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Introduction 
This is a report of an inquiry into 
the case of a young woman SU1 
with an intellectual disability who 
was placed with the Foster Family. 

This inquiry was carried out by 
Conal Devine and Associates.  

They were asked to look at: 

• What happened to this young 
woman 

• The things that staff should 
have done 

• How management should 
have been checking that staff 
were doing the right things 
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To protect the identity and dignity of the people involved 
this report will not refer to anyone by name.



 
In 1989 when she was 11 years 
old she moved to live with the  
Foster Family. 

This family also looked after other 
children with disabilities, mostly for 
short breaks and holidays. 

At the time foster carers were paid 
by the health services for looking 
after people. 

She lived with the Foster Family for 
20 years from the age of 11 to 31. 

We think that she suffered abuse 
while living with this family. 

This came to light when staff 
involved in her care reported what 
looked like abuse. 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How the investigation 
worked 

A team of 3 people: 

• Looked at all the files around 
the care of this young woman 

• Interviewed all the staff 
who were involved with her 
since 1989 

• Carried out follow up interviews 
with all the staff 

The team held 33 interviews with 
staff and former staff. 

There was also a separate Garda 
enquiry into the possible abuse.  

The investigation was careful not to 
interfere with the Garda enquiry. 
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The law and rules 
There were laws about how children 
should be protected including: 

• The Children’s Act 1908 

• The Guardianship of Infants 
Act 1964 

The main law that keeps children safe 
is the Child Care Act 1991. 

In 1995 there was also a new set of 
government rules around placing 
children in foster care. 

These rules show how foster carers 
should be assessed. 

In 1996 health services in the 
area wrote a set of rules for 
looking into cases where children 
might be abused. 

In 2009 they also wrote a set of local 
rules to protect vulnerable adults. 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Childhood years 

This young woman was born with 
intellectual disabilities in 1978. 

She lived with different foster families 
and in children’s homes. 

In 1989, when she was 11 she was 
placed with the Foster Family and sent 
to the nearest special school. 

This was supposed to be just a short 
term placement. 

 

A placement is where the health 
services arrange for a vulnerable 
person to live somewhere. 

It might be a foster carer or it might 
be a residential home.
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After a short while she stopped 
going to school because of 
transport problems. 

The rules said that there should 
be 6 monthly reviews, but there 
were none. 

She stayed living with the Foster 
Family throughout the rest of her 
childhood. 
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Age 17 
In 1995, when the young woman, 
SU1 was 17, she started going to a  
day service. 

At this time she started showing 
signs of distress through her 
behaviours. 

Staff reported that they saw 
bruises on her body. 

In 1996 the mother of a different 
service user said that her daughter 
had been abused while being 
fostered by the same Foster Family. 

Staff from the health services in the 
area met in April to discuss the 
situation of the young woman SU1. 
They said that she should move to a 
new home. 
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The Foster Family said that they 
would appeal, and also that they 
needed time for the family to get 
used to the young woman  
leaving their home. 

The Foster Family wrote to 
health service staff about the 
decision to move her.  

In August 1996 the Foster Family lost 
their appeal but wrote to the Minister 
of Health asking him to change the 
appeal decision. The Department of 
Health wrote to the local health 
service for information.  

Local health service staff wrote back 
saying the case was under review. 

Staff visited the foster home in 
September and recorded that the 
foster carers were against 
moving the young woman.  
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Case Conference 
In October 1996 there was a case 
conference which noted that: 

• There was no evidence that 
anything happened to the young 
woman or that her welfare was 
not being met by the Foster Family 

• No other children would be placed 
there 

The case conference decided that: 

• The young woman would stay with 
the Foster Family 
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A case conference is a meeting 
where health care staff discuss a 
person’s care.



• Her day services placement would 
continue 

• A new key worker be assigned to 
her case now that she was an 
adult and transferring to the Adult 
Mental Handicap Service. She 
would no longer be in the care of 
the Foster Care Team 

• Any change in her circumstances 
would be reviewed by the Adult 
Mental Handicap Service 

• They will look at making the young 
woman a Ward of Court 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A Ward of Court means the 
High Court protects and 
makes decisions on behalf of 
the person.



Becoming an adult 

In November the young woman was 
18 years old.  

The team looking after her changed 
from the Foster Care Team to the 
Adult Mental Handicap Services. 

Specific staff were supposed to follow 
up decisions made about the young 
woman’s care. There was confusion 
about who was supposed to do what. 

There was no record of the actions 
agreed at the October case 
conference being followed up by 
some staff.  

This includes the decision to look at 
making her a ward of court. 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Staff were concerned that: 

• She was away from the day 
service a lot 

• She was still in foster care even 
though staff had tried to move her 
on to a more settled placement  

• She often had bruises when she 
came back after long absences 

• She once came to the service with  
a black eye 
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The next 14 years 

Between 1996 to 2009 there were 
many visits and meetings. 

There were attempts to move the 
young woman to residential care and 
away from the Foster Family. 

These attempts were always blocked 
by the Foster Family. 

In 2004, there was a question 
about keeping the young woman 
on the waiting list for a 
residential placement.   

This was turned down by the foster 
mother and the young woman was 
taken off the waiting list.  

We don’t know if health service staff 
looked at her file at that time or knew 
of the concerns about her care before 
contacting the foster mother.  
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There was a failure in the duty of 
care to the young woman as  staff 
did not do the things that had 
been decided. 

During 2007 and 2008, the young 
woman’s birth mother and staff 
were in touch.  

She gave permission to health service 
staff to move her daughter to a 
residential placement.  

Staff disagreed about what 
action to take.  

Some staff said she should be made a 
ward of court before she could move.  
Other staff said that wasn’t necessary.  

They couldn’t agree and it took 
longer than it should have for 
action to be taken. 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Bruises 
Staff were worried all this time 
about the bruises and the long 
absences when she didn’t go  
to the day services. 

On 27th March 2009, when she was 
31, the day services staff saw bruises 
on her thighs and breasts. 

She was sent to hospital who reported 
the bruising to the Gardaí and the 
Sexual Assault Treatment Unit. 

The staff didn’t think that it 
would be suitable for her to stay 
in hospital over night.  

Staff tried to find a different place 
for her to stay that night but there 
was confusion about what was 
available. 

She returned to the Foster Family. 
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Eventually on 17th July 2009 she 
was transferred to a residential 
placement without being made a 
ward of court. This could have 
been done earlier. 

But the way the young woman was 
moved was very poor: 

• She left the foster home in the 
morning thinking that she was just 
going to the day services 

• Instead of going back to the foster 
home she was transferred to the 
residential home 

• She was not ready for the move. 
All her things were at the Foster 
Family’s home 

• She had not visited the residential 
service before moving there. 

• It appears that the health services 
had not tried to tell her about the 
move beforehand 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Findings 
The inquiry team thought that: 

• There is no clear record of key 
decisions taken at meetings about 
the young woman’s care being 
followed up 

• New staff were not told about 
the situation 

• No-one looked into the reasons 
why she was not moved to a 
residential placement many 
years earlier 

• No-one did anything about the 
concerns from the day services 

• The team looked at all the files but 
could not find the reasons staff  
had for making decisions about 
her in 1996 

The report found failures in the duty 
of care to this young woman SU1. 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Recommendations 
The inquiry team thinks that these 
things should be done: 

• The health service should finish 
writing their policy for the 
protection of vulnerable adults 
with a disability 

• The health service should make 
sure that all services for 
vulnerable adults should agree 
with the policy 

• The health service should make 
someone responsible in each 
local area for making sure the 
policy is carried out 

• Management should make sure 
that staff get good supervision 
and training to make sure that 
their work is good 
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• Staff should check that services 
users are safe and protected. 

• Staff should make sure that 
action is taken after decisions 
have been made. 

• Health services should 
investigate the cases of the 
other service users who stayed 
with the Foster Family and may 
have suffered some abuse 

• Health services should work 
more closely with organisations 
that provide services when staff 
have concerns that someone 
might be being abused. 

• Organisations that work with 
vulnerable people should have to 
report any concerns to the 
health services so they can take 
action.
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