of looked after children and care leavers; 

 Reviewing existing inspection findings” (https://www.celcis.org/news/news-pages/care-

inspectorate-joint-inspection/). 

Several key findings arose from these measures, which the QIF sought to incorporate. These were: 

 “The key message from children and young people was that they should be able to experience 

sincere human contact and enduring relationships. For staff to be able to do this they need to be 

well trained and supported. Therefore, the new inspection framework will explore how well staff 

are valued, supported and equipped to carry out this task; 

 Achieving high standards in assessment and planning is critical to ensure the safety of and outcomes 

for children and young people. There was consensus that improvements in performance here are 

supported by robust quality assurance and high-quality reflective supervision. The new framework 

will therefore consider the extent to which these are in place; 

 There is a need for a clearer collective understanding of when child protection concerns should give 

rise to consideration to compulsory measures of care. Thus, inspections will consider the 

appropriate use of legal measures to achieve security and stability in the lives of vulnerable children; 

 Strong collaborative leadership is essential. Inspections will thus include a focus on the role played 

by staff who work in adult services in protecting children and young people” 

(http://www.careinspectorate.com/index.php/knowledge-hub-wiki/28-publications/inspection-

reports-local-authority/inspection-reports-joint-inspections-of-children-s-services/4283-revised-

model-for-joint-inspections-for-children-and-young-people-2018). 

The Quality Inspection Framework is based on the European Foundation for Quality Management 

(EFQM) model and is arranged under six high-level overarching domains and gathers information 

against a number of quality indicators. The model encompasses outcome and impact as well as 

process, governance and leadership. 

Key features of the QIF are: an emphasis on a joint approach with inspections including Her 

Majesty’s Inspectorate of Constabulary in Scotland (HMICS), Healthcare Improvement Scotland (HIS) 

and Education Scotland; a key role played by young inspection volunteers; a range of different 

https://www.celcis.org/news/news-pages/care-inspectorate-joint-inspection/
https://www.celcis.org/news/news-pages/care-inspectorate-joint-inspection/
http://www.careinspectorate.com/index.php/knowledge-hub-wiki/28-publications/inspection-reports-local-authority/inspection-reports-joint-inspections-of-children-s-services/4283-revised-model-for-joint-inspections-for-children-and-young-people-2018
http://www.careinspectorate.com/index.php/knowledge-hub-wiki/28-publications/inspection-reports-local-authority/inspection-reports-joint-inspections-of-children-s-services/4283-revised-model-for-joint-inspections-for-children-and-young-people-2018
http://www.careinspectorate.com/index.php/knowledge-hub-wiki/28-publications/inspection-reports-local-authority/inspection-reports-joint-inspections-of-children-s-services/4283-revised-model-for-joint-inspections-for-children-and-young-people-2018
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activities used to gather evidence and an emphasis on self-evaluation where the child is placed at 

the centre: 

“Rather than a one-off activity that is done in isolation or in preparation for inspection, self-

evaluation is most useful when it is embedded in on-going partnership activity. For example, 

opportunities to undertake joint self-evaluation should be maximised and aligned to multi-agency 

corporate planning and reflected in the children’s service plan as well as the child protection 

committee and corporate parenting plans. Self-evaluation helps to establish a baseline from 

which to plan to improve outcomes for children, young people and families as well as promoting a 

collective commitment to set priorities for improvement which can be aligned with local business 

planning and providing a robust evidence base” (Care Inspectorate, 2018a, p.5). 

Scotland also introduced new health and social care standards in 2017, which are underpinned by 

five key principles: dignity and respect; compassion; inclusion; responsive care and support and 

wellbeing. The standards also place an emphasis on taking a human rights-based approach to care. 

 

8.2.1 Inspection of services for children and families 

In Scotland there are 32 local authority areas and within each there is a community planning 

partnership (CPP) which brings together key public, private, community and voluntary 

representatives to deliver better, more efficient public services. 

Services for children, young people and families delivered by the community planning partnership in 

each local authority area are inspected by the Care Inspectorate and involve a six-month process 

with ten days on site in the authority. Prior to the inspection the partnership is invited to submit a 

self-evaluation, which is used to decide on the focus of the inspection. Inspection activities while on 

site involve reading files including the review of assessments, plans and reviews. Inspection teams 

will endeavour to see as many children and young people as possible.  

A range of focus groups with professionals are also convened, which may incorporate single agency 

or multi-agency groupings. These groups are used to address questions which may have arisen over 

the course of the inspection thus far. Once the data is analysed and a report published, the 

partnership submits an action plan highlighting their approach to addressing any issues raised. 

 

8.2.2 Inspection of care services 

The children’s services team within the Care Inspectorate regulates and inspects: care homes for 

children and young people; fostering services; adoption services; school care accommodation 

services; secure care services; housing support services; support and care at home services; adult 

placement services and women’s aid services. The Children’s Services team comprises 24 inspectors, 

2 senior inspectors and 2 team managers. 

Currently there are 287 children’s care homes in Scotland, 60 of which are run by voluntary 

organisations, 107 which are privately run and 120 provided by local authorities. There are also 60 

fostering services, 28 of which are run by independent or not-for-profit organisations and one in 

each of the 32 local authorities (Care Inspectorate, 2019a). 
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Inspections of foster care services take place every two years while inspections of care homes take 

place yearly. However, inspections may be warranted more frequently and are based on the 

assessment of risk. 

If a service is considered to be performing well there may not be a need for more frequent 

inspections; however, if there were complaints received or changes to management, a decision may 

be made to carry out more frequent inspections. 

Joint inspections of residential schools are carried out with Education Scotland as part of a rolling 

programme. In the past there have been joint inspections carried out with the Mental Health 

Commission in secure care units but this was as part of a particular piece of work and not done as a 

matter of course. 

The children’s services team describe their work with services as ‘relationship based’ and to 

encourage this the same inspector carries out the inspection of a service over a period of years. By 

doing so a relationship is established between the inspector and the service thereby encouraging 

contact between inspections. However, the Care Inspectorate is cognisant of the need to balance 

the benefits of such a relationship-based approach with the pitfalls of regulator capture. To this end 

inspectors are rotated every couple of years. 

 

8.2.3 Service provider model 

Registration and inspection of children’s care services is based on the individual service where each 

individual service must be separately registered and inspected. Sometimes a number of premises 

might be linked to one service but when there is the same staff and management there only has to 

be one registration. 

Private, independent and charitable providers can sometimes be quite large and provide several 

difference services. Each service is registered and inspected separately but efforts are made to have 

a small number of inspectors carrying out all the inspection within one organisation. 

While within the Strategic Scrutiny, Children and Young People Team there are link inspectors, 

within the Children’s Services Team there are relationship managers. If one provider has twenty 

different services this can result in the involvement of a lot of different inspectors so the role of the 

relationship manager, usually assumed by a senior inspector, is to bring together all the feedback 

from the different inspections and feed back one consistent message to the provider. 

 

8.2.4 Focus on improvement 

In recent times the Care Inspectorate has been engaging in improvement work with services where 

this is deemed necessary. In 2017, the Care Inspectorate published an “Improvement Strategy 2017–

19” which details this approach and how it is applied both internally within the Care Inspectorate 

and externally in their work with service providers. Improvement in the context of the inspection 

and regulation and care services is defined as: 
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“Improvement is a different approach to assuring quality. It goes beyond traditional methods of 

setting targets, recommendations and requirements in order to see improvement in care quality, 

where it may be appropriate to do so. It brings a systematic approach to realising improvement in 

the quality of care which focuses on outcomes for people. While the responsibility for 

improvement rests with those providing and leading services, a true improvement approach 

brings people together to identify, plan and make the changes collaboratively where it has been 

clearly identified that it will make a difference to the lives of individuals. It provides opportunities 

and generates creativity and innovation” (Care Inspectorate, 2019b, p.5). 

The Care Inspectorate ascribe to the view that improvement will happen most effectively if it is 

carried out collaboratively and if it ensures that the voice of the service user is valued throughout 

the process. The diagnostic elements of modern scrutiny are considered important in evidencing to 

the public and to care leaders what is working well and what needs to improve and also as a means 

to help and prioritise what improvements are needed. 

Two main approaches to improvement are used by the Care Inspectorate: immediate or short- or 

medium-term improvement during the inspection process and themed and focused improvement 

support programmes. The latter can be led by the Care Inspectorate or in partnership with other 

bodies or other organisations. 

Inspectors have an improvement support team available to them who can provide particular advice 

or guidance to the inspection team around emerging issues which can then be shared with the 

services. This team comprises the head of improvement support, a team manager, consultants and 

improvement advisors who have subject matter expertise in specialist areas of health and wellbeing. 

Subject matter experts may also be consulted at times when required and may be requested to 

make direct contact with a service to offer specific advice. This type of work is seen as an example of 

the increasingly collaborative approach taken by the Care Inspectorate: 

“Since 2015, we have been changing the way we work with services. As well as continuing to 

ensure that services act in accordance with legislation and standards, we are collaborating more 

with services and partners to improve experiences and outcomes for individuals, families and 

carers” (Care Inspectorate, 2019a p.5). 

 

8.2.5 Voice of the child 

To facilitate the engagement of children and young people in the inspection process, the Care 

Inspectorate promotes the use of young inspection volunteers who are usually aged between 18 and 

26 years and have had some experience of using children’s services. Inspection volunteers are used 

both in the inspection of children and family services and care services. They are fully trained and 

the Care Inspectorate is working towards such inspection work becoming a qualification for those 

who undertake it.  

The Care Inspectorate is aware of the need for a balance to be struck between finding the best and 

most natural way of connecting with children and young people while at the same time not 

impacting on their rights. To this end inspectors will meet children and young people both 

individually or in groups if there are pre-existing appropriate groups they can meet with during an 
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inspection; however, they don’t ask a service to create a group on their behalf. It is the experience of 

the inspectors that it is easier to involve inspection volunteers in the inspection of larger care 

homes, where there is a captive audience, than very small care homes or foster care placements 

when they are visiting children or young people in their homes. 

 

8.2.6 Powers of enforcement 

Enforcement powers are specified in the Public Services Reform Scotland Act, 2010 (hereafter the 

Act). The Care Inspectorate states that “a graduated approach to enforcement is usually taken … 

adopting the least restrictive action that is likely to address the identified issues and bring about the 

necessary improvement/outcomes” (Care Inspectorate, 2018b, pp.4-5). The enforcement powers 

comprise informal and formal enforcement. If it is found that there are gaps and weaknesses in the 

way a service is being provided that impact on the health, wellbeing and safety of the child the first 

step is discussion with the provider to see if a resolution can be reached. 

Following discussion with the provider a requirement may be issued by the Care Inspectorate, which 

represents informal enforcement. This is a statement which outlines what the provider must do to 

improve outcomes for the service users and is used when there are “breaches of the legislation or 

conditions of registration which lead to actual or potential unsatisfactory outcomes for people who 

use services” (ibid, p.5). The requirement must refer to what standard or regulation has been 

breached and must be worded in a particular way and include timescales. The service provider must 

respond by providing an action plan and their response to requirements will be monitored and 

recorded by the Care Inspectorate. 

When informal enforcement does not succeed there are a number of formal enforcement options 

available under the Act, all of which can be reviewed and appealed by service providers. Under 

section 66 of the Act a condition notice may be issued which imposes an additional condition or 

varies an additional condition of registration. Section 62 facilitates the issuing of an improvement 

notice, which can be used when there is a serious breach of regulations or conditions of regulations. 

This details the nature of the improvement required, the legal basis for the action and the timescale 

allowed. Section 64 is a cancellation notice, which is used when the timescale for meeting the terms 

of the improvement notice has expired without compliance. The Care Inspectorate also has a range 

of emergency procedures available to it, which can be used when it is considered that there is a 

serious risk to the life, health or wellbeing of persons. 

All enforcement powers are available for use across all registered care services regardless of type or 

provider. However, cancellation of services, under Section 64, is not available in respect of local 

authority care or child and family services. If a local authority-provided care service fails to comply 

with an improvement notice issued, the Care Inspectorate must report on this to the Scottish 

Ministers and also provide to the Ministers any other relevant information such as previous 

inspection reports, complaint resolution letters and any other associated documentation. 

Overall enforcement action, including closure, is less clear for the inspection of community planning 

partnerships. The implementation of action plans is monitored and in areas where there are 

particular concerns this can generate a lot of Ministerial interest and according to the Care 
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Inspectorate, Scottish ministers tend to take a keen interest in poor inspection outcomes and may 

enter into their own discussions with local authorities about the need to improve. 

In circumstances when an inspection outcome is poor, a decision can be taken to undertake a 

progress review and the Care Inspectorate can provide a link inspector to help support 

improvement. There is a link inspector arrangement with all 32 local authority areas in Scotland and 

this additional capacity is put in place in negotiation with community leaders in the area. 

The role of the link inspector normally includes: 

 Monitoring performance and quality of social work services; 

 Monitoring performance of partnership public protection arrangements; 

 Identifying factors which are supporting social work services to deliver good or improved 

outcomes, and any barriers; 

 Highlighting risks to the above, and their potential impact; 

 Identifying good practice within social work services and disseminating these more widely; 

 Supporting partners’ efforts to build capacity for continuous improvement. 

Arrangements for additional support over and above these roles are not the norm and would be 

negotiated based on need, taking account of available resources. The period of involvement will be 

dependent on need and the Care Inspectorate’s ability to resource support alongside other 

priorities. Additional other improvement support may be commissioned directly by local areas or be 

provided by other bodies such as the Improvement Service (www.improvementservice.org.uk). 

Particular emphasis is placed in the Care Inspectorate’s enforcement policy on professional 

judgement and consistency. The policy requires the Care Inspectorate to act fairly and 

proportionately. 

 

8.3 Wales - Care Inspectorate Wales 

Care Inspectorate Wales (CIW) is the independent regulator of social care and child care in Wales. 

The service is responsible for registering, inspecting and acting to improve the quality and safety of 

services for the wellbeing of the people of Wales (CIW, 2018a). 

In terms of children’s social services, CIW regulates and inspects children’s homes, fostering agencies 

and adoption agencies. It also reviews and inspects local authority children social services and 

reports on the effectiveness of these services. 

Also, every year CIW carries out a programme of national and thematic inspection of social services 

and social care and reports on the outcome. These reports are given to Welsh Ministers, policy 

makers and the public to promote improved social services and social care practice 

(http://careinspectorate.wales/our-reports/national-and-thematic-reports). 

Two teams within CIW are responsible for the inspection and regulation of children’s social services: 

the local authority inspection team and the adult and children’s services inspection team. 

http://www.improvementservice.org.uk/
http://careinspectorate.wales/our-reports/national-and-thematic-reports
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The local authority inspection team carries out inspections of children’s services and themed 

inspections. The inspections focus on the effectiveness of local authority services and arrangements 

to help and protect children and their families. 

Working in partnership with other inspectorates, for example Healthcare Inspectorate Wales and 

Her Majesty’s Inspectorate of Prisons, is reported to be an important part of the work of the local 

authority team. This is done to avoid duplication of work and to maintain a social care focus during 

inspection activity (CIW, 2018a). 

The adult and children’s services inspection team is responsible for ensuring that regulated care 

services for children provide good quality safe care and to encourage and drive improvement. 

To achieve this goal CIW: 

 Undertake a programme of inspection activity; 

 Consult with people who use services and respond to concerns from users of those services, 

families, carers and the general public; 

 Produce reports of all inspection activities with a focus on the outcomes the service is achieving; 

 Ensure the development of and effective engagement with other stakeholders including people who 

use services and carers, local authority commissioners, safeguarding officers and wider Welsh 

Government; 

 Work with other regulators including Social Care Wales, the police and other inspectorates to 

support effective delivery of regulation. 

There is an impending change in the legislation in Wales, the implementation of the Regulation and 

Inspection of Social Care (Wales) Act 2016, which will commence in 2018/2019 and will represent a 

step change in how adult and children’s services are regulated. This legislation will “place people 

firmly at the centre of regulation, focusing on their personal outcomes and what matters to them. It 

begins with an entirely new model of regulation, placing accountability for the quality of care firmly 

at the highest level within the provider organisation” (CIW, 2018a, p.22). As part of this CIW 

published a suite of new guidance documents for service providers, a code of practice for inspectors 

and information on the new improvement and enforcement policy under the new Act. CIW also 

hosted a series of twelve provider events across Wales and offered individual advice and guidance. 

 

8.3.1 Provider model of registration 

Of particular note in the new Social Care (Wales) Act 2016 is the move away from a system whereby 

a separate registration with CIW is required for each location where a service was provided by an 

organisation to one where a single registration contains all the details of the types of services and 

their location (CIWc, 2018). 

 

8.3.2 Improvement and enforcement policy 

A new policy, entitled Securing improvement and enforcement policy (CIW 2018b), took effect from 1 

May 2018 and is operational for all regulated children’s homes and became operational for adoption 

and fostering services from 1 April 2019. 
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CIW now have a range of improvement and enforcement tools available, which span civil and 

criminal powers. The civil powers enable CIW to focus on reducing risk, while the criminal powers 

can be used to hold service providers and designated responsible individuals accountable for serious 

failures. 

Enforcement action against registered providers can be taken at three different levels: 

 Individual service level, i.e. against a single service carried out at a specific place, such as a care 

home; 

 Service-wide level, i.e. in relation to each of the services of a specific type operated (e.g. domiciliary 

support services) by the provider; or 

 Provider level, i.e. for all service types operating within a provider’s portfolio (e.g. domiciliary 

support services, home care services, etc.). 

Civil powers enable CIW to: 

 Prevent the provider from continuing to operate the service (where necessary, this action could be 

taken urgently); 

 Suspend the provider for a set period of time; 

 Limit the operation of the provider, for example prevent new admissions to the service; 

 Require the provider to take certain actions; 

 Determine the provider as a service of concern/provider of concern; 

 Undertake intensive monitoring of the provider; 

 Undertake a provider-level inspection.  

Criminal powers enable CIW to: 

 Initiate a criminal investigation; 

 Issue a penalty notice; 

 Recommend a prosecution. 

CIW have developed an illustrative pathway that sets out their approach to improvement and 

enforcement activity, which is shown in Appendix 6 (CIW, 2018b). 

 

8.4 Northern Ireland – The Regulation and Quality Improvement Authority 

The Regulation and Quality Improvement Authority (RQIA) is the independent body responsible for 

monitoring and inspecting the availability and quality of health and social care services in Northern 

Ireland, and encouraging improvements in the quality of those services.  

RQIA was established under The Health and Personal Social Services (Quality, Improvement and 

Regulation) (Northern Ireland) Order 2003. The Order also places a statutory duty of quality upon 

health and social care organisations and requires the Department of Health Social Services and 

Public Safety (DHSSPS) to develop standards against which the quality of services can be measured 

(https://rqia.org.uk/who-we-are/about-rqia/). 

https://rqia.org.uk/who-we-are/about-rqia/
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RQIA has three main areas of work: registering and inspecting a wide range of independent and 

statutory health and social care services; working to assure the quality of services provided by the 

Health and Social Care Board (HSCB), Health and Social Care (HSC) trusts and agencies through its 

programme of reviews and undertaking a range of responsibilities for people with mental ill health 

and those with a learning disability. 

RQIA has four stakeholder outcomes, which define its work to demonstrate its effectiveness and 

impact as a regulator. These are: 

 Is care safe? 

 Is care effective? 

 Is care compassionate? 

 Is the service well led? 

In terms of the inspection and regulation of children’s social services, RQIA inspects children’s homes 

at least twice a year. Most inspections are unannounced, and the quality of the services provided is 

assessed against regulations and associated DHSSPS care standards. 

The Health and Personal Social Services (Quality, Improvement and Regulation) (Northern Ireland) 

Order 2003, requires RQIA to conduct reviews of, and make reports on, arrangements by statutory 

bodies for the purposes of monitoring and improving the quality of health and social care services 

for which they have responsibility (RIQA, 2015, p.1). 

During the reviews RQIA examines the service provided, highlights areas of good practice and makes 

recommendations for improvement. The findings are reported and shared with the wider health and 

social care sector. Also, when required, RQIA carried out reviews and investigations to respond to 

specific issues of concerns or failures in service provision (RQIA, 2016). 

In 2018 RQIA published a review of the governance arrangements for child protection in Northern 

Ireland across the health and social care trusts (RQIA, 2018); a previous review was carried out in 

2008. This review considered a range of themes which were: corporate leadership and 

accountability; workforce; workload and management of unallocated cases; supervision; training; 

assessment; records management and record keeping; interdisciplinary working at an operational 

level and compliance with policies and procedures. It also reported on progress on the 

implementation of findings of the previous review of child protection services, which was published 

in 2011. 

To carry out the review, RQIA revisited child protection services to review the implementation of the 

recommendations from the previous review and to analyse progress; focus groups were held with 

over 200 health and social care professionals; social workers’ client notes were audited and 

meetings were held with senior management teams in the trusts and at the Health and Social Care 

Board. 
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8.4.1 Enforcement powers 

In the context of registered children’s homes, the enforcement powers, which are available to RQIA 

include: the issuing of failure to comply with regulations; placing conditions of registration; taking 

action to impose fines; prosecution and closure of a service. 

 

8.5 Conclusion 

Across the UK there is a discernible pattern where community-based services, such as child 

protection and welfare services, are more likely to be inspected or reviewed by the inspection body. 

Residential services, however, are licenced or registered across all four countries. Enforcement 

powers are generally available to inspection bodies in relation to services which are licenced or 

registered but there is no evidence to suggest that these are operationalised in relation to services 

provided by the state or, as is the case in Scotland, it is a policy position that such powers will not be 

used in this context. Table 8.5.1. provides a breakdown of children’s social services that are 

inspected and those that are licenced and registered across the UK. 

 

 

 

 

 

 

 

Table 8.5.1. Breakdown of children and young people’s services inspected and registered across the UK 

Country Inspected Licenced/Registered 

England Local authority children’s services 

Oversight of fostering function of 

local authorities 

Social care services provided by 

charitable and private 

independent providers 

Scotland Services for children, young 

people and families delivered by 

Community Planning Partnerships 

Voluntary, private & local 

authority care homes for children 

and young people  

Independent, not for profit and 

local authority fostering agencies 

Independent, not for profit and 

local authority adoption services 
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Voluntary, private & local 

authority school care 

accommodation 

Voluntary & local authority secure 

care 

Wales Local authority children’s social 

services 

Children’s homes 

Fostering agencies (excluding 

local authority) 

Adoption agencies 

Northern Ireland Review of child protection 

services 

Residential care homes 
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9. Findings from the roundtable discussion 

Discussion at the roundtable meeting focussed on Ireland’s current social care regulatory framework 

and sought input from key service providers currently involved in the delivery of services in this 

sector. Attendees were asked to provide information on their experience of regulation as a driver of 

quality and safety; the features of inspection, regulation and accreditation that are helpful and any 

features of same which impact on quality. A number of key themes were raised. 

9.1 Culture of an organisation 

There was consensus amongst those present that when an assessment is being made regarding what 

makes a service successful, be it through inspection or regulation, consideration must be given to 

the culture of the organisation, which includes the underlying ethos and governance structures of 

the organisation.  

9.2 Resources available to an organisation to instigate suggested changes 

It was suggested that consideration should be given to the resources available to an organisation 

when changes are suggested in an inspection report, for example staffing levels in child protection 

and welfare services. 

9.3 The life cycle of a service 

Where services are in their life cycle impacts what type of regulation or inspection is appropriate. A 

monitoring approach, which is more risk based, may be the most appropriate approach in the first 

cycle but in the second cycle the approach might be more thematic. 

A regulatory approach shouldn’t encompass one model or approach only and must be dynamic and 

flexible. 

9.4 The importance of governance 

It was considered important by the attendees not to over-regulate a sector. The initial focus should 

be on getting the sector safe and getting governance right within the sector. If governance is strong 

and the service can demonstrate that their quality assurance is reliable then the service should be 

left to self-govern. 

9.5 Over-regulation 

Too much regulation can create an onerous administrative burden for services.  

It was pointed out that there is a narrative within children’s residential services currently that the 

sector is over-regulated and that the outcomes that are achieved through the current inspection 

process are not commensurate with the current regulatory framework. 

There was also a view that within some services being inspected by Tusla, while standards are being 

adhered to, regulations are getting lost perhaps because they are considered outdated and in need 

of reform. 
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9.6 Regulation and enforcement in foster care and child protection and welfare services 

When thinking about the regulation of foster care and child protection and welfare services, a key 

consideration raised by the attendees is how can a statutory service (HIQA) regulate another 

statutory service (Tusla) and what enforcement is possible in this scenario? However, the view was 

expressed that if service provision falls below a certain expected standard, something significant 

must happen. It was suggested that even the threat of enforcement can make a difference to service 

provision. Also, some form of licencing could be used if the service is not considered to be fit for 

purpose. Another suggestion was that accreditation could be considered alongside regulation. 

However, it was pointed out that care would have to be given to what type of accreditation would 

be used and also that accreditation can have a deflating impact on those who don’t receive it.  

It was argued by some present that the cessation of child protection and welfare services can’t be 

used as an enforcement as the service has to continue. Conversely, the view was stated that maybe 

the child protection and welfare services can and should be ceased if they are found to be below 

standard. It was suggested that there is a culture of accountability missing at times in public services. 

It was suggested that when considering regulation within the community sector it may be helpful to 

think in terms of what the child needs rather than what the provider shall provide.  

9.7 Designated centres model 

As outlined above, it is planned that in time all residential care services will be registered as 

designated centres. The experience from the disability and older people services sectors, where 

designated centres are the norm, is that the current model of designated centres does not always 

work well as it results in services attempting to conform to a model that may not suit their service. It 

was also stated that there can be a tension between not supporting innovative models and the “one 

size fits all” approach. However, the view was also expressed that the designated centre concept is 

very embedded in the Health Act, and in other legislation, and should not be discarded. Yet there 

have been calls to reform the Health Act in particular in relation to home care (which has some 

commonality with foster care and child protection and welfare services). 
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10. HIQA 2017 papers on disability and older people’s services 

In 2017 HIQA published two papers on disability and older people’s services (HIQA, 2017a & HIQA, 

2017b). These papers consider the significance of some of the provisions of the Health Act 2007, in 

particular the concept of a “designated centre”, in terms of its relevance to current and emerging 

models of care within these two sectors. These papers set out HIQA’s views on how care for older 

people and those with disabilities could potentially be regulated in the future. The papers are also 

informed by discussions that took place with a range of stakeholders from advocacy and or service-

user groups, service providers, housing providers and the HSE.  

Given the planned move of all children’s residential services to become registered as designated 

centres under the Health Act, 2007, outlined earlier, it is of interest to review how the current 

legislative and regulatory framework is operating within the disability and older people’s sectors. 

There is no definition of a residential service contained in the Health Act 2007. However, the 

guidance for providers of disability services (HIQA, 2015) provides a working interpretation, which 

describes a service providing both accommodation and care. However, it is pointed out in the papers 

that in both sectors there are a number of settings where older people and those with disabilities 

are cared for that do not fall under the current definition of a designated centre and are therefore 

unregulated.  

In the paper on disability it is suggested that community and residential services for people with 

disabilities such as group homes, that is the practice of grouping two or three houses together and 

the desire for such a living arrangement to be considered a person’s home, do not fit well with 

current regulatory models and, in particular, the legislation relevant to designated centres. 

Stakeholders who were consulted were critical of this “one size fits all” approach to regulation.  

There was a general consensus amongst the stakeholders consulted in relation to older people’s 

services that there is a need to increase the availability of home- and community-based services in 

line with the preference of most older people to be cared for in their own home. This presents 

challenges for HIQA in terms of applying the concept of a designated centre to such models of 

service delivery. To this end it has been signalled by the government that home care services will be 

regulated in the near future but also that there will need to be other changes to the legislation to 

reflect this approach to service delivery. 

Two different approaches to regulation within disability services were evident in the countries 

reviewed in the paper: a “service-based” model and an “establishment approach”. In a service-based 

arrangement, service providers are required to register only once with the regulatory body as 

opposed to the location or care setting. Examples of such an approach in Wales, England, Scotland 

and New Zealand are detailed in the paper. In Queensland, Australia service providers must register 

to become eligible to apply for funding from the state. Examples of an “establishment approach”, 

whereby all locations where a service is provided must be registered with the country’s regulatory 

body, were detailed in Northern Ireland and British Columbia in Canada.  

Similar to disability services, the regulation of services for older people are based on a “service-

based” model in Wales, England, Scotland, New Zealand, whereas in Northern Ireland and British 

Columbia, Canada the approach is focused on “establishment or agency”. In Australia service 
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providers wanting to provide care to older people are known as “approved carers” and must apply 

to a national accreditation body which assesses compliance with standards. Failure to attain 

accreditation can result in withdrawal of financial support from the state. 

HIQA put forward a number of advantages offered by a service-based approach to regulation and 

assert that there is a persuasive argument for pursuing such an approach: 

1. It provides clarity to service users, providers and regulators; 

2. Separate regulations can be tailored to the service model; 

3. Service providers can be more flexible and innovative. For example, they could accommodate 

different service users with different support needs in the same setting; 

4. Administration would be reduced, both for the service provider and for the regulator. 

(Source: HIQA, 2017a, p.35) 

This approach of a service-based model is taken to allow for greater flexibility in the approach to 

service provision. In England for example regulations provide for “fundamental standards” for all 

activities regulated, thereby enabling proportionality to be applied to the application of regulations 

to different types of services.  

To move to such an approach within either sector would necessitate a review of sections dealing 

with registration in the Health Act, 2007 and a review of the sections dealing with enforcement as 

the focus of enforcement would move from the designated centre to the service provider. 

Consideration would also need to be given to the regulation of activities provided by the registered 

service providers. In order to do so each activity would require a carefully devised definition. 

Decisions would also need to be made regarding whether or how frequently a service provider 

would need to re-register. It is suggested that separate registration of service providers may be 

useful in the context of newly emerging models of care where new and different activities are 

provided. It would also have to be decided whether there should be an overarching set of 

regulations, which set out the governance and management requirements for service providers.  

Also considered important in this context is the provision of a definition of what is meant by “care” 

as there is currently no definition in the Health Act 2007 or its associated regulations. It is also 

suggested that any newly developed legislation be “future-proofed” as far as is practicable to allow 

the law to respond to newly emerging models of care. 

The view is put forward in both papers that the cyclical registration process is overly administratively 

burdensome both for HIQA and for service providers. It is HIQA’s contention that the requisite to re-

register services detracts from their ability to target resources to services where they have identified 

the highest level of risk. Removing this obligation would enable them to pursue a responsive 

regulatory approach although to do so would have a financial impact on the organisation. It is also 

pointed out that it diverts resources away from the ability of HIQA to carry out quality improvement 

initiatives, such as thematic inspections. 
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11. Conclusion 

This review paper has provided an insight into the practice of regulation of children’s social services 

across Ireland, the UK, mainland Europe, Malta, Australia and New Zealand. The model of inspection 

and regulation used by HIQA has marked similarities with that in use in the UK and Malta and differs 

from those used elsewhere where more than one organisation has a role in regulating children’s 

social services. 

While it is evident that regulation and inspection has a crucial role to play in the ensuring the 

provision of safe and effective services to vulnerable children and young people, the literature and 

experiences of other jurisdictions outlines a range of issues that need to be acknowledged and 

addressed. 

Central to these is the need for regulatory frameworks to be dynamic, proportional, adaptable to 

change and to accurately capture the lived experiences of the children, young people and families 

who are using the services that are being inspected. To do this it is suggested that a regulatory 

framework needs to be responsive and combine the dual goals of assessing the compliance of the 

service whilst simultaneously developing improvement capability. Also considered important is the 

triangulation of evidence to gain an insight into the practice of the service being inspected and the 

experiences and outcomes for children and families. 

It is evident from the literature that there is a need for regulation to consider the social and political 

context in which an inspection takes place, the deprivation inherent in the area in which the service 

is operating and the resources available to that service to implement improvements that are 

recommended. These sentiments were also echoed by those present at the roundtable discussion.  

Questions are raised in the literature regarding how judgements are made during inspections and 

whether inspection and regulation leads to improvements in service provision and how this can be 

measured. It is recommended that there needs to be discussion in inspection reports regarding the 

links between inspection recommendations and outcome for children and families and an increased 

emphasis on “quality of effect” (Friedman, 2001). The literature and experience of other jurisdictions 

also cautions about the impact that inspection and regulation can have, in particular on the morale 

of a service in the aftermath of a negative judgement. 

It was evident from some of the countries reviewed that there is a need for inspection to look 

beyond standards and detailed criteria towards bettering the quality of people’s lives by considering 

the systems and contexts in which services are operating. Added to this, the use of joint inspections 

between the inspection body and other relevant or related services was noted in a number of the 

jurisdictions discussed in the paper. 

In Ireland it is planned that all children’s residential care homes will be registered as designated 

centres. However, it was noted at the roundtable discussion that there are some drawbacks to the 

current use of this regulatory approach within disability and older people’s services, most notably 

the “one size fits all” nature of it and the limitation it places on supporting innovative models of 

intervention. The HIQA papers on disability and older people’s services detailed in this review 

address this issue and suggest the use of a provider-based model of registration where the provider 

is registered and licenced rather than the location of the service. It is suggested that such an 
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approach provides room for service providers to be more innovative in the services they offer to 

their clients and addresses the drawback of the “one size fits all” approach of the designated centre 

model. Variations on such a model were evident in a number of the jurisdictions reviewed.  

HIQA has indicated its preference for increased regulation in the children’s social services sector and 

in particular it is their belief that integral to the success of regulation as a driver of quality and safety 

are enforcement powers to ensure the implementation of recommendations made. While it is 

planned that all children’s residential services will soon be registered there is no commensurate 

registration framework for community-based services such as foster care or child protection and 

welfare services. HIQA has stated their view that there should be more powers in the regulation of 

child protection and welfare and foster care services and that this should encompass a framework 

which is service based and reflective of the pathway or journey that a case takes.  

On the basis of the findings in this paper, some countries have a hierarchy of enforcement powers 

available for use across a range of children’s social services. Enforcement powers associated with the 

registration and licencing of services were available to some of the inspection bodies reviewed. 

However, such regulatory powers are more likely to be used in respect of privately provided services 

and children’s residential services. A number of attendees at the roundtable discussion outlined 

concerns that the cessation of child protection and welfare services cannot be used as an 

enforcement power as such services have to continue. 

As outlined in this paper, HIQA are currently reviewing their regulatory framework and are 

proposing to develop national standards for children’s social services and a child protection and 

welfare thematic programme of inspection. HIQA was established in 2007 and since then there has 

been much change and development in children’s social services in Ireland, including the 

establishment of Tusla in 2014 and more recently the roll out of a national approach to practice. It is 

within this context of significant change in regulation and social work practice over the last decade 

that proposals for further change should be considered. 

 

 

 

 

 

  



 

57 

 

Bibliography 

Association of Directors of Children’s Services (ADCS) (2017) ILACS Framework – Comment. Available 

at: https://adcs.org.uk/inspection/article/ilacs-framework-comment 

 

Black, J. (2005) The Emergence of Risk-Based Regulation and the New Public Risk Management in the 

United Kingdom. Public Law, pp.512-548. 

 

Black, J. and Baldwin, R. (2008) Really Responsive Regulation. Modern Law Review, 71, pp.59-94. 

 

Black, J. and Baldwin, R. (2010) Really Responsive Risk-Based Regulation. Law & Policy, Vol. 32, No. 2, 

pp 181-213. 

 

Buckley, H., Skehill, C. and O’Sullivan, E. (1997) Child Protection Practices in Ireland. Dublin: Oak Tree 

Press. 

 

Buckley H. (2003) Child Protection Work: Beyond the rhetoric. London: Jessica Kingsley Publishers. 

 

Care Inspectorate (2018a) A quality framework for children and young people in need of care and 

protection. Scotland: Care Inspectorate. 

 

Care Inspectorate (2018b) Enforcement Policy. Scotland: Care Inspectorate. Available at: 

http://www.careinspectorate.com/images/documents/4474/Enforcement%20Policy_v3.pdf 

 

Care Inspectorate Wales (2018a) Chief Inspector’s Annual Report 2017-18. Wales: Care Inspectorate 

Wales. Available at: https://careinspectorate.wales/annual-report-2017-2018 

 

Care Inspectorate Wales (2018b) Securing improvement and enforcement policy. Wales: Care 

Inspectorate. Available at: https://careinspectorate.wales/sites/default/files/2018-06/180601-

securing-improvement-enforcement-policy-en.pdf 

 

https://adcs.org.uk/inspection/article/ilacs-framework-comment
http://www.careinspectorate.com/images/documents/4474/Enforcement%20Policy_v3.pdf
https://careinspectorate.wales/annual-report-2017-2018
https://careinspectorate.wales/sites/default/files/2018-06/180601-securing-improvement-enforcement-policy-en.pdf
https://careinspectorate.wales/sites/default/files/2018-06/180601-securing-improvement-enforcement-policy-en.pdf


 

58 

 

Care Inspectorate Wales (2018c) Regulation and Inspection of Social Care (Wales) Act 2016 – Re-

registration guidance for providers. Available at: 

https://careinspectorate.wales/sites/default/files/2018-04/180409reregistrationguiden.pdf 

Care Inspectorate (2019a) A review of care services for children and young people, 2014-2017. 

Findings from the Care Inspectorate. Scotland: Care Inspectorate. 

 

Care Inspectorate (2019b) Care Inspectorate. Improvement Strategy 2017-19. Scotland: Care 

Inspectorate. Available at: 

http://www.careinspectorate.com/images/Improvement_strategy_2017_19_online.pdf 

 

Community Care (2017) Inspectors to spend more time with social workers under new Ofsted 

regime. Available at: https://www.communitycare.co.uk/2017/10/09/inspectors-spend-time-social-

workers-part-new-inspections/ 

 

Community Care (2017) What social workers need to know about Ofsted’s new inspection regime. 

Available at: http://www.communitycare.co.uk/2017/11/29/social-workers-need-know-ofsteds-

new-inspection-regime/ 

 

Community Care (2018a) Social worker on inspections: ‘The drive to compliance in the run up to the 

Ofsted visit was striking’. Available at: https://www.communitycare.co.uk/2018/03/08/social-

worker-inspections-drive-compliance-run-ofsted-visit-striking/ 

 

Community Care (2018b) Ofsted’s new social care chief on swapping local authorities for inspections. 

Available at: https://www.communitycare.co.uk/2018/07/11/darth-vader-cards-staff-ofsteds-new-

social-care-chief-swapping-local-authorities-inspections/ 

 

Department of Health and Human Services (2018) Better regulatory practice framework. Victoria, 

Australia: Victoria State Government. Available at: https://dhhs.vic.gov.au/publications/better-

regulatory-practice-framework 

 

Department of the Taoiseach (2007) Bodies in Ireland with Regulatory Powers. Available at: 

https://www.taoiseach.gov.ie/attached_files/Pdf%20files/Bodies%20in%20Ireland%20with%20Regu

latory%20Powers.pdf 

 

https://careinspectorate.wales/sites/default/files/2018-04/180409reregistrationguiden.pdf
http://www.careinspectorate.com/images/Improvement_strategy_2017_19_online.pdf
https://www.communitycare.co.uk/2017/10/09/inspectors-spend-time-social-workers-part-new-inspections/
https://www.communitycare.co.uk/2017/10/09/inspectors-spend-time-social-workers-part-new-inspections/
http://www.communitycare.co.uk/2017/11/29/social-workers-need-know-ofsteds-new-inspection-regime/
http://www.communitycare.co.uk/2017/11/29/social-workers-need-know-ofsteds-new-inspection-regime/
https://www.communitycare.co.uk/2018/03/08/social-worker-inspections-drive-compliance-run-ofsted-visit-striking/
https://www.communitycare.co.uk/2018/03/08/social-worker-inspections-drive-compliance-run-ofsted-visit-striking/
https://www.communitycare.co.uk/2018/07/11/darth-vader-cards-staff-ofsteds-new-social-care-chief-swapping-local-authorities-inspections/
https://www.communitycare.co.uk/2018/07/11/darth-vader-cards-staff-ofsteds-new-social-care-chief-swapping-local-authorities-inspections/
https://dhhs.vic.gov.au/publications/better-regulatory-practice-framework
https://dhhs.vic.gov.au/publications/better-regulatory-practice-framework
https://www.taoiseach.gov.ie/attached_files/Pdf%20files/Bodies%20in%20Ireland%20with%20Regulatory%20Powers.pdf
https://www.taoiseach.gov.ie/attached_files/Pdf%20files/Bodies%20in%20Ireland%20with%20Regulatory%20Powers.pdf


 

59 

 

Elliott, D. (2009). The failure of organizational Learning from crisis—A matter of life and death? 

Journal of Contingencies and Crisis Management, 17, 157-168. 

 

Friedman, M. (2001). The results and performance accountability implementation guide. Retrieved 

from www.raguide.org (Accessed January 31 2018.) 

 

Furnival, J., Walshe, K. and Boaden, R. (2017) Emerging hybridity: comparing UK healthcare 

regulatory arrangements. Journal of Health, Organisations and Management, Vol. 31, Issue 4, pp. 

517-528. 

 

Health Information and Quality Authority (HIQA) (2015) What constitutes a designated centre for 

people with disabilities? Guidance for provider organisations. Dublin: HIQA. 

 

Health Information and Quality Authority (HIQA) (2017a) Exploring the regulation of health and 

social care services. Disability Services. Dublin: HIQA. 

 

Health Information and Quality Authority (HIQA) (2017b) Exploring the regulation of health and 

social care services. Older People’s Services. Dublin: HIQA. 

 

Health Information and Quality Authority (HIQA) (2018a) Report of the investigation into the 

management of allegations of child sexual abuse against adults of concern by the Child and Family 

Agency (Tusla) upon the direction of the Minister for Children and Youth Affairs. Dublin: HIQA. 

 

Health Information and Quality Authority (HIQA) (2018b) Document to inform the first meeting of 

the Standards and Guidance Programme Advisory Group, December 2018. Dublin: HIQA. 

 

Health Information and Quality Authority (HIQA) (2019) Overview report on the inspections of 

statutory foster care services 2017 to 2018. Dublin: HIQA. 

 

Hood, R., Grant, R., Jones, R. and Goldacre, A. (2016) A study of performance indicators and Ofsted 

ratings in English child protection services. Children and Youth Services Review, 67 (4) pp. 50-56. 

 



 

60 

 

Hood, R., Nilsson, D. and Habibi, R. (2018) An analysis of Ofsted inspection reports for children’s 

social care services in England. Child & Family Social Work. DOI: 10.1111/cfs.12607 

 

 

Houses of the Oireachtas, Joint Oireachtas Committee on Children and Youth Affairs (2017) Report of 

the provision of foster care services in Ireland. Available at: 

https://data.oireachtas.ie/ie/oireachtas/committee/dail/32/joint_committee_on_children_and_you

th_affairs/reports/2017/2017-11-09_report-on-the-provision-of-foster-care-services-in-

ireland_en.pdf 

 

iMPOWER (2015) A Brave New World – Is Inspection Improving Children’s Services? England: Local 

Government Association. Available at: https://www.impower.co.uk/reports/a-brave-new-world-is-

inspection-improving-childrens-services 

 

Kennedy, E. (1970) Reformatory and industrial schools system report 1970, chaired by District Justice 

Eileen Kennedy. Dublin: The Stationery Office. 

 

La Valle, I., Holmes, L., Gill, C., Brown, R., Hart, D. and Barnard, M. (2016) Improving Children’s Social 

Care Services. Results of a feasibility study. London: CAMHS Press. 

 

McGregor, C. (2014) Why is history important at moments of transition? The case of 

‘transformation’ of Irish child welfare via the new Child and Family Agency. European Journal of 

Social Work, 17, 5, pp.771-783. 

 

McGuinness, C. (1993) Kilkenny Incest Investigation. Dublin: Government Publications Office. 

 

Ministry of Social Development (2018) Strengthening independent oversight of the Oranga Tamariki 

system and of children’s issues in New Zealand: a consultation document. New Zealand: Ministry of 

Social Development. 

 

Munro (2014) Review of first eleven Ofsted inspections of services for children in need of help and 

protection, child looked after and care leavers, and local Safeguarding Children Boards. Available at: 

https://www.ehcap.co.uk/content/sites/ehcap/uploads/NewsDocuments/219/Review-by-Professor-

Eileen-Munro-of-the-first-eleven-Ofsted-inspections-of-childrens-services-and-reviews-of-LSCBs.PDF 

https://data.oireachtas.ie/ie/oireachtas/committee/dail/32/joint_committee_on_children_and_youth_affairs/reports/2017/2017-11-09_report-on-the-provision-of-foster-care-services-in-ireland_en.pdf
https://data.oireachtas.ie/ie/oireachtas/committee/dail/32/joint_committee_on_children_and_youth_affairs/reports/2017/2017-11-09_report-on-the-provision-of-foster-care-services-in-ireland_en.pdf
https://data.oireachtas.ie/ie/oireachtas/committee/dail/32/joint_committee_on_children_and_youth_affairs/reports/2017/2017-11-09_report-on-the-provision-of-foster-care-services-in-ireland_en.pdf
https://www.impower.co.uk/reports/a-brave-new-world-is-inspection-improving-childrens-services
https://www.impower.co.uk/reports/a-brave-new-world-is-inspection-improving-childrens-services
https://www.ehcap.co.uk/content/sites/ehcap/uploads/NewsDocuments/219/Review-by-Professor-Eileen-Munro-of-the-first-eleven-Ofsted-inspections-of-childrens-services-and-reviews-of-LSCBs.PDF
https://www.ehcap.co.uk/content/sites/ehcap/uploads/NewsDocuments/219/Review-by-Professor-Eileen-Munro-of-the-first-eleven-Ofsted-inspections-of-childrens-services-and-reviews-of-LSCBs.PDF


 

61 

 

 

Munro, E. and Gilligan, R. (2013) The ‘dance’ of kinship care in England and Ireland: Navigating a 

course between regulation and relationships. Psychological Intervention, 22, pp.185-192. 

 

Ofsted (2018) Social Care Compliance Handbook. England: Ofsted. Available at: 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file

/776880/Social_care_compliance_handbook_Oct_2018_updated-060218.pdf 

 

Ofsted (2019a) Implementation review of the social care common inspection framework. Overview 

of findings. Available at: 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file

/781887/SCCIF_review_summary_270219.pdf 

 

Ofsted (2019b) Implementing the social care common inspection framework – how did we do? 
Available at: https://socialcareinspection.blog.gov.uk/2019/03/01/implementing-the-social-care-
common-inspection-framework-how-did-we-do/ 

 

Palsson, D. (2018) Securing the floor but not raising the ceiling? Operationalising care quality in the 

inspection of residential care for children in Sweden. European Journal of Social Work. DOI: 

10.1080/13691457.2018.1476331 

 

Preston-Shoot, M. (2008) Regulating the road of good intentions: Observations on the relationship 

between policy, regulations and practice in social work. Practice, 13 (4), pp.5-20. 

 

Regulation and Quality Improvement Authority (RQIA) (2015) Three Year Review Programme 2015-

18. Northern Ireland: Regulation and Quality Improvement Authority. Available at: 

https://www.rqia.org.uk/reviews/review-programme/2015-2018/ 

 

Regulation and Quality Improvement Authority (RQIA) (2016) About Us, Assurance, Challenge and 

Improvement in Health and Social Care. Northern Ireland: Regulation and Quality Improvement 

Authority. Available at: https://www.rqia.org.uk/RQIA/media/RQIA/Resources/WhoWeAre/RQIA-

About-Us-March-2016.pdf 

 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/776880/Social_care_compliance_handbook_Oct_2018_updated-060218.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/776880/Social_care_compliance_handbook_Oct_2018_updated-060218.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/781887/SCCIF_review_summary_270219.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/781887/SCCIF_review_summary_270219.pdf
https://socialcareinspection.blog.gov.uk/2019/03/01/implementing-the-social-care-common-inspection-framework-how-did-we-do/
https://socialcareinspection.blog.gov.uk/2019/03/01/implementing-the-social-care-common-inspection-framework-how-did-we-do/
https://www.rqia.org.uk/reviews/review-programme/2015-2018/
https://www.rqia.org.uk/RQIA/media/RQIA/Resources/WhoWeAre/RQIA-About-Us-March-2016.pdf
https://www.rqia.org.uk/RQIA/media/RQIA/Resources/WhoWeAre/RQIA-About-Us-March-2016.pdf


 

62 

 

Regulation and Quality Improvement Authority (RQIA) (2018) Review of Governance Arrangements 

for Child Protection in the HSC in Northern Ireland: Phase 1. Available at: 

https://www.rqia.org.uk/RQIA/files/11/114d0d50-eb71-47b5-bc55-ad1518643d44.pdf 

 

Wilkins, D. and Antonopoulou, V. (2018) Ofsted and Children’s Services: What Performance 

Indicators and Other Factors are Associated with Better Inspection Results? British Journal of Social 

Work, doi: 10.1093/social/bey100 

https://www.rqia.org.uk/RQIA/files/11/114d0d50-eb71-47b5-bc55-ad1518643d44.pdf


 

63 

 

Appendix 1 Covering letter and survey 
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Appendix 2 Countries to whom survey was sent 

 

List of 24 countries to whom the survey was sent. 

 

No. Country 

1 United Kingdom 

2 Austria 

3 Belgium 

4 Czech Republic 

5 Denmark 

6 Finland 

7 France 

8 Germany 

9 Greece 

10 Hungary 

11 Italy 

12 Luxembourg 

13 Malta 

14 Netherlands 

15 Poland 

16 Portugal 

17 Spain 

18 Sweden 

19 Switzerland 

20 Norway 

21 United States of America 
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22 Canada 

23 Australia 

24 New Zealand 
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Appendix 3 Responses received to the survey 

 

 Country Survey Narrative 

Account 

1 Australia X  

2 Australian Capital Territory X  

3 New South Wales X  

4 Northern Territory X  

5 Queensland X  

6 South Australia X  

7 Western Australia X  

8 Austria X  

9 Land Carinthia X  

10 Land Steiermark32  X 

11 Land Tirol33  X  

12 Land Vorarlberg X  

13 Belgium X  

14 Denmark X  

15 Finland X  

16 Germany34  X 

17 Hungary X  

18 Italy X  

19 Luxembourg X  

20 Malta X  

21 New Zealand X  

                                                           
32 Land Steiermark sent a letter in German in response to the survey. This was translated using Google Translate. 
33 Land Tirol completed the survey in German. This was translated using Google Translate. 
34 The Federal Ministry for Family Affairs, Seniors, Women and Youth in Germany provided a short report which was translated by an official 

in the Irish embassy in Germany. 
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22 Portugal X  

23 Spain35  X 

 

 

  

                                                           
35 Spain sent an email with some information about regulation of children’s social services. 
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Appendix 4 Attendance at roundtable discussion 

 

Ann Ryan, Head of Children’s Programme, HIQA 

Carol Grogan, Head of Regulatory Practice Development Unit, HIQA 

Ginny Hanrahan, Chief Executive Officer, CORU 

Fiona McDonnell, Service Director, Early Years Inspectorate, Tusla 

Mike Corcoran, National Manager, Children’s Service Regulation, Tusla 

Sharon McLoughlin, Chief Inspector, Registration & Inspection Services, Tusla 

Patricia Lee, Services for Older People, Department of Health 

Maurice O’Donnell, Disability Unit, Department of Health 

Louise Galligan, Mental Health Commission 

Michele Clarke, Chief Social Worker, Department of Children and Youth Affairs 

Sadhbh Whelan, Child Protection Information Manager, Department of Children and Youth Affairs 

Marc Mallon, Department of Children and Youth Affairs 
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Appendix 5 Overview of the Child Protection Oversight and Regulation Bodies in Australia 

 

 Child protection body Child safe organisation 

scheme 

Reportable conduct 

scheme 

Children’s commission Child advocate and/or 

children’s guardian 

Official visitors scheme Crime and misconduct 

commission 

ACT ACT Child and Youth 

Protection Services 

No ACT Ombudsman ACT Children and 

Young People 

Commissioner 

Public Advocate of the 

Australian Capital 

Territory 

Public Trustee for the 

Australia Capital 

Territory 

N/A 

NSW NSW Department of 

Family and Community 

Services 

NSW Office of the 

Children’s Guardian 

NSW Ombudsman 

Office 

N/A NSW Office of the 

Children’s Guardian 

& 

NSW Advocate for 

Children and Young 

People 

NSW Ombudsman 

Office (coordinating 

body) 

NSW Independent 

Commission Against 

Corruption 

NT Territory Families No No Northern Territory 

Children’s 

Commissioner 

N/A Official Visitor’s 

Program 

& 

NT Anti-Discrimination 

Commission 

Office of the 

Independent 

Commissioner Against 

Corruption 

QLD QLD Department of 

Child Safety, Youth and 

Women 

Department of Justice 

and Attorney-General 

Currently under 

consideration 

QLD Child and Family 

Commission 

Office of the Public 

Guardian – child 

advocacy programme 

Office of Public 

Guardian 

QLD Crime and 

Corruption Commission 
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SA Communities Tasmania No No TAS Commission for 

Children and Young 

People 

Communities Tasmania 

Child Advocate for 

children in Out of 

Home Care 

Office of the 

Ombudsman and the 

Health Complaints 

Commissioner 

Integrity Commission 

Tasmania 

VIC VIC Department for 

Health and Human 

Services 

VIC Commission for 

Children and Young 

People 

VIC Commission for 

Children and Young 

People 

VIC Commission for 

Children and Young 

People 

N/A VIC Commission for 

Children and Young 

People 

Independent Broad-

based Anti-corruption 

Commission Victoria 

WA WA Department of 

Communities 

WA Commission for 

Children and Young 

People 

No WA Commission for 

Children and Young 

People 

WA Advocate for 

Children in Care 

No WA Corruption and 

Crime Commission 
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Appendix 6 Care Inspectorate Wales approach to improvement and enforcement 

 

Source: CIW, 2018b, p.7
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Executive Summary 

This paper was developed on foot of a commitment made in the ‘Report of the investigation into 

the management of allegations of child sexual abuse against adults of concern by the Child and 

Family Agency (Tusla)’. Its purpose is to assist the Department of Children and Youth Affairs in 

the consideration of a regulatory framework for children’s social services in Ireland. 

What is regulation? 

Regulation is defined as a “sustained and focused control exercised by a public agency over 

activities which are valued by a community”(1). Other literature on regulation describes it as 

covering a wide range of interventions through the setting of targets and guidelines; surveying 

and assessing compliance; and engaging in escalation and enforcement activities to ensure 

compliance. 

Current regulatory framework in Ireland 

HIQA sits alongside other regulatory agencies in the regulation of health and social care services 

— but is the primary agency in the context of assessing the quality and safety of care in residential 

settings. There are 1,800 residential services for older people and people with disabilities that are 

referred to as ‘designated centres’ under the Health Act 2007. Providers of such services are 

required to comply with relevant regulations and are subject to wide-ranging enforcement powers. 

Some children’s services are currently considered designated centres and subject to the same 

form of regulation i.e. residential services for children with disabilities and special care units. 

Non-statutory children’s residential services are likely to become designated centres imminently. 

However, other important services for at-risk and vulnerable children — foster care, Oberstown, 

child protection and welfare services 

— are not currently subject to regulation. These services are monitored for compliance with 

relevant nationally-mandated standards and there are no enforcement powers available. In 

contrast, Tusla’s Early Years Inspectorate has greater enforcement powers available to take action 

against pre-school services such as crèches and childminders. 

It is acknowledged that regulation is an ever-evolving process and regulators must be responsive 

to changing needs and expectations of service users. There has been a move in some other 

countries towards developing a regulatory framework which focuses on the service provider as 

opposed to the physical premises at which care is provided. HIQA has published research on this 

topic and advocates that this should be taken into consideration in the context of the development 

or reform of any regulatory frameworks for health and social care services. 
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Evidence for the effectiveness of regulation 

There is limited primary research which has looked at the impact or effectiveness of regulation 

on the quality of health and social care services. The literature outlined in this paper describes 

some research from Canada, Australia and the United States which has looked at the impact of 

regulations in various health and social care settings. The evidence does suggest some 

improvement in quality. Research in the UK identified improvements in ‘input’ measures such as 

the level of training of staff in the adult social care sector. 

Some examples from high-profile scandals involving abuse in care settings are described, with a 

particular emphasis on the role of the regulator in these cases. In many cases, poor and abusive 

care practices were found in centres that were in fact subject to regulation at the time. The 

findings and recommendations from two cases 

— Leas Cross Nursing Home and Winterbourne View Hospital — show how the regulator failed 

to identify poor and abusive care practices. Such scandals are often the catalyst for strengthening 

or reforming regulatory frameworks. HIQA has been responsive to these shortcomings and has 

implemented change from learning when things have gone wrong in the past. 

Compliance with regulations 

The regulations in place in Ireland governing the quality and safety of social care services are a 

means by which the state seeks to guarantee a minimum level of service to people using services. 

In the case of residential services for people with disabilities, many of the regulations have a 

direct impact on a person’s rights and their ability to live in accordance with their preferences. 

For example, regulations specify that a person shall have their privacy and dignity respected; that 

they shall be consulted with in relation to their care and support; that they can exercise choice 

and control in their daily lives; and that they can access appropriate activities and recreation. 

Inspections can then investigate whether services are successfully providing this level of care and 

support. The experience over the first five years of regulation shows a gradual and sustained 

improvement in the level of compliance with regulation. This is particularly important in the 

context of important outcomes for people’s everyday lives such as social care and rights, dignity 

and consultation. 

There is also evidence in inspection reports where improvements have been identified in 

services that were previously failing to meet people’s needs or ensure they could access 

fundamental rights. 

Discussion 

There is limited evidence in the research literature regarding the effectiveness of regulation in 

improving the quality and safety of social care services. There are also high profile examples of 

where people have been living in services that were 
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providing poor levels of care which were not identified by the regulator at the time. Be that as it 

may, the successive investigations and reports have recommended improved regulation or better 

regulation; there is no evidence of where it has been recommended that regulation be relaxed 

or removed altogether. 

When the state introduces regulations it is setting out the level of service a person can expect. 

This governs diverse items such as governance, staffing, access to rights and safeguarding. The 

regulator is then empowered to enforce these regulations and ensure that people can access their 

right to good quality, safe care. HIQA’s data on regulation over the past 10 years has showed a 

gradual and sustained level of improvement in compliance with regulations. 

The current regulatory framework in children’s services is fragmented. Some services are 

considered designated centres and subject to the same level of regulation as is seen in nursing 

homes and residential disability services. Other are simply monitored against standards and there 

is no regulatory powers which allow for proper oversight and which can drive improved compliance 

and better outcomes for children. Foster care is one such service, despite the fact that it provides 

accommodation and care for the vast majority of at-risk and vulnerable children in Ireland. 

Government policy appears to be in the direction of increased regulation of a range of health and 

social care services. In this light, children should also be able to access services which have the 

same level of independent oversight. 
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1. Introduction 

This paper arose out of a commitment made in the HIQA investigation, published in 

2018, entitled ‘Report of the investigation into the management of allegations of child 

sexual abuse against adults of concern by the Child and Family Agency (Tusla) upon the 

direction of the Minister for Children and Youth Affairs’. The investigation report stated 

the following: 

“The Department of Children and Youth Affairs, with the assistance of the 

Health Information and Quality Authority (HIQA), should undertake an 

international review of best practice in the regulation of children’s social 

services in order to inform the development of a regulatory framework for 

these services in Ireland. This is with the view to providing independent 

assurance to the public that the State’s child protection and welfare services 

are safe and effective.”(2) 

The investigation should also be seen in the context of the performance of Tusla in a 

range of monitoring inspections where HIQA acted as regulator. While there have been 

some positive findings, a significant number of inspections of services operated by Tusla 

have consistently identified failures in the level of care and support provided to children. 

The absence of an effective regulatory framework has meant that these shortcomings 

have endured as there is no means by which to enforce the findings of the regulator. 

To date, the Department of Children and Youth Affairs has produced a draft paper on the 

various regulatory frameworks for children’s services in other jurisdictions. This has been 

shared with various stakeholders and used as a basis for the content of this paper. As 

such, it is not the intention of this paper to repeat its contents. The material in this paper 

is intended to complement the work of the Department with a particular focus on any 

research or evidence, for or against, the effectiveness of regulation. Time constraints 

meant that this paper was restricted in terms of scope and depth. 

It should be noted that regulation does not exist in isolation. It complements other 

performance and accountability structures and is only one component of a system which 

is intended to deliver good quality care to people. As a public body, HIQA is required to 

set out its aims and objectives in its corporate plan. The most recent corporate plan 

looks to achieve better and safer services, better decisions and independent assurance. 

There is also a recognition that HIQA’s impact should be measureable and that it should 

be able to demonstrate its effectiveness. This is to be achieved through improved 

information and business intelligence systems and a greater focus on research. 
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The paper will first outline what is meant by regulation and briefly describe some of the 

current thinking around the theory of regulation. There will then be a description of the 

role of HIQA and the Chief Inspector in terms of the regulation of health and social care 

in Ireland. The section that follows will outline what research or evidence is available in 

the context of the effectiveness of regulation of health and social care services. There 

will also be a description of how regulation by HIQA has impacted on health and social 

care in Ireland since its establishment in 2007. Finally, a discussion section will 

summarise all of the information. 

2. What is regulation? 

Selznick (1985) defined regulation as “sustained and focused control exercised by a 

public agency over activities which are valued by a community”.(1) This definition explains 

two important aspects of regulation, namely, that it involves a third party — the 

regulator or regulatory body — and that it is often used to achieve objectives which are 

socially or politically desirable. A broader description of regulation is as follows: 

“Regulation covers a wide range of interventions and can be viewed as an 

attempt by governments to direct events, activities and behaviours through 

directive measures (standards, targets, guidelines, etc.), surveillance or 

assessment of the levels of compliance (through audit, inspections, etc.), 

and enforcing compliance (through sanctions, penalties and rewards)”.(3) 

In recent years, internationally, there has been an increasing interest on the need to 

develop better regulations. For instance, the Organisation of Economic Cooperation and 

Development (OECD) published the Guiding Principles for Regulatory Quality and 

Performance (2005). According to the OECD, regulation represents a central part of 

government activity that affects all areas of business and citizen’s lives. 

When regulation is carried out effectively, it can improve the wellbeing of society, 

business competition and environmental outcomes. On the other hand, when performed 

deficiently, can potentially put people’s lives at risk.(4) 

3. The regulatory framework for health and social 

care in Ireland 

There are several regulatory agencies that play a role in the regulation of health and 

social care services in Ireland. These include HIQA, the Health and Safety Authority, the 

Food Safety Authority, the Mental Health Commission, local fire authorities. 

Individual professionals are also regulated by their respective professional bodies. 

However, for the purposes of this paper, the focus is on HIQA as the regulator 

responsible for the health and social care provided to people living in residential care 

services. 
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The two principal forms of residential care that are regulated in Ireland are services for 

older people (nursing homes) and services for people with disabilities. Combined, there 

are approximately 1,800 such centres in Ireland, providing care and accommodation to 

over 40,000 people. These centres are defined in the Health Act (2007) as ‘designated 

centres’ and must comply with the provisions in that Act and their respective regulations. 

Broadly speaking, this means that inspectors of social services are empowered to enter 

these buildings for the purposes of inspection, to speak with residents, observe care 

practices, interview staff and management, and review documentation. Centres that are 

found to be non-compliant with regulations are required to rectify these failings. Should 

the Chief Inspector be sufficiently concerned with the impact on residents’ wellbeing and 

safety through the regulatory non-compliances identified, they have the power to take 

enforcement action against the designated centre and its provider. Enforcement can 

range from restricting the number of residents in a centre, stopping new admissions to a 

centre, closing the centre (by means of cancelling its registration), and taking criminal 

prosecutions. 

The regulatory framework in the context of children’s services is less developed and 

depends on the type of service. The types of services where children receive residential 

or social care are listed below along with the number of children using the service as of 

the end of 2018: 

 

Type of Service Number of children 
availing of service 

Foster care 5,556 

Residential disability services 320 

Children’s residential services 365 

Detention Campus (Oberstown) 54 

Other (supported lodgings, detention, youth 
homeless services and other residential services) 

94 

Special care units 14 

 

The only services in the above table that is subject to the same regulation as outlined in 

the previous paragraph — those considered ‘designated centres’ — are residential 

disability services and special care units. The Chief Inspector in HIQA has all of the same 

inspection and enforcement powers available as is the case in nursing homes and centres 

for adults with disabilities. In short, residential disability services for children and special 

care units are ‘regulated’. 
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All of the other services listed above are ‘monitored’ by HIQA against nationally- 

mandated standards. This means that inspectors may visit the services in order to 

assess compliance with standards and publish inspection reports. However, neither the 

Chief Inspector nor HIQA have enforcement powers available should there be any 

issues of concern identified on inspection. The Department of Children and Youth 

Affairs has signalled their intention to introduce regulations for children’s residential 

services — effectively also making them designated centres. It is anticipated these 

regulations will come into effect during the course of 2019 and means that 

approximately 370 children who live in services will be protected by a regulatory 

framework. As shown in the figures above, the vast majority of children living in care 

are accommodated in foster care services. These services are not subject to any 

independent regulation. 

A brief reflection on other types of children’s services is useful at this point to 

demonstrate the imbalance in the regulatory framework. All pre-school services are 

regulated by Tusla’s Early Years Inspectorate. This includes crèches, playschools, 

Montessori schools, and childminders looking after more than three children. These 

types of services must be registered with Tusla and must comply with regulations 

governing everything from adult-to-child ratios, complaints, food and drink and fire 

safety. Tusla has enforcement powers under the Child and Family Agency Act 2013(5), 

including the power to refuse or cancel registration of pre-school service providers. In 

effect, this means that pre-school services are subject to a higher level of regulation 

than services for at-risk and vulnerable children that may be living in, for example, foster 

care or detention. 

HIQA has carried out research into regulation in other countries in response to new and 

emerging models of care.(6, 7) The research identified several areas of care of vulnerable 

people in Ireland that are currently unregulated. In addition, it notes that the model of 

regulating social care in Ireland is focused on the ‘designated centre’ 

i.e. the locus at which the care is provided. This model and the regulations which 

accompany it have been identified by service providers as somewhat inflexible and 

described as a ‘one size fits all’ approach. For example, some nursing homes cater 

primarily for people with very low support needs while the regulations set out extensive 

requirements for healthcare needs. Other countries have moved to a position where the 

regulator focuses on the service being provided and regulations are more diverse in their 

application i.e. specific to people in receipt of home care or support living services. Thus, 

the service provider is the focus of regulatory activity. It is HIQA’s view that this model of 

regulation should be considered in the context of any future reform of regulation of 

health and social care services. 

The broad thrust of Irish Government policy in health and social care also seems to be 

geared towards introducing or strengthening regulation and independent oversight of 

services. In addition to the impending introduction of regulation for non- 
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statutory children’s residential centres there are also plans to introduce regulation and 

oversight in other sectors e.g. licensing of hospitals, regulation of home care services, 

mandatory reporting under the Patient Safety Bill. This is reflective of a diminution of 

public confidence in a range of health and social care services that have been brought 

about by significant service failures, investigations and inquiries. Children’s services are 

not immune to this lack of public confidence, particularly in light of the specific 

vulnerabilities of children who need social services for their protection and safety. 

4. Evidence on the effectiveness of regulation in health 

and social care 

In preparing this paper there was a review of literature and research which focused on 

the effectiveness of regulation in health and social care settings*. The literature found 

tended to focus on describing how regulators approach their work and the strategies 

they employ to achieve their goals (i.e. command and control; meta- regulation; self-

regulation; market mechanisms).(8) There is also some literature on the effectiveness of 

regulation of individual professionals but this is beyond the scope of this paper. The 

review has shown there is only a small amount of research, in terms of empirical 

evidence and primary research, to determine whether regulation is effective in improving 

the quality and safety of services and the experiences of service users. Indeed, several 

studies have explicitly stated that there is a lack of research on the area of the 

effectiveness of regulation in health and social care.(8-10) 

A Canadian study looked at the impact of regulation on the quality of long-term care for 

older people. The impact of accreditation on residential aged care homes was evaluated 

in Australia. There are also some research papers from the USA which have analysed the 

impact of regulation in childcare settings. However, these refer to childcare in the sense 

of day care for children and not for residential care for children that have specific care 

and welfare needs. Nevertheless, some of the research is pertinent to this paper, 

particularly where there is an analysis of the effect of staff ratios, training and 

qualifications. Others have focused on matters in the UK where a risk-based model of 

regulation is to the fore. This literature is summarised below in addition to a description 

of some high-profile examples of where regulation in a health and social care context 

has failed. 

An opportunity arose to assess the impact of regulation in private nursing homes in 

Quebec, Canada after the introduction of regulation there in 2007.(11) The 

 

* It is noted that the Department of Children and Youth Affairs’ ‘Draft Background Paper on 

Regulatory Frameworks’ outlines some research and literature on this topic. These are not covered in 
this paper for the purposes of avoiding repetition. 
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introduction of regulation was prompted by concern for the quality of care provided in 

private services. The researchers had access to quality of care data which was gathered 

prior to the introduction of regulation and collected the same data subsequent to its 

introduction. Public facilities served as a comparison group across both time periods. 

According to the researchers: 

“We investigated whether the care provided to disabled older adults 

improved in private LTC facilities that are now certified. Results clearly 

show that it did. This conclusion holds, whether based on quality ratings 

made by our independent assessors, the residents themselves or facility 

managers”.(11) 

The authors were reluctant to attribute all of the noted improvements to the 

introduction of regulation, citing some methodological limitations with the study. 

Nevertheless, they concluded that certification (regulation) was the main driver of 

improvement. In addition, they noted some unintended consequences such as a change 

in the resident case-mix in the private centres and the withdrawal of smaller private 

nursing homes from the market.(11) 

An Australian report, published in 2007, evaluated the impact of accreditation on the 

quality of care and quality of life in Australian Government subsidised residential aged 

care homes.(12) The study spanned two years and relied on qualitative and quantitative 

data. The researchers concluded: 

“Accreditation was generally seen as the primary factor influencing 

improvement in the sector over the past ten years…accreditation was seen 

as having a positive impact on quality for residents. The Stakeholder 

Consultations provided qualitative data that consistently supported the view 

that accreditation had improved the quality experienced by residents”. 

The recommendations arising out of the report found that the regulatory framework, of 

which accreditation was a component, was an appropriate means by which to improve 

the level of quality in residential aged care. Some negative aspects of the accreditation 

process were also noted. These included the perceived administrative burden associated 

with the accreditation process and its impact on the amount of time staff spent providing 

care directly to residents. 

In the United States, there are various types of childcare services including family 

childcare homes (often unregulated) and childcare centres (more regulated). In both, 

childcare quality is affected by provider’s characteristics such as the level of education 

and the amount of training, as well as the regulations and policies that govern childcare 

in the area the facility is located. More specifically, there is a variability of regulatory 

requirements for family childcare home providers across 
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states. Raikes et al. (2005) examined the influence of a range of variables, on the one 

hand, what the authors called ‘proximal’, related directly to the providers (education and 

training) and ‘distal’ (state regulation and subsidy receipt). 

Data was collected from 120 randomly-selected family childcare providers across four 

different states. The study outlined the following variables: years of education (highest 

level of education); training hours (childcare related training within 12 months previous 

to the study); global childcare quality (obtained from observations from the Family Day 

Care Rating Scale); caregiver sensitivity (score was obtained from the observed 

Caregiver Interaction Scale); level of regulation (scale created by authors included 

number of annual visits by the state and training requirements); and subsidy density 

(proportion of children in each home receiving childcare subsidies). The results of the 

study suggests that more regulation was associated with higher quality, likewise, 

providers with more education and those who have received more training hours had 

higher quality. The authors concluded: 

“Regulation was a significant predictor of global quality. Regulation — and 

things that go with it such as specialized training requirements and visits by 

state licensing personnel — may help providers achieve higher global 

quality. While regulation of home providers would require additional 

state/federal resources, the findings of this study could be interpreted to 

suggest that increasing regulation — such as requiring home providers to 

meet higher standards or increasing the number of visits by state licensing 

personnel — may enhance the global quality of care they provide, and 

ultimately, affect child outcomes”.(13) 

In another study from the United States, Currie and Hotz (2003)(14) examined the effects 

of childcare regulation on rates of accidental injury using data from a longitudinal study 

and mortality records. Among other findings, they found that in those states where 

regulation was introduced, the risk of fatal and non-fatal injuries was significantly 

reduced for children in childcare. In addition to this, they found consistent evidence that 

requiring higher education from directors reduced accident rates; thus, this had positive 

overall effects on child safety. However, results from this study suggested that because 

increased levels of education for childcare workers bears an increased cost, some 

parents may be discouraged from using childcare and therefore those children who are 

squeezed out of the regulated sector may be at higher risk of injury.(14) 

Another study conducted in four states in the USA examined the effects of regulations 

governing staff-child ratio, group size, and staff qualifications in childcare centres. Blau 

(2007)(15) questioned why states impose tougher childcare regulations when these 

regulations appear to be ineffective at improving the average quality of childcare. The 

author considers that an unintentional consequence of regulating 
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group size and child-staff ratios is that the cost of this reduces staff wages. In turn, this 

may have a negative effect on child development as lower wages may cause highly-

educated teachers to be discouraged from working in those settings, leaving the centres 

with a shift toward less-trained staff. Overall, the findings of this study show that 

regulating inputs (qualifications of staff; numbers of staff) does not guarantee higher 

quality of output.(15) 

Hotz and Xiao (2011)(16) study the consequences of US state care regulations on the 

childcare market and the quality of childcare. They analyse the effect of the introduction 

of stricter quality of regulations on the number of accredited childcare centres and on 

family day-care (unregulated care). They include changes in the regulations of childcare 

quality, including minimum staff-child ratio, group size and staff qualifications. In the 

context of improvements in quality the authors found: 

“conclusive evidence that the imposition and increasing stringency of state 

standards that regulate the labor intensiveness of childcare center services 

significantly increase the rate of accreditation. It also appears that the 

average effect of imposing minimum educational requirements on childcare 

center staff on accreditation rates is positive”.(16) 

A study in the UK examines the impact of statutory regulation on qualifications and skills 

in the social care sector. The introduction of a regulation to govern the level of skills and 

training required by staff in social care was precipitated by the fact that the majority of 

staff had no formal qualification: 

“It was recognised that the care workforce was undertrained — 80 per 

cent had no recognised qualifications — and that the resultant skills 

shortages were a major obstacle to improved services”.(17) 

In observing the increase in qualifications of staff between 2003 and 2008, interviewees 

for the research attributed this change to the introduction of the regulatory framework. 

These findings were echoed by a Cabinet Office paper that looked at learning and skills 

in the adult social care sector: 

“Regulation has had an effect, resulting in a steady increase in the 

proportion of qualified people. Everyone we spoke to believes that far 

fewer employees would have been trained in the absence of 

regulation”.(18) 

A number of studies referenced above have a common theme: they focused, to varying 

degrees, on the impact of regulatory frameworks that sought to address ‘inputs’ into a 

particular system. These inputs might be the educational qualifications of staff or the 

level of training available to them. As such, the research can show how regulation 

impacts on the organisations and people that are tasked with 
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providing care. There is only limited research which can show that the outcomes for 

people using services improves after the introduction of, or enhancements to, regulation. 

The focus on ‘inputs’ fails to address the key question: what, if anything, has changed 

for the person using the service? In a sense, the research has not caught up with the 

increasing trend of regulations that focus on more person-centred care models which 

examine outcomes for people using services: 

“This change has been accompanied by a shift in the focus of regulators’ 

attention away from ‘inputs’ and ‘processes’ towards ‘outcomes’, intended 

to increase providers’ and inspectors’ focus on the needs and welfare of 

care recipients”.(17) 

Some research has been carried out on the effectiveness of a specific model of 

regulation: the ‘risk-based’ or ‘responsive’ approach. Broadly speaking, this means the 

use of “formal risk assessments of probability and consequence both to define regulatory 

objectives as well as target only the greatest threats to achieving those objectives”.(19) 

For example, rather than rigidly specifying how many inspections should happen in a 

facility over a given period of time, the frequency of inspections would be determined by 

the level of risk attributed to a facility. 

Some have criticised this approach in the context of health and social care regulation. 

For example, the Care Quality Commission (CQC) in England introduced a statistical 

system of quality indicators to attribute risk to individual services and providers and, 

thereby, determined the allocation of inspection resources. This model was criticised 

following a number of high-profile failures and the CQC decided to move away from an 

entirely risk-based approach towards what they called ‘Intelligent Monitoring’ (IM). 

However, this model has also come in for criticism. 

Researchers assessed the ability of the Intelligent Monitoring tool to predict the outcome 

of quality ratings awarded through on-site inspections of NHS hospital trusts. The 

findings suggested that the tool was “unable to predict which hospital trusts are most 

likely to be providing poor-quality care…IM's predictions are wrong more often than they 

are right”.(20) 

4.1 When regulators miss failures in care providers 

While the literature outlined above presents a mixed picture on the effectiveness of 

regulation, there are a number of examples of where regulation has failed to detect poor 

or abusive care practices. As such, the introduction of a regulatory framework in a health 

and social care context is no guarantee of quality and safety for people using services. 

Ireland is no different and has seen abusive practices found in nursing homes (Leas 

Cross Nursing Home) and residential disability services (Aras Attracta). There have also 

been several scandals in the UK, most notably in Winterbourne View and Mid-

Staffordshire Hospital. All of these facilities were subject to a form of regulation or 

external evaluation and inspection. And yet, the poor 
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quality of care and abusive environments in which people were living were not identified. 

This section of the paper will outline some of the key findings for the regulatory failings 

in two major scandals: Winterbourne View and Leas Cross. 

Winterbourne View Hospital 

Winterbourne View Hospital was a privately-owned centre in Bristol which provided 

services to people with learning disabilities and autism who also presented with 

behaviours that challenge. Patients were accommodated at the hospital under the Mental 

Health Act 1983 and it was an assessment and treatment centre as opposed to a 

residential setting. An undercover reporter working for the BBC covertly recorded 

multiple instances of staff “tormenting, bullying and assaulting patients”.(21) The 

subsequent BBC Panorama programme caused widespread outrage and resulted in 

multiple reports and criminal investigations that resulted in prosecutions. For the 

purposes of this paper the focus will be on the findings in relation to the shortcomings of 

the regulatory agencies. 

A serious case review commissioned by South Gloucestershire Council criticised the CQC 

for failing to identify the poor care practices in Winterbourne View: 

• “As a service, Winterbourne View Hospital was ill suited to regulation by 

standards of compliance. Low cost, light touch regulation did not work”.(21) 

 The review found that the CQC was over-reliant on self-assessment and 

had an unclear approach to monitoring outcomes. 

 The review also found that the more traditional style of inspection would 

have been more suited to monitoring Winterbourne View i.e. “a rounded 

approach to inputs (workforce and environment), process (leadership, 

management and models of care practice), outputs (such as the 

demonstration of quantitative results) and outcomes (patient and family, 

where possible, determined evidence of quality)”.(21) 

 The CQC’s work was not focused on the day-to-day experience of people 

living in Winterbourne View and the catalogue of restraint that was evident 

in the centre “shed an unflattering light on regulation”.(21) 

The CQC also published an internal management review of the circumstances 

surrounding the failures at Winterbourne View. It noted that there was a failure to 

properly follow-up information on outcomes in relation to statutory notifications. 

Their review also suggested that the internal risk-profiling system failed to identify the 

higher risk inherent in the type of service provided by Winterbourne View. It was also 

critical of their interaction with the whistleblower and failures to properly respond to their 

legitimate concerns. Among the recommendations from the review was that the CQC 

should develop its capacity in terms of analysing safeguarding alerts to identify trends 

within centres and across services providers, particularly 
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“looking at concerns across chains of providers which cross the Care Quality 

Commission’s geographical boundaries”.(22) 

 

Leas Cross Nursing Home 

Leas Cross Nursing Home was a privately-owned centre that operated in County Dublin 

between the years 1998 and 2005. It was registered to care for 31 residents when it 

opened but this number rose to 111 after the facility was extended. Leas Cross had been 

subject to inspections by the local health board — and latterly the HSE when it was 

established in 2004 — and was registered in accordance with the Health Act (Nursing 

Homes) 1990. The centre was the subject of a number of complaints regarding the 

quality of care being provided to residents and the number of staff available to provide 

care. Indeed, a number of inspection reports of the centre noted concerns regarding the 

staff-resident ratio. An investigation by the national broadcaster, RTE, covertly recorded 

footage of poor care practices in Leas Cross. The resulting broadcast in May 2005 

resulted in the HSE assuming responsibility for operating the centre and its ultimate 

closure in August 2005. 

A commission of investigation was established to examine the circumstances around the 

poor care received by people living in Leas Cross. For the purposes of this paper, the 

focus is on what the commission found with regard to failures in the oversight of Leas 

Cross by the various external agencies tasked with inspecting the centre. The findings 

are summarised below: 

• The combination of inspection reports and complaints, over a sustained 

period of time, should have alerted authorities to poor care in Leas Cross. 

• No single body or office had oversight of all of the information pertaining to 

care at Leas Cross. Rather, it was fragmented across various offices within the 

Eastern Health Board, Northern Area Health Board and the HSE. 

• The findings of inspection teams before and after the broadcast of the RTE 

programme raised serious concerns about the adequacy of the inspection 

process. In particular, it was noted that there was insufficient time and 

resources to effectively inspect Leas Cross. 

• The focus of the Nursing Homes (Care and Welfare) Regulations 1993 was on 

the adequacy of the facilities and record-keeping. The commission found that 

there should have been a much greater emphasis on the physical and mental 

wellbeing of residents. 

• Some inspectors waited until the next biannual inspection to follow-up on 

matters of non-compliance, rather than seeking reassurances or updates 

earlier. 
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• The commission found that a central system to collate data from nursing home 

inspections could have alerted authorities to the potential problems in Leas 

Cross. 

• The frequency of inspections at Leas Cross differed significantly over time. 

For example, there were three follow-up inspections in 1999 before the 

centre was expanded. These were concerned with ensuring there were 

adequate staffing levels. In contrast, in 2004, after the expansion of the 

centre to 111 residents, there was only one routine inspection. 

• The commission acknowledged that inspectors had limited time and resources at 

their disposal and the standard inspection form failed to address many of the 

issues that arose at Leas Cross. 

• Environmental Health Office inspections were separate to North Area Health 

Board inspections and the results of these were not shared.(23) 

The fallout from the Leas Cross scandal in Ireland indirectly led to the introduction of the 

Health Bill 2006. This bill paved the way for the establishment of the Health Information 

and Quality Authority as an independent regulatory authority for health and social care. 

In introducing the bill to the Dáil, the then Minister for Health and Children, Mary 

Harney, said the following: 

“Step by step, in the reform programme and legislation, we are leaving 

behind the old system which for too long included inconsistent standards 

across health boards, opaque and incomplete standards and even no 

standards. It gave us inconsistency of enforcement, some legal incapacity 

for enforcement of residential care standards and gaps in the scope of 

enforcement in these settings”.(24) 

In addition to bringing forward the Health Bill 2006 — which was ultimately enacted as 

the Health Act 2007 — a Commission for Patient Safety and Quality Assurance was 

established. The commission was set up on foot of the Lourdes Hospital Inquiry into the 

practices of Dr. Michael Neary and high-profile failures in healthcare systems in other 

countries. The commission published its report in 2008 entitled ‘Building a Culture of 

Patient Safety’. In order to improve quality and patient safety the commission 

recommended the introduction of a licensing system of regulation for all acute hospitals 

and other types of healthcare services. 

In light of the above, the 2000s were clearly a time of significant change and policy 

development within health and social care services in Ireland, particularly in the context 

of quality assurance and increased regulatory oversight. There was a demand for 

independent scrutiny and greater accountability which would promote better quality 

services. It was no longer acceptable that service providers or those who fund services 

would also be the ones to determine whether a service was functioning to the required 

standards. In this sense, Ireland followed other 
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developed nations in developing a regulatory framework to allow for third-party, 

independent regulation of key health and social care services. 

HIQA, in acknowledging that regulation is a dynamic process, has implemented changes 

to practice and procedure to reflect contemporary thinking in the field. These changes 

have been brought about by learning from examples of regulatory shortcomings in 

Ireland and in other jurisdictions. To this end, HIQA has developed a range of methods 

for assessing and improving compliance with regulations such as: 

• A risk-based approach which seeks to target resources to the areas of 

highest risk. 

• A commitment that all designated centres will have two inspections in every 

three year period. 

• A range of inspection methodologies including thematic inspections which 

look to drive quality improvement in specific areas of care. 

• A greater focus on the voice of the resident in inspection activities and 

reports. 

• A more responsive escalation process to ensure under-performing services 

address identified issues in a timely manner. 

• A mixture of unannounced, short-notice and announced inspections. 
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5. Compliance with regulations 

It has been over a decade since the establishment of HIQA in 2007. In that time there 

have been a number of care services that have come under the regulatory remit of HIQA 

and the Chief Inspector. This means that the Government of the day has set out 

regulations by which all services must comply. Moreover, the Chief Inspector is 

accountable to the Houses of the Oireachtas and is required to publish a report of their 

work annually. The fact that inspection reports are also published means that there is 

now a significant degree of transparency and accountability in regulated services. 

Since its inception HIQA has carried out thousands of inspections and met many 

thousands of people who use services. The example of residential services for people 

with disabilities is instructive in outlining the changes in a sector after regulation is 

introduced. In the early part of the 20th Century most residential services for people with 

disabilities were provided by a combination of state and voluntary agencies. While 

voluntary agencies received funding for the provision of services from the state, there 

was little formal regulation or independent scrutiny of the services being provided. A 

report by the Commission on the Status of People with Disabilities in 1996 made the 

following recommendation: 

“The rights of people living in residential centres must be protected. They 

should have a Charter of Rights. They should have their own income. 

There should be an Ombudsman for residential centres. Standards in 

residential centres should be checked by the relevant authorities”.(25) 

 

However, little changed in the subsequent period in terms of independent oversight or 

scrutiny of residential services for people with disabilities. The Irish Human Rights 

Commission, at the request of concerned parents, carried out an enquiry into a particular 

residential service in Galway. The inquiry report, published in 2010, provided some 

useful information on the level of oversight and inspection in the social care sector in the 

preceding years. Of note, the report found that between the years 1989 and 2010 there 

had been two occasions when officials from the Western Health Board† visited the 

centre. There had been no independent inspections during that period. Moreover, the 

Department of Health confirmed to the Irish Human Rights Commission that there was 

no statutory provision relating to the safety and welfare of people living in such services 

i.e. there were no regulations or standards setting out the protections, rights and 

entitlements for people who were living in these types of services.(26) 

 

 

† Prior to the establishment of the Health Service Executive, health services were delivered on a 

regional basis under the governance of health boards on a regional basis. 
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In 2013, regulations governing the quality and safety of residential services for people 

with disabilities were published and the Office of the Chief Inspector in HIQA was to be 

responsible for assessing compliance with these. The regulations came into effect on 1 

November 2013. The regulations spanned a variety of key areas in the context of service 

provision including: 

 admissions 

 contracts of care 

 fire safety 

 individualised assessment and personal planning 

 recreation and activities 

 governance and management 

 positive behavioural support 

 residents’ rights.(27) 

A sample of the regulations which have a direct impact on the daily lives of people living 

in these services and sets out their rights is listed in the table below: 

 

9(2) The registered provider shall ensure that each resident, in accordance 
with his or her wishes, age and the nature of his or her disability— 

 

(a) participates in and consents, with supports where necessary, to 
decisions about his or her care and support; 

(b) has the freedom to exercise choice and control in his or her daily 
life; 
(c) can exercise his or her civil, political and legal rights; 

(d) has access to advocacy services and information about his or her 
rights; and 
(e) is consulted and participates in the organisation of the designated 
centre. 

9(3) The registered provider shall ensure that each resident’s privacy and 
dignity is respected in relation to, but not limited to, his or her 
personal and living space, personal communications, relationships, 
intimate and personal care, professional consultations and personal 
information. 

10(3)(a) Each resident has access to a telephone and appropriate media, such 
as television, radio, newspapers and internet; 

13(2) The registered provider shall provide the following for residents: 
 
(a) access to facilities for occupation and recreation; 
(b) opportunities to participate in activities in accordance with their 
interests, capacities and developmental needs; and 
(c) supports to develop and maintain personal relationships and links 
with the wider community in accordance with their wishes.(27) 
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These regulations clearly set out the rights and entitlements that a person with a 

disability can expect while living in residential care. They are not a voluntary code of 

practice or in any way aspirational. In setting them as regulations, the state guaranteed 

these rights and required that all service providers ensure that people living in residential 

care could access them. It was then the responsibility of the regulator to assess whether 

the regulations were properly implemented and sustained. 

There were significant difficulties in the initial stages of inspecting these services. For 

many service providers this was the first time that they had been subject to formal 

external evaluation. Service providers had to ensure that they were compliant with the 

regulations and delivering good outcomes for the people using services. 

Some services struggled to meet the needs of the people they were caring for as set out 

in the regulations. This led to a range of escalation and enforcement measures 

depending on the severity of the risk posed to the residents. Ultimately, some services 

were closed; some centres were taken over by other service providers or by the HSE; 

and, some residents transitioned from campus-based accommodation to smaller centres 

in the community. 

The seriously non-compliant services were deemed to have been providing a poor quality 

of life to residents and not ensuring adequate safeguarding. In short, the people living 

there did not have access to the rights that the regulations afforded them. The 

regulatory framework, which included extensive enforcement powers, enabled action to 

be taken in the interests of the residents and their welfare. There was a three year 

timeframe built into the commencement of regulation in 2013. This meant that all 

residential disability services had to demonstrate their compliance and be registered by 

the Chief Inspector by October 2016. As this deadline approached it became clear that 

not all services were in a position to be registered as they had not demonstrated a 

sufficient level of compliance with the regulations. The Chief Inspector identified this as a 

risk to the Department of Health as it raised the prospect of a significant number of 

centres having to cease operating. Ultimately, the decision was taken to extend the 

deadline for two years and allow space for providers to take remedial actions and obtain 

the necessary resources to come into compliance. 

5.1 HIQA data on compliance 

The data which HIQA collects during the course of its regulatory work can show how 

services have improved over time. During the period 2013 to 2018 services for people 

with disabilities were assessed for compliance under 18 distinct ‘outcomes’. 

Examples of these outcomes include: 

• social care needs 

• suitable premises 
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• medication management 

• communication. 

The main focus of an inspection is to determine the impact on the lived experience of 

residents though an assessment of the provider’s compliance with the regulations and 

standards. Inspectors look for assurances that measures to improve people’s wellbeing 

and safety are implemented promptly and effectively. The following section outlines data 

and illustrates the level of compliance in disability services between 2013 and 2018. 

Figure 1 below illustrates the level of compliance with all outcomes assessed in each of 

the first five years of regulation of residential services for people with disabilities. It is a 

composite view which groups all compliance judgments together to give an overview.‡ 

Figure 1 

 

 

 

Clearly, the graph above shows that, on average, HIQA inspectors found a sustained 

improvement in levels of compliance in disability services over the first five years of 

regulation. This means that over the course of those five years, residents in these 

centres have experienced sustained improvements in their quality of lives in safer, 

better-run centres. The improvement in the quality of life and services through 

regulation also provides assurance to service users, their families, Government 

departments and the general public that people are being cared for in a way that 

 

‡ During this period of regulation there were four descriptions of compliance: compliant, substantially 

compliant, moderate non-compliant and major non-compliant. Compliant services fully satisfied the 

requirements of the respective regulation(s); substantially compliant meant that the service was 

generally compliant but some action was required to be fully compliant. Moderate and major non- 

compliances represented varying degrees of risk to residents and were considered serious matters 

which required prompt action by the service provider. 
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maximises their independence, protects their safety and promotes their fundamental 

rights to live how they choose. 

When broken down into compliance with individual outcomes the data also shows a 

gradual improvement over the first five years. Figures 2 and 3 below show the record of 

compliance in a sample of two outcomes which are of particular relevance to people’s 

quality of life. 

Figure 2 

 

 

 

Guidance produced by HIQA described this outcome as follows: 

“Residents are consulted with, and participate in, decisions about their 

care and about the organisation of the centre. Residents have access to 

advocacy services and information about their rights. Each resident’s 

privacy and dignity is respected, including receiving visitors in private. 

Each resident is enabled to exercise choice and control over his/her life in 

accordance with his/her preferences and to maximise his/her 

independence. The complaints of each resident, his/her family, advocate or 

representative, and visitors are listened to and acted upon and there is an 

effective appeals procedure”.(28) 
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Figure 3 

 

 

 

Guidance produced by HIQA described this outcome as follows: 

“Each resident’s wellbeing and welfare is maintained by a high standard of 

evidence-based care and support. Each resident has opportunities to 

participate in meaningful activities that are appropriate to his or her 

interests and preferences. The arrangements to meet each resident’s 

assessed needs are set out in a personal plan that reflects his or her needs, 

interests and capacities. Personal plans are written with the participation of 

each resident. Residents are supported when moving between services and 

between childhood and adulthood”.(28) 

A full list of the levels of compliance is found in Appendix A. What the data shows is 

that, of all 18 outcomes, 16 showed that the level of compliance in year five was better 

than in year one. Of the remaining two, one (General Welfare and Development) had an 

equal level of compliance and one (Notification of Incidents) showed a dis-improvement 

(from 13% in year one to 26% in year five). 

HIQA’s reports on disability services show how quality of life has been improved for 

people using services over a period of time. The following are some examples: 

 

In this example, inspectors had found institutionalised practices which meant residents had 

little choice in terms of meals and how meals were prepared. A subsequent inspection found 

the following: 

 

“Residents’ evening meals were cooked in the designated centre at least twice a week. Residents 

could now have a choice for their breakfast, for example the option of a freshly cooked breakfast was 

now an option…. A resident, that had refused to 
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leave their bedroom to eat their meals with other residents, now enjoyed a cooked breakfast in the 

morning and was sitting having their other meals with their peers more often.” 

The inspection of this centre found that residents were leaving their home for lengthy periods of 

up to 12 hours every day in order to avoid violence and aggression from other residents. A follow-

up inspection found that some residents had been transferred to community-based homes: 

 

“…residents were becoming involved in their local community since transitioning to their new home. 

One resident had transitioned to the centre from a campus based setting and was now starting to 

integrate into the local community. For example they were now able to walk to local amenities.” 

Poor practices around complaints were findings in small, rural-based centre. The inspector noted 

the following changes had been implemented on a subsequent inspection: 

 

“Residents were aware of the provider's complaints procedure and told the inspector that they had 

made complaints when they were unhappy about the service they received. The residents told the 

inspector that staff had listened to them and addressed their concerns.” 

Inspectors had been informed by staff and relatives of service users that there were ongoing issues 

with staff shortages and the impact of using unfamiliar staff on residents. The provider was required 

to take action and the findings from the next inspection outlined the improvements made and the 

impact on residents: 

 

“…inspectors observed residents and noted the positive interactions that took place between 

residents and staff. Other residents communicated very clearly that they were happy residing in the 

centre and with the care and support received. Residents were seen to be relaxed in the company of 

staff and there was a warm atmosphere in this home throughout the inspection.” 
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The experience of regulating residential services for people with disabilities shows 

how regulation can impact on people’s lives, drive improvements and act as an 

instrument of public assurance. Ultimately, it demonstrates that a regulator can 

influence the behaviour of service providers because it is they who are ultimately 

responsible for the care and welfare of residents. Providers must respond to inspection 

findings and provide assurances as to how they plan to come into compliance with the 

regulations. This may involve changes to practice, governance arrangements, staffing 

levels or organisational culture. All of this is geared towards a better quality of life for 

people living in residential care and a fuller realisation of their rights. 

6. Discussion 

This paper has sought to bring together a number of sources and schools of thought on 

regulation in health and social care. This has been done in order to better understand 

what evidence is available for the effectiveness of regulation in improving the standards 

of care and quality of life for people who use services. 

Clearly, in the context of primary and peer-reviewed research there is only limited 

evidence in this particular field. Several sources have identified the limitations in the 

literature: “there is little empirical evidence by which to assess the effectiveness of 

regulatory strategies for ensuring care quality and safety at system level” (8). The 

evidence that is available suggests that regulation is effective in improving the quality of 

health and social care services. While there are some positive findings there are also 

some unintended negative consequences such as increased administrative burden. 

The most likely explanation for the lack of research on this topic is the difficulty inherent 

in carrying out research on such a complex area. There are multiple factors which can 

influence the quality of care or lived experience of someone using a health and social 

care service — attempting to attribute any improvement or disimprovement to any one 

factor (e.g. regulation) would be very difficult. Moreover, it would be ethically 

questionable to conduct methodologically sound experiments such as randomised-control 

trials (i.e. provide regulation for one group of people and not for another to analyse any 

difference in outcome). 

On a related note, there are numerous examples where people have been subject to sub-

standard care and abuse in services that were inspected by regulators. This paper has 

provided a little detail on two in particular: Leas Cross Nursing Home and Winterbourne 

View Hospital. There are a number of others that have happened in Ireland and 

elsewhere and many have been subject to comprehensive investigations and reviews. In 

most cases, several organisations or actors are found to be at fault: the service provider, 

the funding/commissioning agencies, the regulator, the staff. In the context of the 

regulator, recommendations tend to focus on how to improve oversight and ensure more 

effective supervision of providers that are caring for some of the most vulnerable in 

society. The research for this paper found no recommendations to the effect that less 
regulation would be a solution. 
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The HIQA data on the levels of compliance with regulations in residential services for people 

with disabilities tells its own story about the effectiveness of regulation. It shows, on the 

whole, an improvement in the level of compliance over a period of time. These 

improvements do have an impact on the quality and safety of care being provided to people 

using services. Statutory regulations provide a clear and legally-binding minimum standard 

which service providers must be able to attain. Moreover, the introduction of regulations 

means that the state is committed to having services which meet or exceed the required 

standards. This means that if, for example, a centre’s facilities are in poor condition the 

provider must be able to remedy this in order to come into compliance and continue 

providing their service. Similarly, if staffing levels do not allow for the provision of care and 

support to meet people’s assessed needs then this must be addressed; there can be no 

compromise.  

In the most extreme circumstances, the regulations allow for services to be shut down by 

means of cancelling its registration. This is an important safeguard which, while used 

sparingly, is an effective tool in ensuring that people receive good quality care and support. 

In the ten years of regulating social care services in Ireland, the Office of the Chief 

Inspector has had cause to issue only three notices to cancel the registration of a 

designated centre. In most other cases, service providers manage to improve the quality 

of their service through escalation procedures or accede to a request to transfer the 

operations of their centre(s) to another provider.  

Regulation also provides an assurance to the public that there is third-party scrutiny of 

health and social care services. Most of HIQA’s reports are publicly available. Annual and 

overview reports are also published regularly which draw on inspection and compliance 

data to highlight key areas of concern and opportunities for improvement across a range 

of services.  

At present, the configuration of children’s services in Ireland means that some services 

are subject to regulation while others are not. As such, the regulatory framework is 

somewhat uneven and disjointed. Foster care is a case in point: the vast majority of 

children in care in Ireland are living in foster care services. Currently, HIQA has the 

power to monitor foster care agencies against the National Standards for Foster 

Care. This allows for the inspection only of organisations that recruit and support foster 

carers i.e. Tusla and private foster care agencies. There is no provision allowing 

inspectors to visit homes that are providing foster care services and speak to children and 

families. 

The current system of monitoring also has no provision for enforcement which means 

that HIQA has no legal remit to take action against poor providers. The regulation of 

children’s non-statutory residential centres is due to transfer to HIQA and commence 

imminently. A 2015 report by the Ombudsman for Children’s Office was critical of the 

monitoring and inspection of these centres and called for the 
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transfer of responsibility to HIQA.(29) In addition, as noted in the fourth progress report, 

the Ryan Report Implementation Plan called for the independent inspection of all 

children’s residential centres and foster care.(30) As such, there are already calls from 

various agencies to provide for greater regulatory oversight of all children’s services. 

In summation, the draft paper produced by the Department of Children and Youth Affairs 

showed that all of the respondent countries have some form of regulatory framework for 

children’s services. The recommendation to consider the development of a regulatory 

framework for children’s services arose out of the Tusla investigation. It should also be 

borne in mind that there were pre-existing concerns regarding the quality and safety of 

Tusla’s services which were described in several HIQA inspection and overview reports. 

The absence of an effective regulatory framework meant that issues persisted and were 

not resolved in a timely manner in order to ensure children were safe and protected. 

This paper has sought to set out the arguments for and against the effectiveness of 

regulation in health and social care services. While there is an acknowledgment that 

regulation sometimes fails to protect vulnerable people — as witnessed in a number of 

high profile abuse scandals —removing or easing regulatory oversight is not a solution. 

Rather, regulation needs to be better. The experience in the regulation of residential 

disability services shows how regulation can improve the lives of people using services. 

HIQA is of the view that there should be a comprehensive regulatory system for 

children’s services in Ireland. There is a clear policy trajectory towards this perspective 

in other types of care e.g. the proposal to license hospitals and regulate home care 

services. A well-designed regulatory framework would ensure that all at-risk and 

vulnerable children have an increased level of protection and improved outcomes. 
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Appendix A 

 

Outcome 01: Residents Rights Dignity and Consultation 

 

 

Outcome 02: Communication 
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Outcome 03: Family and personal relationships and links with the community 
 

 

Outcome 04: Admissions and Contract for the Provision of Services 
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BACKGROUND AND AUTHOR NOTE 

 
This discussion paper was prepared by Dr Conor O'Mahony as a member of the Expert Assurance 
Group (EAG) to help inform its discussions on the legal background to the management of 
retrospective allegations. It is intended that it will be published as an appendix to the final report of 
the Group. 
 
In 2017, the Minister for Children and Youth Affairs directed the Health and Information Quality 
Authority (HIQA) to carry out a statutory investigation and the report was published in June 2018, 
under the title: "Report of the investigation into the management of allegations of child sexual abuse 
against adults of concern by the Child and Family Agency (Tusla) upon the direction of the Minister 
for Children and Youth Affairs". 
 
The Minister for Children and Youth Affairs established the Expert Assurance Group to monitor and 
advise the Minister and the Tusla Board on the recommendations from the HIQA report. The 
secretariat is provided by the Department of Children and Youth Affairs. 
 
Dr O'Mahony was appointed by the Minister to the Expert Assurance Group to bring his legal 
expertise to its work. He has lectured in UCC since 2005 and is a Senior Lecturer in Constitutional 
Law and Child Law. His research interests lie broadly in these areas, with a particular focus on 
constitutional interpretation, family and children's rights, educational rights and special educational 
needs. 
 
Dr Conor O'Mahony should be acknowledged in any references to this paper. 
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EXECUTIVE SUMMARY 
 

Where Tusla becomes aware of a retrospective allegation of child abuse, it is under a clear legal duty 

(pursuant to the European Convention on Human Rights, the Irish Constitution and the Child Care 

Act 1991) to investigate the allegation and to take steps to mitigate any risks to children that are 

identified (Part 1 below). However, while the obligation to act is clear, the legal parameters 

governing how Tusla should conduct such investigations and what measures it may take on foot of 

them are quite unclear. The Agency is placed in a difficult position, for two reasons. 

First, the investigation places two sets of constitutionally-protected rights in direct competition: the 

right of children to protection from harm, and the right of the accused to fair procedures and to a 

good name. Placing undue emphasis on one set of rights may result in a violation of the other. 

Second, Tusla has no clear legislative guidance on how to perform this delicate balancing act. Section 

3 of the Child Care Act 1991 (which is the only relevant provision) speaks in broad terms of the 

Agency’s duty to promote the welfare of, and to identify, children who are not receiving adequate 

care and protection (Part 2 below). It was not drafted with the complexity of retrospective 

allegations in mind and provides no detail or clarity on the format of investigations; on the 

safeguards to be incorporated to ensure fair procedures; or on the actions Tusla is authorised or 

obliged to take to protect children (either during an investigation or in the aftermath of an allegation 

being deemed credible). 

In the face of this legal vacuum, Tusla has had to design the process for investigating retrospective 

allegations in its own policy documents, and then respond to clarifications of the law provided by the 

courts in judicial reviews of investigations (Part 3 below). This is unsatisfactory, since the 

clarification of the law by the courts takes place after the event and is unpredictable in nature due to 

the absence of legislative guidance. Moreover, a policy document is more susceptible to successful 

judicial review than legislation. While legislation aimed at balancing rights enjoys a particularly 

strong presumption of constitutionality (and is thus very difficult to challenge), this does not apply to 

a policy document; thus, its comparative vulnerability invites legal challenges. This, combined with 

the lack of detail in the existing legislation, leaves Tusla in a position where it has to conduct 

sensitive and legally complex investigations in an unpredictable legal environment, and continuously 

revise its practice in response to ad hoc judicial development of the law (Part 4 below). 

Since all judicial reviews to date have been brought by the accused party, the potential for defensive 

practice by Tusla is clear, which gives rise to the potential for ineffective investigations and failures 

to adequately respond to real child protection concerns. This, in turn, gives rise to a risk of avoidable 

instances of child abuse, and of potential for litigation against Tusla or the Irish State on foot of such 

avoidable abuse. As such, detailed consideration needs to be given to potential reform of the law in 

this area. This paper outlines the challenges raised by the current state of the law, and suggests a 

number of potential avenues of reform for discussion (Part 5 below). 
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1. CONTEXT: OBLIGATIONS UNDER CONSTITUTION AND ECHR 
 

1.1 Article 42A of Constitution 
Article 42A of the Irish Constitution provides, inter alia, as follows: 

1. The State recognises and affirms the natural and imprescriptible rights of all children and 

shall, as far as practicable, by its laws protect and vindicate those rights. 

When Article 42A was drafted and approved by referendum in 2012, the content of children’s rights 

under this provision, and the corresponding obligations of the State, were left to be defined by the 

courts on a case-by-case basis. To date, there has not been a court decision specifically holding that 

this provision obliges the State to take steps to protect children against sexual abuse (although a 

number of judgments hints at such a conclusion).1 However, children have well-established 

constitutional rights including the right to bodily integrity2 and the right to freedom from inhuman 

and degrading treatment3 that are violated by sexual abuse. Moreover, as will be seen below, the 

existence of an obligation on the Irish State to protect children against such rights violations is 

clearly established under the European Convention on Human Rights (“the ECHR”), and relevant 

provision has been made to this effect in the Child Care Act 1991. Therefore, it seems 

uncontroversial to state that Article 42A obliges the State not only to refrain from abusing children 

through its agents, but to take measures designed to protect children from sexual abuse at the 

hands of private actors; and that a failure to do so would violate the rights of children under Article 

42A. 

 

1.2 Articles 3 and 8 of ECHR 
The ECHR makes no express reference to children or to child abuse; but the right to freedom from 

inhuman and degrading treatment under Article 3 has been extensively applied by the European 

Court of Human Rights to cases where States have failed to adequately protect against or investigate 

abuse.4 The European Court of Human Rights is the authoritative body charged with interpreting the 

Convention, and its decisions create binding obligations for all States Parties. As such, judgments 

interpreting the Convention are binding on Ireland, even where Ireland was not a party to the case 

before the Court. Obligations under the ECHR subdivide into procedural obligations (i.e. to 

investigate complaints of alleged abuse) and substantive obligations (i.e. to protect children against 

abuse). In the context of retrospective allegations, there is a strong degree of overlap between the 

two. 

 

                                                           
1 In GS v Commissioner of An Garda Síochána [2017] IEHC 190, McDermott J stated at [19]: “The State and its 

agencies are obliged to protect and vindicate the personal rights of children and vulnerable person by ensuring 

that unsuitable persons are not given access to them or cause them harm …” In PO'T v Child and Family Agency 

[2016] IEHC 101, the High Court appeared to implicitly accept—without clearly stating the point—that Article 

42A gives children a right to be protected from sexual abuse. 
2 Ryan v Attorney General [1965] IR 294. 
3 State (C) v Frawley [1976] IR 365. 
4 For a comprehensive analysis of child protection obligations under the ECHR, see Conor O’Mahony, “Child 

Protection and the ECHR: Making Sense of Positive and Procedural Obligations” (2019) 27 International Journal 

of Children’s Rights (in press). 

https://www.bailii.org/cgi-bin/format.cgi?doc=/ie/cases/IEHC/2017/H190.html
http://www.bailii.org/ie/cases/IEHC/2016/H101.html
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1.2.1 Procedural obligations 

Once a complaint is made to any State agency regarding any case of sexual abuse, historical or 

otherwise, the ECHR obliges the State to carry out an effective investigation of that complaint. The 

procedural obligation to carry out an effective investigation is independent of the substantive 

obligation to protect against abuse. A State can be found to have committed a procedural violation 

due to an ineffective investigation in circumstances where its substantive obligations have been fully 

discharged; or, indeed, even in circumstances where it has not been satisfactorily established that ill-

treatment actually occurred.5 Once a credible complaint has been made, the obligation to mount an 

investigation is engaged. 

In the context of abuse against children, the leading case on the procedural obligations arising under 

Article 3 is CAS and CS v Romania,6 which concerned an investigation into an allegation of repeated 

serious and violent sexual abuse of a seven-year-old boy. The Court recognised the obligation to 

carry out an effective investigation of complaints of abuse, and set out key principles for 

determining whether an investigation could be regarded as “effective”: 

 Investigations should in principle be capable of leading to the establishment of the facts of 

the case. 

 Authorities must take the reasonable steps available to them to secure the evidence 

concerning the incident, including, inter alia, eyewitness testimony, forensic evidence, etc.  

 Investigations must proceed with promptness and reasonable expedition.7 

The investigation in the case at hand was found to be ineffective on the basis of a combination of 

factors, including delays in commencing it and in progressing key aspects8 (such as questioning the 

alleged perpetrator9), showing evidence of a “lax attitude” on the part of the authorities.10 

Moreover, no proper counselling services were provided to the child, which was not consistent with 

the need to provide adequate measures for recovery and integration.11 

As such, when a retrospective allegation of abuse is made, the State is obliged to undertake a 

rigorous investigation of that complaint that is prompt and thorough, capable of securing all 

available evidence, child-sensitive, and which provides measures to support recovery such as 

counselling. Failure to adhere to these standards may lead to a violation of Article 3 of the ECHR. 

 

 

 

                                                           
5 Assenov v Bulgaria, 24760/94, 28 October 1998. 
6 Ibid. 
7 Ibid at paras 69-70. 
8 See also PM v Bulgaria, 49669/07, 24 January 2012 at paras 63-67, in which delay of more than 10 years in the 

investigation of the rape of a 13-year-old girl, with the result that the prosecution of the perpetrators was eventually 

time-barred, led to a finding of a violation. 
9 See also IG v Moldova, 53519/07, 15 May 2012 at paras 40-45, in which a violation was found in respect of the 

investigation of the rape of a 14-year-old girl due largely to the fact that the decision to drop the charges was made 

without two of the three key witnesses being questioned and without any attempt made to establish the credibility 

of the statements made by the applicant and the alleged perpetrator (e.g. by questioning people who could have 

shed light on their trustworthiness). 
10 CAS and CS v Romania, 26692/05, 20 March 2012 at paras 74-79. 
11 Ibid at para 82. 
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1.2.2 Substantive obligations 

It is also well established that the ECHR obliges States to protect children against abuse at the hands 

of private actors. This is not merely a reactive duty; even before abuse has occurred, States are 

obliged to take reasonable measures that mitigate foreseeable risks of ill-treatment occurring. This 

can arise in two contexts: i) a specific risk to an identified individual, and ii) a general risk to 

unidentified individuals. The obligation applies not only to risks of which the State is aware, but to 

risks of which the State ought to be aware (had it taken reasonable measures). 

A number of cases have found violations due to a failure to adequately respond to ill-treatment in 

circumstances where State authorities were aware of a risk to identified individuals.12 In E v United 

Kingdom,13 although social services were not actually aware that the children involved were being 

abused, the Court held that they “should have been aware that the children remained at potential 

risk”, and “failed to take steps which would have enabled them to discover the exact extent of the 

problem and, potentially, to prevent further abuse taking place.”14 This failure was found to have 

violated Article 3. 

The duty to protect against foreseeable risks was extended beyond specific risks to identified 

individuals to include general risks to unidentified individuals by the Grand Chamber in O’Keeffe v 

Ireland.15 The O’Keeffe decision was not solely predicated on a failure to respond to actual abuse; 

the mere risk of abuse was enough to engage a positive obligation to take preventive measures. The 

Court relied on evidence from official reports on the incidence of sexual abuse of children in Ireland 

to find that the risk of abuse occurring in schools was foreseeable. Accordingly, as it was a risk of 

which the State had or ought to have had knowledge, the State should have taken steps to protect 

children against that risk. Its failure to do so violated Article 3.16 

Thus, in any situation where the abuse of children is a foreseeable risk, the ECHR obliges States 

Parties to put in place proactive, protective measures designed to mitigate that risk and prevent 

abuse from occurring. As with risks to identified individuals, it is clear that States cannot choose to 

ignore foreseeable general risks and fail to put in place any measures to control against them. 

In the context of retrospective allegations of abuse, the case law discussed above shows that ECHR 

obliges Ireland to take steps to protect children—whether identified or unidentified—against a risk 

of sexual abuse in circumstances where State authorities are or ought to be aware of the existence 

of that risk. If an investigation into a retrospective allegation deems the allegation well founded, 

then State authorities are aware of the risk and the obligation to take steps to mitigate that risk is 

engaged. Moreover, if an investigation into a complaint was ineffective, and no preventive measures 

were taken in relation to a risk that should have been identified (and subsequently materialised in 

the form of further abuse), it would be deemed that the State ought to have been aware of the risk. 

As such, there would be a procedural violation in respect of the ineffective investigation, and a 

substantive violation in respect of the failure to take steps to mitigate the risk. 

 

                                                           
12 Kontrova v Slovakia, 7510/04, 31 May 2007; Talpis v Italy, 41237/14, 2 March 2017. 
13 33218/96, 26 November 2002. 
14 Ibid at paras 96-97. 
15 35810/09, 28 January 2014. 
16 Ibid at para 169. 
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1.3 ECHR Act 2003 
The ECHR is binding on the Irish State as a matter of international law. Moreover, it imposes 

obligations on both Tusla and the Irish courts pursuant to the ECHR Act 2003. There are two main 

mechanisms through which this is achieved. The most relevant in the current context is section 3, 

which obliges organs of the State (which clearly includes Tusla) to perform their functions in a 

manner compatible with the State’s obligations under the ECHR. Failure to do so can be litigated 

before the Irish courts. In addition, section 2 obliges Irish courts, in so far as is possible, to interpret 

and apply Irish law in a manner compatible with the State’s obligations under the ECHR. 

In practical terms, this means that the ECHR case law and obligations discussed in Part 1.2 above 

inform the meaning of section 3 of the Child Care Act 1991 (which will be discussed below). Tusla is 

obliged to perform its functions under section 3 in a manner compatible with these obligations; and 

should any litigation regarding Tusla’s performance of its section 3 duties arise, the courts will be 

obliged to interpret section 3 in a manner compatible with these obligations. The next Part will 

examine section 3 of the 1991 Act. 
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2. SECTION 3 OF THE CHILD CARE ACT 1991 
Section 3 of the Child Care Act 1991, as amended, provides as follows: 

(1) It shall be a function of the Agency [i.e. Tusla] to promote the welfare of children who are 

not receiving adequate care and protection. 

(2) In the performance of this function, the Agency shall— 

(a) take such steps as it considers requisite to identify children who are not receiving 

adequate care and protection and co-ordinate information from all relevant sources relating 

to children in its area … 

At present, this is the only provision of legislation that is relevant to the issue of retrospective 

allegations. Clearly, it is a very broad and general provision and was not drafted with this issue in 

mind. It contains more gaps than detail with respect to the issue of retrospective allegations. 

Nonetheless, its application to the issue was confirmed by the High Court in MQ v Gleeson.17 Mr 

Justice Barr stated that the section 3 duty applies both to children in immediate risk and to children 

who, although not immediately identifiable, may become subject to a risk which the health board (as 

it then was) reasonably expects may come about. The case at hand concerned the danger potentially 

posed to children by a man suspected of child abuse who was accepted to a child care qualification 

course. The health board furnished a report to the organisers of the course who took steps to 

remove him. The High Court held that the health board’s duties under section 3 obliged it to take the 

steps which it took; but also emphasised the right to fair procedures of the person accused of abuse. 

As with the ECHR case law, the High Court was clear that the obligation to protect children is not 

confined to responding to abuse that has already occurred, but to mitigate the risk of abuse that has 

yet to occur. 

MQ v Gleeson clarifies that section 3 not only authorises but obliges Tusla to take steps to protect 

children, including sharing information with third parties, in circumstances where an individual poses 

a risk that children will be abused.18 The judgment has subsequently come to be recognised as 

establishing the foundational principles governing the investigation of retrospective allegations, and 

                                                           
17 [1998] 4 IR 85. 
18 See ibid at 99-100: “… in the exercise of their statutory function to promote the welfare of children, health 

boards are not confined to acting in the interest of specific identified or identifiable children who are already at 

risk of abuse and require immediate care and protection, but that their duty extends also to children not yet 

identifiable who may be at risk in the future by reason of a specific potential hazard to them which a board 

reasonably suspects may come about in the future. Subject to the proper exercise of its functions in the matter of 

complaints about child abuse and its duty to afford the applicant the benefit of fair procedures, I have no doubt 

that in the instant case, on the premise that it had taken appropriate steps to inform itself, the fourth respondent 

would have been entitled to form an opinion that the applicant was unfit for child care work and would have had 

an obligation under s. 3(1) of the Act of 1991 to communicate its opinion to the second respondent with a view to 

having the applicant removed from the social studies course of which he was engaged. The fourth respondent was 

not obliged to wait until a child or children had been actually abused by the applicant after he had taken up child 

care employment. On the contrary, on becoming aware that he proposed to embark on a career in child care and 

that he was attending an educational course to qualify for such work, the fourth respondent had an obligation to 

protect children who in its considered opinion would be at risk of abuse by the applicant should he carry out his 

stated intention of embarking on a career in that area. Such an obligation would require the communication by the 

fourth respondent of its opinion to the second respondent coupled with a request to remove him from the course 

in question.” 

https://www.bailii.org/ie/cases/IEHC/1997/26.html
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has been repeatedly cited in later policy documents and case law (where it is often referred to in 

shorthand as the “Barr Principles”).19  

As noted above, the ECHR Act 2003 requires that section 3 of the Child Care Act 1991 be read in light 

of the ECHR and case law of the Strasbourg Court; as such, all of the obligations established in that 

case law can be read into section 3, including mounting an effective investigation of complaints, and 

taking steps to mitigate risks both to identified and unidentified individuals. 

While the ECHR case law and the Barr Principles provided some clarity as to the nature of the 

obligation established by section 3, neither those judgments nor section 3 itself provide a framework 

for conducting investigations; nor do they definitively state what measures can or should be taken to 

mitigate risks. In the face of this legislative void, it has been left to Tusla to fill in the blanks in its 

policy documents, and to the courts to flesh out the governing principles applicable to the process. 

As will be seen below, there are significant points of both principle and detail that need to be 

determined. The fact that this has not been done in the governing statute gives rise to a number of 

disadvantages, as will be explained in Part 4 below. 

  

                                                           
19 See Joe Mooney, “Adult disclosures of childhood sexual abuse and section 3 of the child care act 1991: past 

offences, current risk” (2018) 24(3) Child Care in Practice 245. 
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3. TUSLA POLICY 
 

3.1 Children First Guidelines 
In the context of such a sparse statutory framework, Tusla policy documents take on a heightened 

significance in the context of retrospective allegations. The Children First Guidelines 2011 provided 

as follows: 

3.6 Retrospective disclosures by adults 

3.6.1 An increasing number of adults are disclosing abuse that took place during their 

childhoods. Such disclosures often come to light when adults attend counselling. It is 

essential to establish whether there is any current risk to any child who may be in contact 

with the alleged abuser revealed in such disclosures. 

3.6.2 If any risk is deemed to exist to a child who may be in contact with an alleged abuser, 

the counsellor/health professional should report the allegation to the HSE Children and 

Family Services without delay.20 

Following the introduction of mandatory reporting in the Children First Act 2015, the Children First 

Guidelines were updated in 2017. The relevant section on retrospective disclosures now provides: 

 

Dealing with a retrospective allegation 

Some adults may disclose abuse that took place during their childhood. Such disclosures may 

come to light when an adult attends counselling, or is being treated for a psychiatric or 

health problem. If you are, for example, a counsellor or health professional, and you receive 

a disclosure from a client that they were abused as a child, you should report this 

information to Tusla, as the alleged abuser may pose a current risk to children. 

If, as a mandated person, you provide counselling, it is recommended that you let your 

clients know, before the counselling starts, that if any child protection issues arise and the 

alleged perpetrator is identifiable, you must pass the information on to Tusla. If your client 

does not feel able to participate in any investigation, Tusla may be seriously constrained in 

their ability to respond to the retrospective allegation.21 

 

                                                           
20 Children First: National Guidance for the Protection and Welfare of Children (Dublin: Department of Children 

and Youth Affairs, 2011), p.15. See further p.52: “7.16.7 When a disclosure is made by an adult of abuse suffered 

during their childhood and it comes to the attention of either the HSE or An Garda Síochána or other service, it is 

essential to establish whether there is any current risk to any child who may be in contact with the alleged abuser 

revealed in the adult’s disclosure. If any risk is deemed to exist, this information must be shared between both 

agencies, following the notification procedures (see Paragraphs 7.4.5 and 7.7.4). It is essential that all relevant 

information in relation to any of the above eventualities is carefully collated and that each agency informs the 

other of any such concerns during an investigation.” 
21 Children First: National Guidance for the Protection and Welfare of Children (Dublin: Department of Children 

and Youth Affairs, 2017), p.23. 
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3.2 Policy & Procedures for Responding to Allegations of Child Abuse & Neglect 
The procedures to be followed by Tusla in investigating disclosures made to the Agency were set out 

in the Policy & Procedures for Responding to Allegations of Child Abuse & Neglect in September 

2014. The policy governs all allegations of abuse and is not confined to retrospective cases.  

The 2014 policy is a lengthy document which cannot be explored in detail in this paper. Key points to 

note include the following: 

 The policy is underpinned by the “Barr Principles” set down by the High Court in MQ v 

Gleeson (see Part 2 above). 

 The importance of affording fair procedures to persons accused of abuse is emphasised 

throughout; but the policy also states at the outset that “at times this right may need to be 

secondary to the protection of children at risk” (para 1.2). 

 A hierarchy of risk is established: (a) specific or identifiable children at immediate or serious 

risk and in need of urgent care and attention, and (b) identified children in respect of whom 

risk is likely to develop in the future, or children yet to be identified. The policy states at 

paras 4.1-4.3 that priority is to be given to the protection of children in scenario (a), and the 

alleged abuser informed of the allegations at the earliest opportunity; whereas the 

constitutional rights of the alleged abuser should take priority in scenario (b). 

 The importance of inter-agency co-operation is emphasised throughout. 

 The policy sets out the sequence of events to be followed where allegations of abuse are 

notified to Tusla, including when and how to communicate with the complainant, the 

accused and third parties. 

 A two-stage assessment process is established, with provision for further assessment if 

necessary. 

 A provisional conclusion of “founded” or “unfounded” is to be made in respect of the 

allegation; the accused is given the opportunity to respond to this and to put forward 

additional information. Following this, a final conclusion is issued, with provision for appeal. 

 Should the final conclusion deem further action necessary, the policy sets out how 

information is to be shared with third parties. 

 

3.3 Case law on operation of policy 
Given the stakes involved in investigations conducted under the Tusla policy, it is unsurprising that 

there has been a significant volume of litigation mounted by accused individuals challenging aspects 

of the procedure. A comprehensive survey is outside the scope of the present document, which will 

confine itself to examining the key points established in the case law regarding the law as it currently 

stands: 

 Tusla’s duty to investigate complaints and to communicate information regarding risks that 

are identified arises independently of the criminal justice process. Such an investigation 

should always occur at the earliest possible time after the risk to a vulnerable child is 

apprehended and before the risk crystallises into actual harm (i.e. Tusla should not wait 

until any criminal investigation has progressed).22 

                                                           
22 I v Health Services Executive [2010] IEHC 159. 

https://www.bailii.org/ie/cases/IEHC/2010/H159.html
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 Investigations are to be conducted according to the civil standard of proof, i.e. the balance 

of probabilities. The more improbable the event, the stronger must be the evidence that it 

did occur before, on the balance of probability, its occurrence will be established.23 

 Tusla may, in reaching its conclusions, rely on different types of evidence. If the evidence is 

such as to establish on the balance of probabilities that the allegations are “founded”, Tusla 

is entitled to reach conclusions in respect of serious allegations even if the complainant is 

not cross-examined or is not available for cross-examination. However, this may be difficult, 

and the more serious the allegation, the more cogent the evidence required to support it.24 

 The accused has the right to fair procedures in the conduct of the investigation. There is no 

fixed menu as to what is required by fair procedures. Though precedent is of assistance, 

whether an investigation is fair and unfair primarily depends on the circumstances of the 

case and the stage that the process is at.25 Safeguards that have been identified as 

necessary include: 

o The opportunity to respond to allegations before findings are made and shared with 

third parties.26 

o All material on which the complaint is based must be released to the accused 

unequivocally. The accused must be provided with relevant details and documents 

in advanced of any proposed meeting with Tusla.27 

o Tusla must act with impartiality; give advance notice in writing of each stage in the 

investigation process; keep the accused informed of any developments in the 

investigation, and give the accused sufficient time to respond to allegations. All of 

these point apply even where the accused refuses to cooperate with the 

investigation.28 

o The accused is entitled to be heard in his own defence and to have the testimony of 

such persons who can give testimony on his behalf, relevant to the allegations in 

issue, heard and considered by Tusla.29 

o The accused may have the right to cross-examine the complainant (by counsel, but 

not necessarily directly) during the second stage of the assessment.30 However, 

cross-examination is not invariably required, and this right may be subject to fair, 

reasonable and proportionate restrictions to protect the complainant due to factors 

such as age, mental capacity or levels of trauma. Each case must be considered on 

its own facts.31 Tusla has significant discretion in determining the precise 

requirements for cross-examination that might be needed to ensure procedural 

fairness in a particular case.32 Moreover, there is no right to cross-examination or to 

observe the demeanour of the complainant during interviews conducted as part of 

the first stage of the assessment.33 

                                                           
23 TR v Child and Family Agency [2017] IEHC 595. 
24 TR v Child and Family Agency [2017] IEHC 595. 
25 A v Child and Family Agency [2015] IEHC 679. 
26 MQ v Gleeson [1998] 4 IR 85 and I v Health Services Executive [2010] IEHC 159. 
27 PDP v A Secondary School [2010] IEHC 189. 
28 JG v Child and Family Agency [2015] IEHC 172. 
29 PDP v A Secondary School [2010] IEHC 189. 
30 PDP v A Secondary School [2010] IEHC 189 and EE v Child and Family Agency [2016] IEHC 777. 
31 WM v Child and Family Agency [2017] IEHC 587 and TR v Child and Family Agency [2017] IEHC 595. 
32 EE v Child and Family Agency [2018] IECA 159. 
33 TR v Child and Family Agency [2017] IEHC 595. 

https://www.bailii.org/ie/cases/IEHC/2017/H595.html
https://www.bailii.org/ie/cases/IEHC/2017/H595.html
https://www.bailii.org/ie/cases/IEHC/2015/H679.html
https://www.bailii.org/ie/cases/IEHC/1997/26.html
https://www.bailii.org/ie/cases/IEHC/2010/H159.html
https://www.bailii.org/ie/cases/IEHC/2010/H189.html
https://www.bailii.org/ie/cases/IEHC/2015/H172.html
https://www.bailii.org/ie/cases/IEHC/2010/H189.html
https://www.bailii.org/ie/cases/IEHC/2010/H189.html
https://www.bailii.org/ie/cases/IEHC/2016/H777.html
https://www.bailii.org/ie/cases/IEHC/2017/H587.html
https://www.bailii.org/ie/cases/IEHC/2017/H595.html
https://www.bailii.org/ie/cases/IECA/2018/CA159.html
https://www.bailii.org/ie/cases/IEHC/2017/H595.html
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o Records of the investigation should include factors favourable to the accused.34 

 If the allegation is found to be established after appropriate investigation, it is then a matter 

for Tusla to select the appropriate means to protect any children it finds to be at risk from 

the abuser in question—Tusla’s powers are not confined to those situations where the 

abuser has a particular access or relationship with identified or identifiable children.35 

 Any dissemination of information should be minimal and only to the extent necessary to 

protect children who may be at risk. Such communication should be targeted in a context of 

specific child protection concerns.36 

 While challenges to investigations by way of judicial review should normally occur after the 

conclusion of the investigation, it may be permissible to bring such a challenge prior to its 

conclusion if the challenge concerns a new point of principle concerning a shortcoming in 

the procedures being applied by Tusla.37 

 

  

                                                           
34 MQ v Gleeson [1998] 4 IR 85. 
35 PDP v A Secondary School [2010] IEHC 189. 
36 I v Health Services Executive [2010] IEHC 159. 
37 I v Health Services Executive [2010] IEHC 159 and PO'T v Child and Family Agency [2016] IEHC 101. 

https://www.bailii.org/ie/cases/IEHC/1997/26.html
https://www.bailii.org/ie/cases/IEHC/2010/H189.html
https://www.bailii.org/ie/cases/IEHC/2010/H159.html
https://www.bailii.org/ie/cases/IEHC/2010/H159.html
http://www.bailii.org/ie/cases/IEHC/2016/H101.html
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4. ISSUES ARISING FROM CURRENT APPROACH 
 

4.1 Absence of clear and specific statutory mandate for investigating historical allegations, 

making findings and sharing information 
The investigation of retrospective allegations of abuse, and the mitigation of any risks that are 

identified through such investigations, is clearly a core child protection obligation of the State, as 

established both in international human rights law and domestic Irish law. It is also a complex 

process that involves very high stakes for the rights of children (to protection from harm) and the 

rights of the accused (including the right to fair procedures and the right to a good name). A delicate 

balance must be struck between these rights, and detailed procedures are necessary to this end. 

As such, the general terms of section 3 of the Child Care Act 1991 are arguably unfit for purpose as a 

legal basis for this specialised and technical area of child protection work. Section 3 was not drafted 

with retrospective investigations in mind. It contains no detail about the nature of Tusla’s obligation 

to investigate complaints; about the procedural requirements that such an investigation should 

adhere to; or about the steps that Tusla may take in the event that a complaint is substantiated. All 

of this crucial detail has had to be filled in “on the job” by Tusla in its policy documents and by the 

courts in case law. This gives rise to numerous disadvantages, as will be explained below. 

 

4.2 Absence of clear guidance on balance to be struck between due process rights of accused 

and right of children to be protected from harm 
A particular gap in the legal framework that arises from reliance on the general terms of section 3 

rather than on a more tailored provision is that there is no legislative guidance on how the 

competing rights of children and the accused should be weighed against each other. It would be 

open to the Oireachtas to couch legislation in such a way that strikes a balance so far as possible, but 

clarifies which set of rights is to receive priority in circumstances where they cannot be reconciled. 

As will be explained below, doing this in the legislation would limit the scope for successful judicial 

reviews of investigations, and thus strengthen Tusla’s hand in carrying out effective investigations. 

Instead, since section 3 has nothing to say on this issue, the balance of rights is left as a grey area 

that has to be filled in by Tusla in its policy documents. 

There would be two distinct advantages to setting out the balance of rights in an Act of the 

Oireachtas rather than in a policy document. First, legislation carries the presumption of 

constitutionality.38 An accused person claiming that an investigation infringed their constitutional 

rights would—provided that the investigation adhered to the legislation—have to attack the 

legislative basis for the investigation. Since this legislation would be presumed to be constitutional, 

there would be a heavy onus on the challenger to show why the legislation in question was not 

within the range of discretion afforded to the Oireachtas under the Constitution. By contrast, a Tusla 

policy document does not carry the presumption of constitutionality, and is therefore more 

vulnerable to attack by reference to the constitutional rights of the accused. 

                                                           
38 See Hanna J in Pigs Marketing Board v Donnelly [1939] IR 413 at 424: “When the court has to consider the 

constitutionality of a law it must, in the first place, be accepted as an axiom that a law passed by the Oireachtas, 

the elected representatives of the people, is presumed to be constitutional unless and until the contrary is clearly 

established.” See further McDonald v Bord na gCon (No 2) [1965] IR 217 at 239. 
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Second, the presumption of constitutionality has been said by the courts to be particularly strong in 

the case of legislation that balances competing constitutional rights (as would be the case here).39 As 

a general matter, the courts have repeatedly stated that balancing competing rights is a matter for 

the Oireachtas, and they are particularly slow to strike down legislation of this sort.40 Again, this 

does not apply to a Tusla policy document, since it is issued by a State agency rather than by the 

Oireachtas. Thus, it is clear that if the procedure for investigating retrospective allegations were 

placed on a clear legislative footing, the bar for a successful judicial review of an investigation would 

be raised significantly higher than it is under the current arrangements. The lower bar that is in place 

at present has the effect of inviting such litigation. 

 

4.3 Ad hoc development of law by way of court judgments 
In the face of a virtual legislative vacuum on investigations into retrospective allegations, and 

bearing in mind that Tusla policy documents do not have the status of law, the law governing 

retrospective investigations has developed on an ad hoc basis by way of court decisions. As outlined 

above, the fundamental principles governing the process were set down by Mr Justice Barr in MQ v 

Gleeson41 in 1998, and many of the central points have remained relatively stable in the intervening 

twenty years. However, multiple other judgments have addressed important points of detail. Tusla is 

left in a position where it has to anticipate or second-guess what the courts might or might not 

decide in the future. Since the clarification of the law in such decisions may result in investigations 

that took place prior to the court decision being overturned, this is somewhat analogous to taking to 

the field to play a sport in which the precise rules of the game are subject to clarification or revision 

after the final whistle has blown. 

To take one crucial example: the law governing the cross-examination of the complainant by the 

accused has fluctuated back and forth in recent years. Although the MQ judgment in 1998 

emphasised the importance of fair procedures, it was not evident that cross-examination was a 

crucial component of the fair procedures to be guaranteed to the accused until the decision of the 

High Court in PDP v A Secondary School in 2010.42 In this case, and at least one other,43 investigations 

were found to be lacking in fair procedures partly due to the absence of an opportunity for cross-

examination—a requirement that Tusla possibly could have anticipated, but could not have been 

certain of until informed of it (after the event) by the courts. 

The past three years have seen the position fluctuate further. In EE v Child and Family Agency in 

2016,44 Mr Justice Humphreys strongly re-affirmed the right to cross-examination, and held that 

                                                           
39 Ryan v Attorney General [1965] IR 294 at 312. 
40 In Touhy v Courtney [1994] 3 IR 1 at 47, Finlay CJ stated: “The Court is satisfied that in a challenge to the 

constitutional validity of any statute in the enactment of which the Oireachtas has been engaged in such a 

balancing function, the role of the courts is not to impose their view of the correct or desirable balance in 

substitution for the view of the legislature as displayed in their legislation but rather to determine from an objective 

stance whether the balance contained in the impugned legislation is so contrary to reason and fairness as to 

constitute an unjust attack on some individual's constitutional rights.” To similar effect, see MD (a minor) v 

Ireland [2012] 1 IR 697 at 719; Fleming v Ireland [2013] 2 IR 417 at 441; and MR v An tArd Chláratheoir [2014] 

IESC 60 at paras 96 and 113. 
41 [1998] 4 IR 85. 
42 [2010] IEHC 189. 
43 WM v Child and Family Agency [2017] IEHC 587. 
44[2016] IEHC 777. 

https://www.bailii.org/ie/cases/IESC/2012/S10.html
https://www.bailii.org/ie/cases/IESC/2013/S19.html
https://www.bailii.org/ie/cases/IESC/2014/S60.html
https://www.bailii.org/ie/cases/IESC/2014/S60.html
https://www.bailii.org/ie/cases/IEHC/1997/26.html
https://www.bailii.org/ie/cases/IEHC/2010/H189.html
https://www.bailii.org/ie/cases/IEHC/2017/H587.html
https://www.bailii.org/ie/cases/IEHC/2016/H777.html
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offering the accused the opportunity of putting a written list of questions to the complainant was 

not sufficient (such that the fairness of the entire investigation was compromised). However, the 

following year, in a separate High Court decision, TR v Child and Family Agency,45 Mr Justice 

McDermott held that there may be a range of circumstances (such as age, mental capacity or levels 

of trauma) which may render it inappropriate to allow for cross-examination. Around the same time, 

Mr Justice McDermott ruled in WM v Child and Family Agency that absent a reason relating to the 

welfare of children or child protection issues or the mental health and welfare of the complainant, 

cross-examination should be permitted.46 Since all of these judgments were delivered by the High 

Court (and were thus of equivalent legal authority), this gave rise to doubt as to which standard—

the stricter one envisaged by Mr Justice Humphreys or the more flexible one envisaged by Mr Justice 

McDermott—was the correct one. Some clarity was provided in 2018, when the Court of Appeal 

overturned Mr Justice Humphrey’s judgment in EE v Child and Family Agency. The Court held that 

Tusla has significant discretion in determining the precise requirements for cross-examination that 

might be needed to ensure procedural fairness in a particular case, and accepting a written 

exchange of questions and answers was sufficient on the facts of the case.47 

What the above episode demonstrates is that the vagaries of judicial review can leave Tusla aiming 

at a moving target. For two years between 2016 and 2018, the Agency would, if it was being 

cautious, have had to operate on the basis that cross-examination should be facilitated in almost 

every case (which has potential to re-traumatise vulnerable complainants, and perhaps deter some 

from proceeding with their complaints). However, the recent Court of Appeal judgment makes it 

clear that there is significant discretion to refuse to allow it; cross-examination is only strictly 

required where it gives rise to no issue relating to the protection of children or the mental health 

and welfare of the complainant. Addressing this and other procedural issues in legislation rather 

than dealing with them on a policy basis would not eliminate judicial reviews and the challenges 

associated with unpredictable court decisions; but it would serve to significantly reduce the 

likelihood and frequency of same, and allow investigations to be conducted in a more predictable 

legal environment. 

 

4.4 Risk of ineffective investigations or preventive measures 
The circumstances outlined above—and the fact that legal challenges to date have been exclusively 

on the side of the rights of the accused—give rise to a risk of defensive practice by Tusla. Research 

by Mooney has argued that a fear of being sued is a contributory factor in the long delays in 

investigating complaints that have been noted by HIQA on several occasions.48 It should be recalled 

that, as outlined in Part 1.2 above, delays in the investigation of complaints of abuse may lead to a 

procedural violation of Article 3 of the ECHR. More generally, defensive practice has the potential to 

translate into ineffective investigations that fail to uncover crucial information, or overly cautious 

safety planning or information sharing that fails to effectively protect children from future abuse. 

The obvious follow-on from ineffective investigations or preventive measures is a risk that alleged 

abusers commit acts of abuse in the aftermath. Such a scenario is, first and foremost, a calamity for 

                                                           
45 [2017] IEHC 595. 
46 [2017] IEHC 587. 
47 EE v Child and Family Agency [2018] IECA 159. 
48 Joe Mooney, “Adult disclosures of childhood sexual abuse and section 3 of the child care act 1991: past 

offences, current risk” (2018) 24(3) Child Care in Practice 245 at 250-251. 

https://www.bailii.org/ie/cases/IEHC/2017/H595.html
https://www.bailii.org/ie/cases/IEHC/2017/H587.html
https://www.bailii.org/ie/cases/IECA/2018/CA159.html
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the victims of any such abuse. From the perspective of Tusla and the Irish State, it presents a 

significant risk of litigation by such victims. In the event that Tusla carried out an investigation 

against an individual, and that individual were to commit acts of abuse in the aftermath of that 

investigation, litigation against Tusla (in the Irish courts) or against the Irish State (in the European 

Court of Human Rights) would have a strong chance of succeeding if any aspect of the investigation 

or the actions taken on foot of the investigation failed to meet the standards set down in the ECHR 

case law discussed in Part 1.2 above (namely, that reasonable measures be taken to mitigate 

foreseeable risks of abuse). 

 

5. POSSIBLE OPTIONS FOR REFORM (FOR DISCUSSION) 
While the investigation of retrospective allegations of sexual abuse will always be an inherently 

challenging task, the analysis in Part 4 above demonstrates how this complexity is exacerbated by 

the absence of a clear legislative framework setting out the powers enjoyed by Tusla and the 

safeguards to be afforded to the accused. This point was recently taken up by the Special Rapporteur 

on Child Protection, Geoffrey Shannon, in his Eleventh Report (2018): 

“… the role and authority of Tusla to protect unidentified children from the potential risk 

associated with on-going contact with a person who is alleged to have abused a child in the 

past, is still unclear. The 1991 Child Care Act places a positive duty on Tusla to protect these 

unidentified children. That said, the Agency has submitted that there is a lack of clarity as to 

the express powers under the 1991 Act to carry out this task and there is no obligation on 

third parties to assist.”49 

The view that the current legal framework is inadequate is increasingly gaining traction among Tusla 

investigation teams and external commentators. There are several options available for a reformed 

approach; three possible avenues to be considered are set out below. This is not an exhaustive list; 

nor is it set out in any particular order; nor are they mutually exclusive (in that elements from each 

could be combined). 

 

5.1 Make the current approach more robust 
One possibility is for Tusla to remain responsible for the investigation of retrospective allegations, 

but with a fit-for-purpose legislative framework. This was recently recommended by the Special 

Rapporteur on Child Protection, Geoffrey Shannon: 

“It is recommended, therefore, that the 1991 Act be updated to address specifically 

situations where retrospective allegations have been made, setting out the powers of the 

Agency to act to protect yet to be identified children who may come into contact with the 

alleged abuser. There needs to be greater clarity on the defined role of Tusla, supported by 

specific statutory powers to assess retrospective abuse—in particular, allowing Tusla to have 

                                                           
49 Geoffrey Shannon, Eleventh Report of the Special Rapporteur on Child Protection (2018), pp.124-125, 

available at 

https://www.dcya.gov.ie/documents/child_welfare_protection/2018121811ReportSpecRappChildProtect.pdf.  

https://www.dcya.gov.ie/documents/child_welfare_protection/2018121811ReportSpecRappChildProtect.pdf
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the authority to share relevant information with relevant persons for the protection of 

children potentially at risk due to their contact with an alleged abuser.”50 

Shannon’s recommendations essentially flow from and capture the same issues identified in Part 4 

above. He raises an additional point in relation to the challenges associated with social workers 

having to act as both investigator and adjudicator, and recommends that the final determination on 

whether the allegation is substantiated be made by an independent and impartial decision-maker.51 

Although the case law has not yet considered the point, there is a risk that the current procedure 

may fall foul of principles of natural justice (in particular, nemo judex in causa sua—no one shall be a 

judge in his own cause). 

If the current approach were to be placed on a more robust legal footing, items for consideration 

might include the following: 

1. An express statutory obligation to expeditiously investigate all allegations of sexual abuse; 

2. Details of powers enjoyed by Tusla in the course of such investigations (e.g. entering 

premises, compelling production of evidence or witnesses); 

3. Details of safeguards to be provided for accused persons during the course of such 

investigations (including notice of allegations, sharing of information, opportunity to 

respond, etc; in particular, clear guidance on whether and in what circumstances the 

accused shall be entitled to cross-examine witnesses or otherwise test evidence); 

4. Details on powers enjoyed by Tusla in respect of safety planning during the course of 

investigations; 

5. Details on the standard of proof involved in making a determination that an allegation has 

been substantiated; 

6. Details of appeals process; 

7. Provision for who has the power to make a determination on the initial investigation and to 

determine appeals (with consideration given to establishing an independent body for this 

purpose); 

8. Details of powers enjoyed by Tusla to share information and to take any other relevant steps 

to mitigate risks to children that are identified on foot of a finding that an allegation has 

been substantiated; 

9. Any necessary clarifications or consequential amendments to address data protection issues 

arising from sharing of information during or after the investigation; 

10. Any necessary clarifications of obligations on other agencies (e.g. An Garda Síochána, HSE) as 

required to ensure effective inter-agency co-operation. 

 

5.2 Re-allocate responsibility for investigation of retrospective allegations 
Although retrospective allegations are currently investigated by Tusla pursuant to its obligations 

under section 3 of the Child Care Act 1991, this responsibility would not necessarily have to remain 

with Tusla in the future. The positive and procedural obligations existing under the ECHR (discussed 

in Part 1.2 above) are placed on the Irish State rather than on any particular State agency. It is a 

matter for Ireland to decide which agency would bear responsibility for discharging these 

obligations, so long as they are discharged effectively. 

                                                           
50 Ibid.  
51 Ibid at pp.126-127. 
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In this regard, it would be open to the State to re-allocate this responsibility to another State agency, 

with An Garda Síochána being the obvious option. Such an approach would carry advantages and 

disadvantages. 

The main advantage would be that An Garda Síochána is better equipped than Tusla to engage in 

forensic investigations of alleged past crimes. They have more training in and experience of 

interviewing complainants and accused persons, and of searching for evidence. In cases where a 

criminal complaint has been made, it would save duplication of effort between An Garda Síochána 

and Tusla, and mitigate issues currently arising around sharing of information between the two 

agencies and any possible contamination of the criminal process. 

There are two main disadvantages. First, complainants who may not wish to pursue a criminal 

complaint, but who are primarily motivated by a desire to prevent other children being abused by 

the same abuser, may be more reluctant to make a complaint to An Garda Síochána than to Tusla. 

Second, the nature of retrospective allegations is that the quality of evidence is rarely sufficient to 

ground a prosecution. The investigation of retrospective allegations is of most importance in the 

context of preventing future abuse. However, since An Garda Síochána primarily has a criminal 

justice focus, there is a risk that cases which will clearly never lead to a prosecution may be seen as 

low priority compared to those where prosecution is viable (which may result in delays, or 

inadequate protective measures not being taken). By contrast, since Tusla has a child protection 

focus, it can pursue protective measures wherever appropriate without being distracted by any 

issues relating to prosecution or non-prosecution. 

A compromise position might be the establishment of a dedicated interdisciplinary team, drawing on 

personnel from both An Garda Síochána’s Sexual Crime Management Unit and Tusla’s specialist 

investigation team. This could combine the best of both worlds by bringing together An Garda 

Síochána’s investigatory experience and focus with Tusla’s child protection experience and focus. 

The risk of cases not involving prosecutions becoming low priority could be mitigated by ensuring 

that the team has a distinct identity and remit, with the focus being on crime prevention and child 

protection rather than on the prosecution of past crimes. However, if situated within An Garda 

Síochána, the risk would remain that it would not be conducive to certain complainants coming 

forward. 

In either of the above scenarios, a fit-for-purpose legislative framework would still need to be 

enacted, along the lines discussed in Part 5.1 above. 

 

5.3 An enhanced role for the National Vetting Bureau 
In looking at statutory reforms around the sharing of information relating to persons accused of 

abuse, a model is currently available in the National Vetting Bureau (Children and Vulnerable 

Persons) Act 2012. The 2012 Act established the National Vetting Bureau, and requires Garda 

Vetting as a pre-requisite to certain types of employment relating to children or vulnerable 

persons.52 Under section 10 of the Act, the Bureau is required to maintain a register of specified 

information. Section 2 of the Act defines “specified information” as: 

                                                           
52 Under section 12, a "relevant organisation" may not employ or engage or permit any person to undertake 

"relevant work or activities" unless the organisation has a vetting disclosure from the National Vetting Bureau. 

(These terms are defined in section 2.) 
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“information concerning a finding or allegation of harm to another person that is received by 

the Bureau from— 

(a) the Garda Síochána pursuant to an investigation of an offence or pursuant to any 

other function conferred on the Garda Síochána by or under any enactment or the 

common law, or 

(b) a scheduled organisation pursuant to subsection (1) or (2) of section 19 [which 

includes Tusla], 

in respect of the person and which is of such a nature as to reasonably give rise to a bona 

fide concern that the person may— 

(i) harm any child or vulnerable person, 

(ii) cause any child or vulnerable person to be harmed, 

(iii) put any child or vulnerable person at risk of harm, 

(iv) attempt to harm any child or vulnerable person, or 

(v) incite another person to harm any child or vulnerable person”. 

The Act then sets out a process through which the Chief Bureau Officer may make a decision to 

disclose specified information on foot of a vetting application, and includes various safeguards for 

the subject of the application and an appeals mechanism.53 The constitutionality of the Act has not 

been directly challenged, but a number of High Court decisions have seen judges make remarks to 

the effect that the approach adopted by the act is a fair and proportionate balance between the 

need to protect children and the need to protect the right to a good name and fair procedures.54 

Since the National Vetting Bureau is already charged with collecting and sharing information 

regarding bona fide concerns that a particular person may pose a threat to children, and does so 

under a legislative framework that has already attracted favourable comment from the courts, the 

question arises as to what role it should play in any reformed structure for dealing with retrospective 

allegations. Its role could only be related to the sharing of information; the Bureau would still remain 

dependent on An Garda Síochána and/or Tusla to provide it with information on foot of 

investigations. However, with respect to the sharing of information, the question arises as to 

whether this could be dealt with solely through the Vetting Bureau, rather than directly by Tusla on 

foot of an investigation (as is currently the case). 

The National Vetting Bureau (Children and Vulnerable Persons) Act 2012 enjoys one significant 

advantage over the Tusla Policy & Procedures for Responding to Allegations of Child Abuse & 

Neglect. The threshold set down in section 2 of the 2012 Act of information “which is of such a 

nature as to reasonably give rise to a bona fide concern that the person may … harm any child” is a 

more flexible standard than that set down in the Tusla Policy (which requires social workers to make 

a determination as to whether a particular allegation is “founded” or “unfounded”). This is 

particularly relevant in situations where a single person is the subject of multiple separate 

allegations. Even if none of the individual allegations is deemed “founded” (due to insufficient 

                                                           
53 See section 15 and 16. 
54 See GS v Commissioner of An Garda Síochána [2017] IEHC 190 at [50] and MP v Teaching Council [2019] 

IEHC 102 at [110], [115] and [148]. 

https://www.bailii.org/cgi-bin/format.cgi?doc=/ie/cases/IEHC/2017/H190.html
https://www.bailii.org/cgi-bin/format.cgi?doc=/ie/cases/IEHC/2019/H102.html
https://www.bailii.org/cgi-bin/format.cgi?doc=/ie/cases/IEHC/2019/H102.html
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evidence), the cumulative effect may be such as to give rise to a bona fide concern that the person 

may harm children. The 2012 Act captures such a case and allows for action in a way that the Tusla 

policy does not. Indeed, for that reason, section 19 of the 2012 Act arguably requires Tusla to share 

such information with the Vetting Bureau even under current law, notwithstanding the fact that the 

investigation conclusion would lead to no direct action being taken by Tusla to share information 

with other third parties. 

However, the 2012 Act also imposes one significant limitation on the National Vetting Bureau: its 

role in sharing information is purely reactive under the current law. Although it may be notified of 

information to the effect that there is a bona fide concern that a particular person may harm 

children, it has no obligation (and indeed no power or discretion) to share that information unless 

and until an application for Garda vetting is made (whether upon initial employment; a re-vetting 

application upon expiration of an earlier vetting; or a retrospective vetting application). As such, the 

National Vetting Bureau, as currently operated, is not a sufficient mechanism for dealing with all 

cases where investigations into retrospective allegations disclose the existence of a risk to children. 

If the Bureau were to be in possession of information which it did not share in the absence of a 

vetting application being received, and the person in question were to abuse children in the 

meantime, it would be highly arguable that the State was in breach of its substantive ECHR 

obligations by failing to take steps to mitigate a risk of which it was aware. The current Tusla policy 

supplements the work of the National Vetting Bureau to fill this gap; any reformed structure would 

need to ensure either that the Bureau is given a more proactive role, or that its current role remains 

supplemented by proactive information sharing by another agency. 
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