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1.  Background  
 
1.1  Following the publication in December 2007 of the Report of Dr. Kevin  

McCoy on the Western Health Board Inquiry into Brothers of Charity Services  
in Galway ("McCoy Report") which was formally established on 21st April  
1999, I was appointed by the Minister of State for Disability Services, Dr  
Jimmy Devins, T.D. to prepare a report on the causes of the delay in preparing  
that report. My terms of reference were:  

  
  

"To review the circumstances surrounding the elapse of time in bringing to  
completion the Western Health Board Inquiry into Allegations of Abuse in the  
Brothers of Charity Services, Galway and, having regard to: 

 
• the nature, scale and complexity of the issues involved in inquiries of this  

kind and  
 

• the urgency of timely consideration of and early action on any  
recommendations arising, to provide a report to the Minister of State for  
Disability Services by no later than 29 February 2008".  

 
In the event it was not possible for me to meet the end of February deadline  
and I asked for and was given an extension in the deadline.  

 
1.2  The Inquiry was established in 1999 at the request of the Brothers of Charity  

following allegations of abuse within the Brothers of Charity Services in  
Galway. ("Galway Inquiry")  

 
 
1.3  The Galway Inquiry was undertaken and co-ordinated by the former Western  

Health Board in 1999 at the request of the Brothers of Charity and with the  
following terms of reference:  

 
Terms of Reference:  

 
 (a)  To investigate allegations of abuse of clients by adults which may have  

occurred in the Holy Family School and the Brothers of Charity  
Residential Services in County Galway between 1965 and 1998.  

 
(b)  To put in place a process to investigate these allegations including  

responses from the Helpline and examinations of previous clients and  
present clients. 

  
(c)  To assist any individual who wishes to make a complaint to the Garda  

Siochana.  
 

(d)  To make any appropriate recommendations which may arise from the  
Inquiry. This would include examining policies and procedures in  
place in the Service.  
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(e)  Any records pertaining to any individual in the possession of the  
Brothers of Charity Services or the Western Health Board may be made 
available. Previous correspondence held by the above organisations may 
also be made available in relation to allegations in respect of former day 
or residential pupils of the Holy Family School  
and other Brothers of Charity Services in the Galway region. To assist in 
this process Mrs. Anne O'Connor in her capacity as principal Social 
Worker, will act as liaison person in respect of the Brothers of Charity 
and Mr. Alex MacLean, Child Care Manager, in respect of the Western  
Health Board.  

 
(f)  For the purposes of this investigation the members of the Inquiry Team  

will report to the Chair and the Chair of the Inquiry Team will submit a  
report every month to advise on progress and a final report at the  
conclusion to be submitted to the Regional Manager, Community  
Services, Western Health Board. The final report will be forwarded to  
Mr P McGinley, as a representative of the Brothers of Charity Services  
for follow-up action.  

 
(g)  In the event of any serious occurrences being disclosed to the Inquiry  

Team in respect of children they will inform the Child Care Manager,  
Community Care, Galway, who will take appropriate action.  

 
(h) For interviewees requiring counselling, contact should be made with  

Mr. Jim Mansfield for appropriate referral. 
  
(i)  Anyone named in a complaint by any person will be advised if  

practical.  
 
1.4 As outlined in the McCoy Report the Inquiry Team which was set up in March  

1999 included the following personnel who served for varying periods of time: 
 (a)  Dr Elizabeth Healy (Chair)  

The Chair's work with the Inquiry ceased in January 2006.  
 

(b)  Ms. Dawn Glynn, Acting Senior Clinical Psychologist  
Returned to her substantive post with effect from 28th August 2001.  

 
(c)  Ms. Siobhan Burke, Clinical Psychologist  

Returned to her substantive post with effect from 25th June, 2001.  
  

(d)  Ms. Pat Melody-Dunne, Manager, Residential Centre  
Availed of a Career Break with effect from 1st March, 2000.  

 
(e) Ms. Jill Osborne, Social Worker  

Resigned from Inquiry Team with effect from 11th May, 1999.  
  
 

(f) Ms. Ann Wall, Social Worker  
Membership agreed to 31st August, 1999.  
 
 

 



 4

1.5  The HSE took over the responsibility of the former Health Boards in 2005 and  
the responsibility for the Inquiry Report fell to the HSE on the transfer of  
functions. Initially, the HSE sought to use the existing arrangements to  
conclude the Inquiry, with additional supports. Following the departure of the  
Chair in January 2006 however, Dr Kevin McCoy, who had already been 
commissioned to assist in the analysis of information collected by the Inquiry  
Team, was asked in April 2006 to produce a report based on the Inquiry  
Team's work. His report was published in December 2007 as referred to  
above.  
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2.  Approach to this Review  
 
  
2.1  The background to the setting up of the Inquiry and the methodology which  

was applied are set out in the McCoy Report. It is not part of my review to  
offer any comment on that report. My task was to look at the circumstances  
which gave rise to the delay in bringing to completion the report of the  
Inquiry.  

 
2.2  A large amount of material was generated during the course of the Inquiry and  

I reviewed material relevant to my Terms of Reference. I also had discussions  
with a number of those who were involved, either directly or indirectly, with  
the Inquiry and Report. Subsequently I devised a set of questions which I sent  
to the three parties who were central to the setting up, the carrying out or the  
ongoing management of the Inquiry process, namely:•  

 
(a)  Mr Patrick McGinley, Chief Executive, Brothers of Charity Services,  

Galway;  
 

(b)  Mr Seamus Mannion, Assistant National Director Children Services,  
HSE, who at the relevant time was Regional Manager Community  
Services, Western Health Board (WHB); and  

 
(c)  Dr Elizabeth Healy, Chair of the Inquiry.  

 
I want to thank the three people concerned for their co-operation and their  
replies to my questions.  

 
 I also received full co-operation and assistance from the HSE in carrying out  

this review and I would like to acknowledge this.  
  

An Inquiry on the lines of the Galway Inquiry is a difficult and complex  
undertaking. As pointed out by both the Chair and the Regional Manager, this  
Inquiry was one of the first of its kind and there was little by way of guideline  
or precedent to draw on when it was being set up. The fact that the alleged  
abuse involved people with a disability increased the scale of difficulty  
involved. It is always possible to see with the benefit of hindsight where  
things might have been done differently. It is also the case that there is now a  
greater level of understanding of the difficulties involved in Inquiries of this  
kind than existed when the Galway Inquiry was established.  
 
The experience of subsequent Inquiries has been quite different in many 
respects and the complexities and consequent time factors involved in inquiries 
of this kind are now better understood. I am conscious that, in reviewing what 
happened in this case, the spotlight inevitably falls on those people who had 
positions of direct responsibility. Any conclusions need to take account of the 
environment in which those people operated and the other pressures on them. 
There was no indication that anybody involved was other than fully committed 
to the project and to bringing it to conclusion in the shortest possible time.  

 
  



 6

 
2.3  As referred to above, there have been significant developments in  

understanding the nature of Inquiries of this kind and of the considerations  
which need to be taken into account, in establishing Inquiries and 
Investigations. The Law Reform Commission Report entitled "Report on  
Public Inquiries including Tribunals of Inquiry", published in May 2005  
discusses statutory inquiries/tribunals but many of the principles set out there  
are relevant also in the context of non-statutory inquiries. The Health Boards  
Executive produced in 2004 a Practical Manual entitled "Establishing and 
Conducting Committees of Inquiry" to guide the work of inquiry committees  
and to provide a standard for training and developing those involved in such  
committees. It is reasonable to assume that, given these two initiatives, such  
guidance was needed. These reports outline the different elements which must  
be taken into account in the context of Inquiries of this kind and the importance 
of ensuring that each aspect of any Inquiry are handled carefully  
and correctly. While they were not available at the time when the Galway  
Inquiry was established, I think it is reasonable to take account of their  
conclusions in trying to assess how difficulties which arose in the Galway  
Inquiry and which may have contributed to the delay in its production, might  
be avoided in the future.  
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3.  Issues Arising  
 
3.1  Nature of the Inquiry 
 

As noted in the McCoy Report the Galway Inquiry was non-statutory in nature. 
This imposed certain limitations in that a non-statutory inquiry has no  
power to compel witnesses and is reliant on the voluntary co-operation of  
relevant parties. It has no power to compel the furnishing of documentation.  
It does not enjoy the protections of a statutory inquiry in regard to immunities  
and privileges. The constraints which this imposes need to be borne in mind • in 
the context of considering what is to be enquired into and the drawing up  
the Terms of Reference of such an Inquiry.  

 
 
3.2  Terms of Reference  
  

The Law Reform Commission Report, referred to earlier, makes a number of  
comments in relation to terms of reference and, while that report refers to  
statutory inquiries/tribunals, many of the principles are also relevant to 
nonstatutory inquiries. In relation to terms of reference the report says:  

 
"The drafting of the terms of reference is a crucial factor in determining an  
inquiry's ambit, length, complexity, cost and ultimately success. For these  
reasons the drafting of the terms of reference is one of the most important  
stages of the inquiry process and one in which considerable care should be  
exercised by those drafting them." (paragraph 3.02).  

 
The Commission states that terms of reference need to be set out as precisely  
as possible. In the case of tribunals they should be drafted by the person or  
persons appointed as members of the tribunal, in consultation with the  
sponsoring Minister and other appropriate persons, and subsequently formally  
approved.  

 
The Health Boards Manual of 2004 also emphasises the importance of the  
terms of reference of any inquiry.  

 
"Drawing up the terms of reference is therefore a fundamentally important  
task which falls to the commissioner having decided to establish an inquiry 
committee".  

  
 It goes on to state that terms or reference must be precise and not open to  

different interpretations and that it is advisable that the commissioner consult  
with the inquiry committee on the draft. At the end of the consultation  
process, however, it is the commissioner who makes the decision on the  
content of the terms of reference.   

 
Concerns regarding possible past child abuse within the Brothers of Charity  
Services in Galway first arose in July 1997. A number of allegations in this  
regard came to the attention of the WHB and were responded to by WHB  
staff. In July 1998, in the context of providing a report on allegations  
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received, the WHB social worker involved recommended that an Inquiry Team 
be established in conjunction with the Gardai and the Brothers of  
Charity. Following further discussions with the Gardai it was proposed to set  
up a telephone help line to enable any other individual complainants to come  
forward. In December 1998 the Brothers of Charity formally requested that an  
Inquiry team be established by the WHB and put forward draft terms of  
reference. The WHB Regional Manager agreed to coordinate the Inquiry and,  
following further correspondence, the terms of reference were agreed. The  
Inquiry was formally established on 21 April 1999.  

 
The process of devising terms of reference for the Galway Inquiry was  
unsatisfactory in a number of respects and this may have given rise to some of  
the difficulties which arose subsequently. It is particularly important that the  
main parties involved are clear and agree from the outset on the precise  
requirements, deadlines etc. The Inquiry Chair stated that she was not  
involved in the process of devising the terms of reference and was informed in  
MarchiApril 1999 that the Inquiry could not make or suggest any changes.  
She had a number of concerns in relation to the Terms of Reference, including  
specifically the requirement arising from paragraph 2 that the Inquiry would  
have to interview, along with former clients of the services, all of the children  
currently attending the Holy Family School.  

 
As outlined in the McCoy Report, the Inquiry Team identified three tasks  
relevant to its work, namely: 
 
(a) investigation ofallegations;  
 
(b) review of safety of children currently availing ofservices; and  

 
(c)  examination of policies and procedures in place within the BOC  
services for the identification and management of allegations of child  
abuse.  
 
In December 1999, the Chair raised issues in relation to the carrying out of  
these tasks. She stated that the process of interviewing the adults who had  
come to the attention of the Inquiry Team had been a more painstaking  
process than anticipated and was now expected to continue until the end of  
May 2000. In relation to the second task, namely the Safety Review, she  
proposed that a new Team be set up to start work in May/June 2000 and with a  
deadline for submission of a report in December 2000. This proposal was  
agreed, subject to an assurance that, in the opinion of the Inquiry Team, there  
were no evident risks to children currently using the services.  

 
The Inquiry was to investigate allegations of abuse and this was seen as  
requiring making judgements and drawing conclusions about the veracity of  
the allegations and the responses to those allegations. Ultimately, however, it  
proved impossible, in the context of finalising the Report of the Inquiry, to  
draw conclusions as to individual culpability. The complexities involved in  
drawing such conclusions, particularly in an area of such sensitivity,  
undoubtedly had an impact on the delay which occurred.   
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No specific timescale for the completion of the Inquiry was specified in the  
terms of reference. It is clear, however, that a short timescale was envisaged the 
Chair stated that a completion deadline of 30 November 1999 was notified  
to her at a preliminary, introductory meeting with the members of the Inquiry  
Team. The terms of reference did provide for monthly progress reports to be  
submitted by the Chair. It would have been preferable for a target timescale to 
be specified in the terms of reference with provision for an interim report in the 
event that the timescale was not achievable. It is clear that, in projects of  
this kind, it is difficult to set a firm timescale at this outset and it is only when  
the project begins and its scale and complexity become clearer, that it becomes  
possible to firm up on target completion dates. There is a need to build into  
the terms of reference provision for this type of review before committing to  
firm dates. :.  

:.  
As referred to above, the fact that the Inquiry was non-statutory also raised  
certain issues. As a non-statutory Inquiry, there was no right to compel any  
individual to attend or co-operate and the Inquiry did not have any of the 
powers applicable to a Court of Law. Investigating allegations and  
apportioning responsibility is a most challenging and difficult undertaking in  
the context of a non-statutory Inquiry, not least the application of principles of  
natural justice and fair procedures to all persons being interviewed whose  
interests might be affected.  
 
Finally, in relation to the terms of reference, the terms as agreed, while lacking  
clarity in a number of important respects, on the other hand, included a range  
of details relating to practical contact and working arrangements which are not  
appropriate to the terms of reference and should have been dealt with  
separately. 
  
Overall, while recognising the desire of those involved to get the Inquiry up  
and running as quickly as possible, it would have been preferable to give more  
time at the outset to considering and agreeing the terms of reference as any  
time lost at that stage would be likely to be more than made up by the greater  
level of clarity which would be achieved.  

 
 
3.3 Inquiry Team  
  

Setting up the Inquiry Team involved identifying people within the Health  
Board system who would have the experience and expertise which were  
considered appropriate. In this regard the Chair of the Inquiry had  
considerable experience in both clinical and managerial aspects of child  
protection work and had chaired or managed previous investigations. Two  
clinical psychologists were appointed who had experience of child protection  
issues and there was also a manager of a child care residential service and two  
social workers. The appointment of members was ultimately a decision for the 
WHB Regional Manager.  

 
Ensuring that the membership of any Inquiry Team is appropriate to the task is  
clearly of crucial importance. This includes having the right mix of skills and  
adequate levels of legal, administrative and other supports. In this case there  
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was a high level of medical and clinical expertise within the team and the team   
was well resourced in that respect. Legal advice was sought and given when  
requested. However, having regard to the nature, complexity and gravity of  
the Inquiry and in the light of experience of other Inquiries, it may be  
desirable and appropriate to have a lawyer appointed as a member of such an  
Inquiry Team. 
 
 The management of an Inquiry of this kind also requires an adequate level of  
management, particularly project management skills, to ensure that deadlines  
are set and kept under review, that arrangements are made to deal with any  
obstacles which arise and that a clear focus is maintained throughout the  
process for the early delivery of results. The nature and level of the supports  
made available in subsequent Inquiries e.g. the Ferns Inquiry 2003-2005,  
indicates the range of expertise which is regarded as necessary. In the case of 
the Galway Inquiry, administrative and management responsibilities were the  
function of the Chair. Inadequate resourcing of the Inquiry was an issue raised  
strongly by the Chair and she saw this as the main reason for the inability to  
deliver the Inquiry report.  

 
3.4  Management of the Inquiry  
  

The key task to be carried out by the Inquiry Team was the investigation of the  
allegations of abuse through conducting interviews with the complainants and 
alleged perpetrators. Interviewing of the complainants commenced at the end  
of June 1999 and all interviews with service users, staff and former staff were  
completed by July, 2000. It had been agreed that, before returning to their  
substantive posts, the team members who carried out the interviews would  
bring the investigation section of the Inquiry Report (Chapter 5) to final draft  
stage and this draft would be given to the Chair for final review and sign off.  
The Chair herself would prepare the other 6/7 chapters of the report. The 
psychologist members and the Inquiry Team expressed concern from an early 
stage about delay and about the need for early completion of the report. The 
Chair herself was also concerned about the repeated need to alter deadlines  
and the consequent delay in producing the Report.  

  
A notable feature of the investigation process was that the Chair herself was  
not directly involved and the interviews were carried out by two teams made  
up from the other members of the team. In relation to the decision to operate  
in this way the Chair stated that this decision was made prior to the start of the  
Inquiry and that she was not consulted as to the appropriateness or otherwise  
of this decision.  

  
The psychologists returned to their substantive posts in mid-200 1. Other team  
members had left previously and not been replaced and, from May 2001, the  
Chair worked on her own to bring the Inquiry Report to finality. The fact that  
the psychologists would be leaving the team was known for some time and the  
Chair accepted their departure as not ideal, but necessary. The Regional 
Manager was satisfied with the decision that the psychologists would leave the  
team in May 2001, based on the Chair's report that all interviews were  
completed and that the relevant section of the report had been reviewed by the  
Chair and agreed prior to their departure. He understood that the final report  
would be written up by the Chair within a couple of months. The Chair  
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estimated at that stage that the remaining work would take to the end of 2001  
to complete.  

 
Thereafter the Chair effectively took on sole responsibility for the production  
of the Inquiry report. In the circumstances, it would be expected that some  
additional resources would be made available to enable completion of the report 
at that stage. The Chair stated that, while initially it appeared that  
completion by the end of 2001 was a realistic prospect, it soon became  
apparent that the tasks involved were much greater than anticipated and that in  
the absence of additional staff, she made every effort to complete the report in  
the shortest time possible in the very difficult circumstances.   
 
The recurring problem was that agreed deadlines were not met. The Regional 
Manager has referred to the difficulty of maintaining a team and the support 
structures in a situation where the inquiry process becomes protracted.  

 
During 2001, the Chair requested that an external consultant be appointed who  
could provide support to her and advise on the compilation of the Inquiry 
Report and also provide quality assurance in relation to the work as it  
progressed. This was approved and the consultant (who was a Clinical  
Psychologist and Organisational Consultant) worked with the Inquiry until the  
end of 2005. In October 2002 the Regional Manager sought an assessment from 
the Consultant as to the length of time which the Inquiry was taking to complete 
and as to what might be a reasonable timescale. In reply the  
Consultant stated that the main difficulty was the fact that the Chair was on  
her own in writing up the main body of the Report and the central issue at that  
stage was support for her in completing the Report. The Chair herself also  
raised the possibility of recruiting an additional staff member to write discrete  
elements of the Report and to carry out research in relation to particular  
aspects of the Inquiry. While recognising that the process of taking on such a  
person would itself involve some delay, the Chair made inquiries during 2003  
with a view to identifying a qualified person for the task. She expressed the 
view that, if such a person could be appointed in the latter half of 2003, a likely 
target date for completion of the Report would be the end of February 2004.  

 
The Chair clearly found the process of drafting the Report on her own  
difficult. She has submitted to me in the context of this review that the 
enormous tasks of completing the Report single-handed was always too big a  
task for any single individual to achieve within any reasonable time period.  
This, in her view, was evidenced by the time it subsequently took to finalise  
this Report after the provision of additional resources for this purpose.  

 
  The Chair has submitted to me that, after the departure of the two remaining  

members of the Inquiry team in May 2001, her work involved a huge volume  
of material/information to be compiled from primary documentation and the  
greater part of her time was spent in advancing this process.  
 
She summarised the work involved as follows:  
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• June 2001- Single-handed review of very extensive correspondence;  
   November  
   2001:  

 
• November  Compilation/transcribing vast amounts of information  
   2001 - regarding earlier allegations & actions taken regarding such  
   September  allegations as related to the then & current policies &  
   2002:  procedures.  
 
• September  Detailed review and amendment of Allegations Section  
   2002 - under oversight by the Consultant and the Inquiry's Legal  
   December     Advisor. This required extensive review of primary  
   2005:  documentation.  

On going work on other chapters of the report.  
 

• February- Researching and writing separate Report regarding the  
   May 2004,  Laffoy Child Abuse Commission.  
   full time:  
 
• November - Full- time responding to queries and requests for detailed  
   December  information from and for the new personnel appointed.  
   2005:  

 
In late 2003 the Chair recommended the engagement of Dr Kevin McCoy,  
Social Care Consultant, to assist with the preparation of the report. She  
considered that this would be preferable to the Regional Manager's own  
suggestion that a support team be established to assist with the process. The  
Regional Manager examined the development of a support team and identified  
named individuals. However, the Chair expressed concerns about the role of  
any such group, bearing in mind her own ultimate responsibility for the Report  
and the need to preserve the independence of the Inquiry's work. She  
estimated in February 2004 that the allegations section of the Report would  
now be completed by April 2004 and, subject to the availability of additional  
personnel to work with her, she expected the final Report to be completed by  
December 2004. Agreement was reached in Spring 2004 to engage Dr McCoy  
and he commenced work with the Inquiry at end of May 2004. He was to  
work under the general direction of the Chair and specifically to review the  
interviews with service users and former service users and with staff and  
former staff and draw any relevant conclusions in relation to the culture and  
practices within the services for input into the Inquiry Report. Secondly, he  
was to review the actions taken and the policies and procedures in place to  
address the concerns raised. A considerable amount of information in this  
regard had been compiled by the Chair, in addition to her work on other  
chapters of the Report and associated matters. As noted in the McCoy Report,  
part of this work was completed and agreed with the Chair in May 2005 and  
another part was under consideration by the Chair in December 2005.  
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4.  Arrangements post January 2005  
 
  
4.1  The HSE was established on 1 January 2005 and the Health Boards were  

abolished. The Health Board CEO's remained in post until June 2005 and the  
Health Board Management Team stepped down in September 2005 at which  
stage the HSE appointed Local Health Managers. Following the appointment •  
of Local Health Managers (on 1 September 2005) and the putting in place of  
revised reporting relationships, the Chair's reporting relationship was changed.  
Additional supports and external expertise were put in place to assist the  
Inquiry and the HSE Assistant National Director established a Steering Group  
to oversee the management of the Inquiry and draw up a workplan to bring the  
Inquiry report to a conclusion and monitor this plan on an ongoing basis. The  
HSE also put in place more specific arrangements for liaison with the Gardai  
as appropriate and commissioned a review of current practices for the  
protection of service users within the Brothers of Charity Services. The  
Steering Group was closely involved at this stage in making arrangements to  
facilitate the analysis and follow up of complaints/allegations/concerns  
received by the Inquiry Team.  

 
  
  
4.2  The Inquiry Chair went on extended leave in January 2006 and indicated that  

she would not be continuing with the Report. She has submitted to me that the  
context of her departure was the imposition of a new deadline at the end of  
February 2006 for submission of the Final Report, which she states she knew  
to be unachievable. Following the departure of the Chair, the HSE entered  
into arrangements with Dr McCoy in April 2006 to bring to conclusion the  
report of the Inquiry. Dr McCoy produced an initial draft report in July 2006.  
Further work was carried out at that stage, on legal advice, in relation to the 
completion of a Report and in relation to the actions required in response to  
the issues identified. Dr McCoy engaged in extensive communication with all  
relevant parties until November 2007 to ensure due process and fair procedure  
was complied with. A final report was submitted at end November 2007 and  
the report was published on 11 December 2007.  
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5.  Conclusions  
 
5.1  It is clear that the Inquiry Report took an inordinate length of time to come to  

fruition, much longer than anticipated by any of those involved and longer  
than was reasonable in the circumstances. While it is difficult to identify a 
particular reason for the delay, there were, as indicated earlier, a number of  
factors which appeared to have contributed to the difficulties in bringing the  
report to conclusion.  

 
These included: 
  
(a)   the unsatisfactory nature of the terms of reference themselves and the  

way they were devised;  
 
  (b)  the lack of adequate arrangements both within the Inquiry team and  

within the WHB for the management of the Inquiry process;  
 

(c)  the fact that the Inquiry did not, from the start, have the full range of  
skills and supports required; and  

 
(d)  the loss of key members of the Inquiry Team and the lack of adequate  

supports at the point when the Chair became in effect the only member  
of the Inquiry.  

 
5.2  The Chair herself identified a number of factors underlying the delay  

including 
 

(a)  the unachievable deadline at the start;  
 

(b)  the extent of the additional information which emerged following the  
establishment of the Inquiry; and  

 
(c)  the failure to provide adequate personnel from the start or replacement  

staff when team members left.  
 
5.3  The Regional Manager felt that, following the failure to complete the report by  

the end of 2001 as expected, the work of the Inquiry seemed to grow as time  
went on. He referred to the difficulties which arose in employing additional  
staff once it was realised that the work needed more support. This was due, in  
his view, to a number of factors, including uncertainty as to the type of staff  
required, difficulty in appointing additional members to the team when the  
work was already well advanced and practical time delays in making  
appointments.  

 
 
5.4  There were clear differences of view in relation to the resources provided to  

the Inquiry. The Regional Manager pointed out that the team, when set up,  
was fully funded to deliver a report within a reasonable timescale and it was  
never envisaged that the process would take as long as it did. As the process 
unfolded he found himself responding to issues as they emerged and seeking  
to respond as the Chair identified emerging needs.  
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In this regard ongoing support was provided by way of: 
 

(a)  accommodation, clerical support and dialogue and encouragement on a  
constant basis;  

 
(b)  attendance at courses, literature etc as required;  
 
(c)  personal supervision for the Chair from April 2000 in accordance with 

best practice;  
 
(d)  access to legal advice;  

 
(e)  external quality assurance from April 2002; and  

 
(f)  efforts to identify research staff to assist the chair and subsequently, on  

the advice of the Chair, appointing an experienced expert, namely Dr  
McCoy, to assist her.  

 
5.5  The Inquiry Chair, on the other hand, considered that the resources provided  

were inadequate. She states that she did not pursue her request for additional  
staff in the early stages in recognition of the budgetary constraints and staffing  
ceilings which applied from 2000-2003. The Chair has also submitted to me  
that the prospect of recruiting additional staff was a difficulty, given the initial  
belief that the Report could be finalised in a relatively short space of time and  
the possibility that the extra time spent on searching for and recruiting extra  
staff might be better spent on just getting on with writing up of the various  
sections which remained to be compiled and completed.  

 
5.6  The Inquiry should, in the Chair's view, have been resourced in a similar  

manner to the Ferns Inquiry, which in many ways was similar but the  
resources applied to which were on a completely different scale. The Chair  
stated in particular that:  

 
(a) the start-up phase was beset by problems relating to accommodation  

and furniture which created significant stress among team members;  
 

(b)  there was a delay in providing clerical support and a maximum of one  
clerical officer was allocated (and for periods there was none);  

 
(c)  inadequate IT support was made available;  

 
(d)  there was chronic under-staffing generally; and  

 
  (e)  there was difficulty in obtaining permission to attend relevant courses.  
 

In her view, given the right resources from the start and over the period of the  
Inquiry's work and taking account of the qualifications and experience of her  
and her team members, she would have been able to produce a robust and  
well-considered report at a much earlier point. The Report finally completed  
by Dr. McCoy is, in her view, a testament to the work done by her and her  
team; all that was needed were the appropriate resources and supports to  
enable the Inquiry team to fulfil its remit in a timely fashion .  
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In relation to a number of the requirements she noted that she had identified  
the necessary supports and was able to access them with the support of the  
Regional Manager. She made the point, however, that she was not involved in  
the work of actually setting up the Inquiry and could only identify the supports  
required and seek to have them provided during the course of the Inquiry  
itself.  

 
5.7  When the Inquiry was established every effort was made to ensure that it was  

adequately resourced, bearing in mind the circumstances which then applied  
and the prevailing view as to what was required. These resources were  
applied in the expectation that the Inquiry would be completed within a  
relatively short period of time. The provision of resources became a greater  
challenge and a matter of argument as the Chair became conscious of the  
amount of work involved in completing the Inquiry and as completion  
deadlines were regularly extended. The Regional Manager sought to respond  
to the emerging needs but makes the point that, in cases of this kind as the  
process becomes protracted, there are pressures and stresses in maintaining a  
team and the support structures. It is regrettable that the resourcing issues  
which arose had to be addressed at the level of the Chair and the Regional  
Manager and this is an issue which is addressed further below.  

 
5.8  In relation to the management arrangements the Inquiry Chair was responsible  

for the approach adopted and for the structure and content of the Inquiry  
report. The role adopted by the WHB was essentially a monitoring one under  
which updates were provided on a periodic basis. The Chair recalled that  
about 35 meetings were held with the Regional Manager up to September  
2005 to discuss progress, changes in target dates, consultancy support, staffing  
matters and other related issues. The fact that the Regional Manager was, in  
effect, involved in addressing ongoing issues was inappropriate and  
impractical in view of the range of his other responsibilities. The monitoring  
and reporting role of the Health Board in relation to the Inquiry would more  
appropriately have been dealt with at a different level through the appointment  
of a person, ideally as a member of the Inquiry team, with dedicated time to  
manage the process and deal with issues arising, while appropriate matters,  
which could not be otherwise resolved, could then be referred to the Regional 
Manager for decision.  

 
5.9  In relation to the period post January 2005, it is clear that HSE management  

was determined from the outset to take a comprehensive approach involving,  
in addition to completing a report on the Inquiry process, establishing  
appropriate processes to ensure that the substantive issues arising from the  
Inquiry were addressed. Governance structures were put in place, with clear  
lines of accountability and external expertise. There were regular reviews and  
actions were taken to ensure progress and completion. At the same time the  
HSE assessed related matters arising, such as statutory notification and current  
service safety issues and took action to address them. In the difficult and  
complex circumstances, the HSE managed to complete the process efficiently  
and without any unnecessary lapse of time.  
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5.10  In summary, there was little by way of precedent when this Inquiry was being  

established and it is clear that, from the start, the scale of what was involved  
was not fully appreciated and, as a consequence there were unrealistic  
expectations of the time which would be needed to complete the work  
involved. There was a lack of appreciation of the resourcing and support  
requirements to deliver the report on the lines originally envisaged and  
adequate management arrangements were not put in place either at the  
beginning or as the process continued. Consequently, despite the obvious  
genuine commitment of all of those involved in the process, the project took  
much longer than it should have.  

 
The main lesson which emerges, in my view, is the need to ensure clarity of  
purpose from the outset, an agreed programme of work with realistic  
timescales and adequate arrangements for the resourcing and management of a  
project of this scale and importance, including arrangements for corrective  
action to deal with emerging issues or difficulties.  

 
  
  
 
 


