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DRAFT FOR DISCUSSION 

INTRODUCTION 

"We recommend that a group including representatives of the management of 
voluntary and health board hospitals, the clinical professions involved and the 
Department of Health and Children should draw up common, written protocols for 
dealing with allegations of sexual abuse by members of staff to be applied in all 
hospitals within the next six months. We consider that such protocols should 
incorporate the principles which we have outlined in the form of general guidelines" 

The Heport of the Independent Review Group: International Missionary Training 
Ho.lpital (IMTH) Drogheda, June 1996 (page 80r. 

In response to the Independent Review Group's recommendations the Department of 
Health and Children set up a multi-disciplinary group to oversee the drafting of a set of 
guidelines for hospitals. This group interpreted its remit as including all forms of 
interactive abuse. Membership of the group charged with this task is listed at Appendix 
A. 

The Guidelines which follow are intended to be the basis for the development of local 
protocols which should focus on the specific needs and structures of healthcare agencies 
and selvices. Guidelines and protocols, in themselves, can do little more than outline the 
basic procedures to be followed when abuse is suspected or alleged. Appended to this 
document is a recommended reading list which is intended to assist .in gathering the 
information necessruy for the ongoing process of educating staff in the area of abuse (See 
Appendix B). 

Corporate Responsibility and Accountability 

All recipients of health and personal social services are entitled to respect and dignity. 
Responsibility and accountability for the cru'e received by patients or residents from 
employees or agents of healthcare organisations rests with the governing bodies or the 
boards of those organisations. This responsibility and accountability is for all care, 
including medical care and for.all aspects of care, including its ethical delivery. 

Boards hold staff accountable for their ethical behaviour and, in the matter of prevention 
of abuse of patientslresidents, must have in place clear policies and procedures to guide 
them. In this way, the public is protected, staff understand the behaviour expected of 
them and the consequences of deviation, and the board exercises its overall responsibility 
and duty of care to patients/residents. 
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Shaping a Healthier Future 

The latest policy statement on health care is contained in The National Health Strategy 
(1994)12). The key pIinciples which underpin this strategy are accountability, quality of 
service and equity. The goal is to achieve a quality service responsive to consumer needs 
and one important method of increasing consumer-oIientation of the services is to ensure 
that detailed and accurate relevant information is made available. Thus, these guidelines 
should be available to the pUblic. 

The Nature of Institutional Abuse 

For the pWllose of these guidelines, institutional abuse is defmed as:-

"Any system, programme, policy, procedure or individual interaction with a person 
in an institution that abuses, neglects or is detrimental to their well being." (3) 

Issues of power/powerlessness are particularly pertinent when looking at abuse in 
institutions, Patients in hospital are in a vulnerable position because they are unwell, 
lack medical knowledge and depend on others to impart this knowledge and to give care 
and treatment. Hospitals can appear strange and alien to adults and this is even more true 
in the case of children. In residential centres children, older people and those with 
learning disabilities are in a particularly vulnerable position as they depend on staff to 
provide good quality care. They may also be socially and geographically isolated and 
communication with their families may be problematic. 

Staff in hospitals/institutions have the power of knowledge, control over treatment and 
possible access to information about the patient/resident that they could use to undermine 
credibility if abuse is alleged. There is also an issue of power amongst staff. The abuser 
may be a senior member of staff who ,is well respected in the institution and this may 
deter junior members of staff from expressing concerns in respect of abuse. 

Need for Clear Policies and Procedures 

Allegations of abuse in an institutional setting result in an organisational emergency 
which affects patients and their care givers. In such a crisis situation an inability to 
predict what will happen next will produce further anxiety, whereas clear policies and 
procedures will provide direction about how the situation should be managed and restore 
equilibrium within the agency. The existence of clear policies and procedures will 
infonn staff at all levels about the action they should take when they suspect abuse or an 
allegation is made. These policies and procedures should be known to staff and residents 
of an institution. This should encourage reporting and aid recognition. 
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Each institution must develop specific policies and procedures suitable for their agency. 
These guidelines are intended to provide a broad framework for the management of 
allegations of abuse in all hospitals/institutions. Agency policies and procedures should 
be compatible with the principles and management framework outlined in this docwnent. 
These guidelines pre-suppose the existence of a complaints procedure in each 
hospital as outlined in the "Charter of Rights for Hospital Patients" ,<6) 

However, what presents initially as a general complaint, may turn out to be a more 
serious allegation of abuse. Should this happen, investigation should follow these 
guidelines and not the standard complaints process. 

Clear and easily accessible complaints procedures, and an open and receptive attitude to 
the light of patients/residents to make a complaint, will ensure that (a) patients/residents 
and staff are empowered to voice their ·concerns and (b) the corporate authority and 
responsibility of the hospital/institution will be seen in action. 

The abuse of children warrants special consideration and in view of this, a separate 
section in these guidelines (section II) deals with their special needs. 

Response to Allegations of Abuse 

The abuse and neglect of patientslresidents in a hospital or institution is a complex and 
multi-faceted problem. While institutional abuse has many features in common with 
familial abuse, it also has unique characteristics which must be recognised. When 
allegations of abuse emerge in an institutional setting, the effect is catastrophic and has 
been described as follows:-

"Feelings of anger, fear, anxiety, distrust and guilt will radiate across an agency like the 
aftershock of a major eartliquake.,,(4) 

Staff may find it hard to believe that a colleague may be an abuser and may often 
disbelieve allegations initially. Staff may feel that their own credibility and reputation 
and that of the institution are threatened. While institutions with open cultures may 
move ahead with some difficulty, institutions with closed cultures may become 
paralysed. A closed culture may actually stifle complaints and criticism. 

In such inward looking institutions the reporting of abuse will be extremely difficult and 
if abuse is repOlted, it may tend to be viewed exclusively from the perspective of an 
individual act rather than being viewed in the wider context of the organisational systCin 
within which the abuse has occuned. 
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The Madonna House Report (5) commented specifically on this aspect of children being 
cared for in a closed institution:-

"Abuse of children in care settings cannot be viewed solely from the perspective of 
individual acts of abuse and neglect by individual perpetrators, but must be understood to 
result from a number of inter-related system factors. These include, in particular, the 
needs of the individual child, the personality and skills of carers, the ethos, policies, 
support, supervision and general resources of the specific and wider child care systems, 
as well as the perceptions of the community at large, all of which determine the potential 
for abuse". 

I. Repon of Ule Independent Review'Group (1996) International Missionary Training Hospital (lMTH) 
Drogheda 

2. Department Of Health. (1994) Shaping a Healthier ji,ture -A strategy for Effective Healthcare in the 
/990's. Stationery Office. 

3. GIL E. (1982) Institutional Abuse of Children in Out of Home Care'" Child and Youth Care Review 
Vol.4.pp7-13 

4. BLOOM R (1992) "When Staff Members Se~llall)' Abuse Children in Residential Care". Child Welfare 
LXXI (2) ppl3l-145 

S Department Of Health (1996) Report on the Inquiry into the Operation of MADONNA HOUSE. 
Governmem Publication Office 

(,. Department Of Health (1992) "A Charter of Rights for Hospital Patients" Putting U,e Patiem First. 
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I. ABUSE BY STAFF IN A HOSPITALIINSTITUTION 

The physical, psychological, cultural and spiritual privacy and integrity of an 
individual can be compromised in health care settings. A patient/resident may be 
physically examined and his or her life experiences elicited through questioning. 

When this occurs, it should be in the context of a healing process, respectful of 
dignity, mindful of the vulnerability of the patient/resident and of the right of the 
patient/resident to give/withhold informed consent to treatment. Deviations from 
good practice form a continuum from poor practices to outright abuse. 

Abuse may be physical, sexual or emotional in nature or may occur through 
neglect. Inadequately explained injuries, unusual symptoms and changes in 
personality in a child or adult in a hospital or institution may indicate abuse. Non 
accidental causation of injuries must always be considered. 

The purpose of this section is to defme different types of abuse, to aid staff 
recognise abuse and to take appropriate action. See Appendix C for a more 
comprehensive list of abusive interactions, treatment and altitudes. 

Physical Abuse 
Physical abuse is where a staff member physically hurts or injures a 
patient/resident inappropriately. Physical abuse may involve hitting, shaking, 
squeezing, bwning, biting, giving poisonous substances, inappropriate drugs or 
alcohol, and suffocation. The possibility of an association between the abuse and 
Munchausen syndrome by proxy may need to be considered. Physical abuse may 
also include the use of excessive force when toilering, nappy changing or feeding. 

Emotional Abuse 
This is the actual or likely severe adverse effects on the emotional and behavioural 
development of a child or adult caused by emotional ill treatment or rejection. 
This includes harm caused by threats, verbal attacks, taunting or shouting and, as 
might be experienced in residential care, constant lack of love or affection. 
Disrespect for social, racial, physical and cultural differences may also constitute 
emotional abuse. 

Sexual Abuse 
This is the actual or likely exploitation of a child or vulnerable adult by a staff 
member for sexual gratification. This includes inappropriate touching, fondling, 
rape and other sexual assaults. Sexual abuse also includes any behaviours, 
gestures or expressions, that are, or may be reasonably interpreted as being 
seductive or sexually demeaning to a patient/resident. Allowing children or 
vulnerable adults to view sexual acts, or to be exposed to or involved in 
pornography, exhibitionism or other perverse activities also constitutes sexual 
abuse. 
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Neglect 
This is the persistent or severe neglect of a child or adult, or the failure to protect 
from exposure to any kind of danger, including cold or hunger. Neglect also 
involves failure to carry out important aspects of care, which results in serious 
impainnent ofthe individual's health, development or welfare. 

Recognition of Abuse by Staff in a Hospitaillnstitutional Setting 

Abuse is an emotive and difficult topic. Recognition of abuse depends on staff 
having a knowledge of what is defmed as abuse, together with an acceptance that 
staff can and do abuse patients/residents. An awareness that abuse occurs in 
institutions is an important step in helping staff to recognise and acknowledge that 
a colleague can also be an abuser. The following is intended to facilitate staff to 
recognise abuse -

Clear definitions in each institution or hospital of what IS regarded as 
abusive interactions, treatments and attitudes. 

Training and ongoing education of staff, particularly with reference to the 
dynamics of abusive behaviour. Staff should be made aware of the 
particular dynamics associated with abuse in institutions and alerted to the 
normal emotional responses they would experience - denial, shock, 
disbelief, etc. 

Supervision and support for staff in all institutions will ensure that any 
concerns can be raised with a senior colleague and will help staff to clarify 
if an interaction they observed, or a report they received, is abuse. 

Staff may become aware of abuse in the following ways:-

Direct observation. 

A patient/resident may disclose infOlwation suggestive of abuse or neglect. 
A parent, guardian, family member or member of the public may complain 
either formally or informally to a staff member about how a colleague is 
behaving towards a resident. 

The behaviour, mood or general demeanour of a patient/resident may be 
suggestive of abuse. 

Observed unease when being cared for by a certain staff member may be 
suggestive of abuse. 
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Prevention 

There are several elements to the prevention of abuse: 

(i) Hospitals/institutions need to create a climate which respects the dignity of 
the patient/resident. 

(ii) This climate will be helped by the careful recruitment of staff and their 
thorough orientation to the mission and goals of the hospital/institution. 

(iii) Patient and resident accommodation should be conducive to comfort and 
pnvacy. 

(iv) Prevention will also be greatly enhanced by an inter-disciplinary approach 
to care that regularly monitors patient/resident satisfaction and the 
acceptability to them of the care they receive. 

(v) Continuing education and training Qf staff are essential. Staff should be 
trained to communicate with patientslresidents in clear and appropriate 
jargon-free language. Certain clinical and investigative procedures in 
hospital/institutional settings may give ri~e to misunderstanding, confusion, 
hurt or upset, if clear and simple information is not given to the 
patient/resident beforehand. 

(vi) Procedures should be explained to patients/residents so that they 
understand what is happening to them and Why. They should give their 
informed consent. 

o In the case of children, communication which is age appropriate and 
effective should be used. 

o In the case of people who are mentally impaired, careful attention 
should be given to the patient/resident's ability to give informed 
consent and also to the issue of guardianship. 

(vii) Managers should be provided with appropriate training for dealing with 
allegations of abuse made against members of staff. 

(viii) All hospitals/institutions need to be mindful of their duty to care for and 
develop staff. Instances of abuse and allegations of abuse must be 
recognised as opportunities to review and improve recruitment procedures; 
continuing education programmes and occupational health and employee 
assistance services. 
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2. GUIDING PRINCIPLES FOR THE MANAGEMENT OF ALLEGATIONS 
OF ABUSE IN A HOSPITALIINSTITVTION 

• No fonn of abusive interaction involving a patient/resident by members of 
hospitaVinstitutional staff can be tolerated. All concerns should therefore 
be repOlted immediately, to an appropriate person, as outlined below. 

o Any such concerns expressed by patients/residents, a member of 
their family or staff member should be taken seriously and 
investigated. 

• The primary consideration is the protection of the individual, who by virtue 
of his/her dependent status as a patient/resident, is in a vulnerable position. 
Therefore as soon as a risk of abuse is perceived by staff, their first 
responsibility is to ensure the safety of the patient/resident. 

o A preliminary screening and investigation, taking into account all 
related organisational factors, will ensure the safety and protection 
of the patient/resident and will also do much to protect staff 
members from false allegations. Investigation is the only mechanism 
which will lead to an exoneration if the allegation is false. The good 
standing of the institution will also be enhanced by such prompt 
action. 

• The good name of the person against whom the allegation has been made 
must also be protected, pending the outcome of the investigation. 
Therefore, during the course of the investigation, and in so far as it is 
possible, confidentiality must be maintained. 

o Staff and patients must have the reassurance that an allegation made 
in good faith, which turns out to be unfounded, will not have 
adverse repercussions for them. 

• Protocols to deal with allegations against members of staff should be 
written, should be easily understood, known to all members of staff and 
publicly available. Procedures for dealing with such allegations should 
also be fair, speedy, and independent. 

a The same protocols should apply to all staff, clinical and 
non-clinical. 

• Special consideration must be given to allegations of abuse against children 
and young persons (under 18 years of age) and this should be reflected in 
the protocol. The Department Of Health And Children Guidelines 1987, as 
updated, should be followed in the case of children and young persons. 
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• During the course of an investigation of an allegation of abuse, patients and 
families (if so ·desired by the patient/resident) must be communicated with 
in an honest and open manner and regularly up-dated. Respect for children 
and parents is of paramount importance. 

• Persons carrying out an investigation should be sensitive to issues of race, 
gender, class, religion, culture, language and disability, without tolerating 
any form of abusive interaction involving a patient or resident. 

• If an allegation is substantiated, the organisation must impose the 
appropriate sanction on the staff member(s) involved and the victim(s) 
must be offered appropriate SUppOlt. 

• The impact of allegations on all staff in the hospital/institution should be 
recognised and appropriate support and debriefmg should be made 
available. 

• The stress on patients and families, which may arise from an allegation of 
abuse, should be recognised and they should be provided with support and 
counselling, where appropriate. 

• Where a staff member, against whom an allegation of abuse has been 
made, wishes to avail of assistaI)ce from hislher professional 
association/union, he/she should be so facilitated. 

Page 10 



3. PROCEDURES FOR HANDLING ALLEGATIONS OF ABUSIVE 
INTERACTION IN HOSPITALSIINSTITUTIONS 

Patient! Resident Safety 

The first and most important step to be taken following an allegation is to 
immediately make safe the patient or resident. This consideration is 
paramount. 

Hospital and institutional authorities must anticipate that allegations may arise and 
that the management of such allegations must meet the requirements of 
constitutional justice and their obligations to protect patients/residents and staff 
Procedures for handling allegations of abuse by an employee should address seven 
concerns which are identified as being the responsibility, in different ways, of the 
institution. These are:-

II the rights/safety of the alleged victim; 

II the rights/safety of the other patients/residents in the hospital or 
institution; 

II the rights/welfare of the person against whom the allegation is made; 

II the rights/welfare of the person making the allegation; 

.. the rights/welfare of other staff in the hospital/institution; 

II the confidence ofthe public in the hospital/institution; 

II the relationship of the hospital. or institution with the health and social 
service system. 

The procedures must be clear and known to those who make an allegation and 
those against whom an allegation is made. 

Allegations of abuse by a member of staff present the hospital/institutional 
authorities with a complex and multi-faceted problem. There is the question of 
professional misconduct; there is also the nature of the abuse itself and the 
possibility of a criminal investigation, and other perspectives as noted above, 
which must be considered. For this reason a corporate response which is 
multi-disciplinary in nature is required. 
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Management of Allegations 

:-- Every hospital/institution should establish a patient/resident safety group 
that should be multi-disciplinary, to manage each allegation of abuse by 
a staff member. 

The membership of this patient/resident safety group should include senior 
personnel, in particular, senior staff who are actively involved in the day to day 
life of the hospital/institution, including a person who has expertise in dealing 
with allegations of abuse. The group should be as small as possible, in the 
interests of confidentiality, but of adequate size and representation to carry out its 
task effectively. The group should have a direct relationship with the Chief 
Executive Officer of the organisation. The kind of persons or their specific 
nominee who might be included in the group are:-

• Chief Executive Officer or Secret3lyIManager (Chairperson) 

• Chairperson of the Medical Board 

• Matron/Director of Nursing 

• Head Social Worker 

• Personnel Manager 

• Another person with expertise in the area of abuse 

This model indicates a hospital structure only and should be adapted as 
appropriate by other institutions. 

An appropriate mix of members of the patient/safety group should be nominated 
by the Chairperson to carry out a preliminary screening of an allegation. The 
report of an allegation should be considered by not less than three members of this 
group with one member having knowledge/experience in the area of abuse 
allegations. An individual group member should never act alone. 

A designated member of the patient/safety group should be given responsibility 
for monitoring and co-ordinating the management of a given case. All information 
should be directed to this naJDed person and he/she should collate such 
information for the purpose of the preliminary screening and investigation. This. 
person is responsible foj· ensuring that a written record is kept of all relevant facts 
and the process of the investigation. This information should be held on a file 
opened for this purpose. The patient/safety group should have access to legal 
advice and guidance as required. 
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Reporting an Allegation 

Any member of staff who is informed or suspects that a patient/resident has been, 
or is being abused, has a duty to ensure that the information is made known to a 
member of the patient/resident group, either directly or through their manager. 

If for any reason it is perceived as difficult or inappropriate to report to the 
Manager, the staff member must make a report to the person next in line to their 
manager or may report directly to any member of the Group. 

If the person making the report is not satisfied that an appropriate investigation 
has occurred, they have a right to obtain feedback from their manager/supervisor 
or directly from a member of the patient/resident group. 

As the protection of the patient/resident is the paramount consideration in all 
circumstances it may be necessary for staff, or the immediate 
manager/supervisor, to intervene promptly to ensure patient/resident safety. 
Each hospital/institution should provide specific guidance for staff in dealing 
with such situations. 

Hospitals/institutions should actively make available information on the 
procedures for handling allegations of abuse so that patients and their families are 
aware of the different reporting routes available to them. 

Time Lapse between the Event and the Allegation 

No time' limit should be placed on reporting allegations of abuse. In some cases 
allegations of sexual abuse are only brought to light as a result of treatment or 
therapy undergone by the complainant in later life. 

In view of the difficulty for the person against whom a complaint is made to 
defend himlherself after a considerable lapse of time, it is recommended that 
hospitals/institutions should have some guidance from experts in this area to 
enable them to assess the evidence as presented. 

All relevant information should be made available to all the parties involved. 

Complaints against Former Employees 

The duty of a healthcare organisation to investigate complaints is not diminished 
by the retirement, resignation or departure of staff, even if this occurs prior to 
receipt of the complaint. However, the changed relationship with such staff need's 
to be recognised. Being outside the organisation, they are no longer subject to 
many of its policies, including policies relating to investigation of complaints. 
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ConcWTent with the routine aspects of investigation of complaints, this situation 
requires early access to legal opinion as to how to infonn, liaise with and hear 
from these individuals. Notwithstanding this complication, institutions continue to 
have a responsibility for care delivered that extends to the fullest investigation 
possible. Should such an allegation be substantiated by an investigation, 
management should consider whether the nature of the abuse is such that its 
responsibility extends to informing the professional body of the fonner staff 
member and hislher current employer of the outcome of its investigation. 

Anonymous Allegations 

Institutions acknowledge their accountability for care by having in place 
appropriate processes for complaints investigation and resolution. Patients and 
their families also have personal responsibility for their actions and for exercising 
their autonomy, including the making of complaints. Institutions must ensure that 
a sufficiently healthy climate of trust, respect and confidentiality exists that the 
likelihood of receipt of anonymous complaints is minimised. When such 
complaints are received, reasonable efforts should be made to have the 
complainant declare hislher identify, offering them such confidentiality as is 
possible. In complex cases, legal opinion can be sought. Anonymous complaints, 
on their own, should not ordinarily be investigated but should be noted. 

A National Panel of Experts 

It is essential that hospital/institutional authorities are able to avail of the 
assistance of people who are reliable and expelienced in the area of abuse when 
such allegations are to be investigated. 

A small number of such people will be deSignated on a national basis so that a 
ho~pital/institution can immediately have the assistance of an expert with 
experience of the procedures involved. A national panel, expert and experienced 
in this specific area, to assist with these cases, will be constituted by the 
Department of Health and Children and Children. 

Preliminary Screening 

The purpose of the preliminary screening is to establish whether the allegations 
are such as to require further investigation or whether the matter can be resolved 
at this stage. 

Expertise in dealing with allegations of abuse, if not already available in the 
hospital/institution should be sought as early as possible. A screening procedure 
should only be invoked on the strength of allegations of abusive interaction which 
are specific and not based on rumour or generalised hearsay. 
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The steps to be taken at the preliminary screening should include:-

• 

• 

• 

• 

a documented meeting with the person making the allegation. 

a documented meeting with the alleged victim if different from the above. 

a documented meeting with the staff member against whom the allegation 
is made, at which they will be informed of the details of the allegation. 

all further screening (including interviews with witnesses, etc.) should be 
documented in a similar manner. 

A staff member againsf whom an allegalion is made has file opfion of seeking 
advice from his/her Union and/or professional organisafion. 

Attendance and Work Practices during Screening and Investigation 

The protection of the patient/resident is the paramount consideration In all 
circumstances. 

• If the nature of the allegation indicates that patient/resident safety can be 
guaranteed by moving the staff member to another area of work, or by 
placing him/her under closer supervision,than previously, then one of these 
may be the option of choice while the preliminary screening is being 
canied out. 

• If the only way to ensure the protection of patients/residents is removal of 
the staff member, then leave of absence, with full pay, should be given to 
the person involved. 

• Leave of absence does not imply any degree of guilt on the part of the 
member of staff. It must be accompanied by a swift preliminary 
screening, as indicated above. 

Dealing with the Outcome of a Preliminary Screening 

The preliminary screening should be canied out as speedily as possible and 
generally within a matter of days. 

If the allegation is not substantiated no further action will be necessary other 
than communicating this fact to the person who made the allegation and the 
person against whom the allegation was made. 

If the allegation is found to be the result of poor practice, the routine hospital 
disciplinary procedure should be invoked. 
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If the outcome of the preliminary screening is suggestive of abusive 
interaction, an investigation should be undertaken. 

1/ is essential/hat confidentiality should be obsen1ed by all those involved. 

The outcome of the preliminary screening must be recorded in the file opened for 
this purpose. 

Internal Investigation 

If the outcome of the preliminary screening is suggestive of abusive interaction an 
investigation should be undertaken. The patient/resident safety group referred to 
above should decide on the manner on which the investigation should be canied 
out, involving outside expertise, if necessary. 

The designated member of the investigative group should ensure that the 
significant people involved in the investigation are kept informed of 
developments. This. includes the following:-

~ the patient/resident and/or a significant member of the patient's/resident's 
family, if agreed by the patient/resident 

the member of staff making the allegation 

~ the staff member against whom the allegation has been made 

)- any witnesses 

Dealing with the outcome of an Internal Investigation 

If an allegation is not substantiated this should be made known to the persons 
involved and the member of staff exonerated. 

If an allegation is substantiated the recognised disciplinary procedures should 
be followed as appropriate. The Gardai should be consulted as to the 
possibility of an offence having been committed. 

It may happen that allegations have not been fully substantiated but the 
hospital/institution is not satisfied that its corporate policies and standards 
have been maintained. In these circumstances it is open to the 
hospital/institution to require that the person complained of undertakes some 
appropriate training or treatment and accepts some restriction on the manner 
in which he/she carries out duties in the hospital/institution for a reasonable 
length of time. 
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Poor practice does not equate with abuse but can be a precursor of abusive 
interaction. Honest, open communication on the outcome of the investigation 
must be relayed to the significant parties involved, e.g. patient/resident, family, 
alleged abuser, complainant and others within the organisation, as deemed 
appropriate by the patient/resident group. 

It is incumbent on the hospitaUinstitution to ensure that debriefing and counselling 
is offered to patients and their families. Staff in a hospitaUinstitution directly or 
indirectly involved will be affected by an allegation of abuse against a colleague. 
Staff most directly involved will suffer the greatest impact but a wide ripple effect 
should be anticipated and support and debriefing provided for all concerned. 
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4. ALLEGATIONS OF ABUSE AGAINST CIDLDREN IN A HOSPITAL OR 
INSTITUTION 

The Child Care Act 1991 provides the statutOlY framework for the care and 
protection of all children wlder the age of 18 years. The Act clearly states that 
Health Boards have the statutory responsibility for the care and protection of 
children. Guidelines have been issued by the Department of Health concerning the 
reporting of suspected cases of child abuse and many Health Boards have also 
produced supplementary handbooks for their staff in response to the 
implementation of the Child Care Act 1991. Any allegation or suspicion of 
abusive interaction with children must be repOlted inunediately to the relevant 
Health Board for investigation. This report should be made to the Child Care 
Manager/Designated Officer of the local community care area. 

Management and staff in each hospital/institulion should be familiar with the 
documentation listed in Appendix B, particularly the guidelines relating 10 the 
abuse (~r children. 

Objectives of the Child Abuse Investigative Procedures 

* 

* 

* 

* 

to ensure that the child is immediately protected and to make 
recommendations in respect of the future safety of the child 

to establish whether child abuse has occurred and the extent of the abuse 

to assess the impact of the abuse on the child and his/her family and 
provide appropriate support 

to assess the wide array of contributory factors relevant to the abuse 

Personnel involved in the investigation and assessment of child abuse from a 
family perspective will be familiar with the above objectives. These same 
objectives should be applied when abuse occurs in an institutional setting. It is 
p31ticularly important to investigate and assess the environment and context in 
which the abuse has occurred, as well as the individual characteristics of the 
member of staff against whom the allegations are being made. 
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Key Steps to be taken when the Allegation involves a Child 

the child's parent(s)/guardian must be notified immediately. 

the child's level of understanding must be assessed and age appropriate 
information provided. It is important not to isolate the child, to provide 
support and reassurance and to consider .the child's views and wishes. 
a decision must be made as to who is the most appropriate person to 
interview the child. This should be done in consultation with the child's 
parent(s) and any professional who has a trusting relationship with the 
child. 

the person who will interview the child must have expertise and experience 
in this area and ideally be skilled in working directly with children. 

the child's best interests must be the prime consideration in deciding on the 
timing of the investigation and the persormel who will be directly involved. 
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s. CONTRACT OF EMPLOYMENT 

Every hospital/institution should have a written protocol for its staff members 
based on these guidelines. There should be a clause in the contract of 
employment of every member of staff stating that the protocol on abusive 
interaction is understood and accepted as part of their contract with that 
organisation. Existing staff must be made fully aware of these national guidelines 
and be familiar with their own local procedures. 
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APPENDIX C 

List of Abusive Interactionsrrreatments and Attitudes 

The following list is not exhaustive, it is merely a list of the most common forms of 
abusive interactions, treatments and attitudes. Staff'who witness or are made aware of 
any . of the following types of abusive behaviour or any other behaviour that causes 
concern should immediately report the incident, so that children aDd vulnerable adults are 
protected. 

II i.l' essential Ihal in-service Iraining programmes provide Ihe opporlunity 10 consider 
Ihe nalure of abuse, whal conslilules abuse and in whal conlexl cerlain behaviour is 

. deemed 10 be abusive. 

• Intrusiveness or disregard for a patient'slresident's pIivacy 

• Rude or offensive remarks considered demeaning by a patient/resident 

• Lack of informed consent 

• Psychological manipulation, coercion or exploitation 

• Seduction and sexual violation 

• Intimidation and physical violation 

• Hitting/SlappinglKicking/Shaking 

• Pushing/Shoving/Grabbing/Pinching/Squeezing 

• BitingfBuming 

• Excessive use of restraints 

• Excessive use of force when feeding or toileting 

• UnauthoIised alteration of treatment or diet 

• Denial of food, basic rights or privileges 

• Inappropriate isolation of patient/resident 

• Taunting or teasing patient/resident 
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• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Verbal attacks/threatslhostile comments 

Constantly ignoring calls for help 

Inappropriate punishment or use of restraints 

Indifference when providing personal care 

Disregard for patient'slresident's light to privacy 

Constant criticism 

Inappropriate sexualised touching or kissing, including genital to genital 
contact, oral to genital contact, oral to anal contact, genital to anal contact 

Fondling 

Indecent exposure 

Masturbation 

Exhibitionism 

Rape/Indecent Assault 

Exposure to sexual language, explicit video cassettes and photographs or 
any other indecent/pornographic material 
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