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1. INTRODUCTION

1.1 Purpose of the Guidelines
The aim of this document is to provide guidance generally for 
personnel working with children, and particularly for health and 
social service agencies, on the identification, investigation and 
management of child abuse. It is important that all those who are 
likely to be professionally concerned with child abuse have a clear 
understanding of the main points in the law as it applies to child 
care and protection, and are familiar with their respective responsi
bilities.

1.2 What is Child Abuse?
Parents, carers (i.e. persons who while not parents have actual 
responsibility for a child) or others can harm children either by 
direct acts, or by a failure to provide proper care, or both. Such acts 
include physical injuries, severe neglect, and sexual or emotional 
abuse. The procedures to be followed in dealing with child sexual 
abuse do not differ from the general guidelines. However, the 
identification and validation of child sexual abuse is fundamentally 
different and a separate section (para. 6, pages 23-24) is included 
which sets out particular issues which must be borne in mind in 
such cases.

A checklist to help with the identification of child abuse is included 
at Appendix A.

1.3 Prevention of Child Abuse
These guidelines do not deal specifically with the prevention of 
child abuse. However, health boards, hospital authorities and other 
statutory and voluntary agencies, which regularly come in contact 
with children in the course of their work, should be continually 
alert to the contribution they can make to the prevention of this 
problem. Greater awareness and discussion among health and
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social services personnel will, it is hoped, encourage the develop
ment of alert, compassionate and balanced attitudes in dealing 
with the problem.

2. OVERALL MANAGEMENT, MONITORING AND CO-ORDINATION OF
CHILD ABUSE CASES

2.1 Role of Director of Community Care/Medical Officer of Health
Responsibility for monitoring and co-ordinating the management 
of such cases rests with the health boards as part of the child care 
services provided within the community care programme. The 
Director of Community Care and Medical Officer of Health 
(DCC/MOH) or person delegated by him, or, where the post is 
vacant, an officer designated by the Chief Executive Officer of the 
Health Board, has overall responsibility for the monitoring and co
ordination of cases of child abuse occurring in his area.

The DCC/MOH is the person—

(a) to whom all cases are notified;

(b) who ensures that arrangements are made to have all the neces
sary information gathered concerning each case; who consults 
with the appropriate personnel on the issues raised and deter
mines with them the need for a case conference;

(c) who arranges for consequent case conferences as appropriate 
(see para. 3.3, page 10). Where a decision is taken not to hold 
a case conference this fact should be recorded by the DCC/MOH 
with the reasons for this decision;

(d) who oversees the general management and co-ordination of 
cases and ensures that such action as is decided on is carried 
out;

(e) who maintains the lists of confirmed and suspected child abuse 
cases in his functional area;

(f) who ensures that there is adequate communication within the 
Community Care Team and with other agencies.

2.2 Need for Co-operation
In carrying out these functions the DCC/MOH is heavily dependent
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on the senior members of his team, particularly the Senior Social 
Worker (SSW), the Superintendent Public Health Nurse (Supt. PHN) 
and the Senior Area Medical Officer (SAMO). He also depends on 
the ready willingness and co-operation of the staffs of hospitals, 
general practitioners, Garda Siochana, schools and many non- 
statutory agencies — including various day care facilities for chil
dren run on a voluntary basis — to effectively carry through his co
ordinating role.

Inter-disciplinary and inter-agency work is an essential and integral 
element of the professional task of attempting to protect children 
from abuse.

3. IDENTIFICATION AND INVESTIGATION OF CHILD ABUSE

3.1 Identification
Any person who knows or suspects that a child is being harmed, 
or is at risk of harm, has a duty to convey his concern to the local 
health board.

Allegations made by close relatives, friends or neighbours or by 
children or parents referring themselves for help should be 
regarded as serious and investigated urgently. All reports of child 
abuse (including anonymous calls) should be investigated.

3.2 Initial Steps
The initial steps must be to establish the relevant factual cir
cumstances of the child and the possible sources of harm or 
danger. Child abuse cases involve both child care and law enforce
ment issues and what is discovered may be relevant to decisions 
which have to be taken by both agencies. Close co-operation 
between these agencies is essential. Local arrangements should 
be agreed between the health board and the Gardai on the inves
tigation of cases, including the extent to which each should be 
involved. The health board will need to pursue all cases while the 
involvement of the Gardai will depend on whether it appears that 
an offence has been committed.

If there is reason to believe that a child is in immediate danger, a 
decision must betaken urgently on whether the child should remain 
at home or whether the child should be removed to a hospital or
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elsewhere either on a voluntary basis or by obtaining a Place of 
Safety Order. The position of any other child in the household must 
be considered at the same time.

3.3 Case Conference
The case conference has a central position in the multi-disciplinary 
procedures on child abuse. The conference symbolises the multi
disciplinary nature of assessment and treatment in child abuse and 
is crucial to good case management. The timing of the first case 
conference held during the investigative stage will vary. In non
urgent cases, a case conference should be held as soon as possible 
as it will have a major contribution to make in establishing whether 
or not the case involves child abuse and recommending initial 
action. In urgent cases the first case conference will probably be 
held after the investigating agencies have taken initial action and 
the conference will be involved in discussing the outcome of the 
investigation and making recommendations about future action as 
part of the management of cases described below.

4. MANAGEMENT OF CASES
4.1 Introduction

All cases of child abuse must be notified to the DCC/MOH. The 
child's welfare must be the over-riding concern of professional 
staff who become involved.
Where child abuse seems likely and a child appears to be at serious 
risk, immediate action must be taken to protect the child and any 
other children in the family.

4.2 Steps to be taken by Health Board Personnel
Any person who suspects that a child has been abused should 
discuss the matter with his senior colleague on the same date that 
the suspicions are first aroused, or as soon as possible thereafter 
(generally within 24 hours). The senior staff member should report 
the matter to the DCC/MOH or his deputy, giving details of his 
concern and other relevant information. The Director should 
arrange for the appropriate member of the Community Care Team 
to interview the referring person if thought necessary. Arrange-
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merits should then be made to follow up the case along the lines 
as set out in the following paragraphs.

If the referral is made by a professional experienced in child care 
from another agency, the Community Care Team may support and 
advise in the management of the case up to and including the case 
conference. A written report should be submitted from the referring 
agency for the Community Care Team records.

4.3 Action to be taken by the Community Care Social Worker following 
referral of child abuse case
Social Workers dealing with child abuse must act in the child's best 
interest and treat the child as the primary client within the family. 
Consultation, quick action, assessment of the child's situation and 
of the explanation of the incident and recording are the key 
elements in the process.

The following steps should normally be taken though the order 
may vary depending on the individual case.

4.3.1 If possible speak to the person making the complaint and 
check his knowledge of the child and his family and possible 
risks to other children. Check child abuse list and whether 
the family is known to the agency. Report and consult with 
Senior Social Worker. Inform DCC/MOH.

4.3.2 At the appropriate time, discuss the situation with the 
parents/guardians and assess the circumstances. This may 
be more appropriately done by a team member already 
known to the family. Thereafter inform the family of action 
taken.

4.3.3 Check with other community care personnel and other agen
cies who may know the family i.e. hospitals, day care ser
vices, schools etc..

4.3.4 Visit on the day of report unless preliminary enquiries sug
gest it is not necessary.

4.3.5 See the child and note and assess appearance and behav
iour of the child and his relationship with parents or guard
ians.

4.3.6 Seek explanation of incident or injury from parents or guard
ians.
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4.3.7 Record observations, assessment and explanation of inci
dent or injury.

4.3.8 Consult with Senior Social Worker and decide on next 
action.

4.3.9 The Senior Social Worker should make arrangements with 
the DCC/MOH or his deputy for a case conference where a 
case conference is considered necessary (see para. 4.17, 
page 18).

4.3.10 Where the report or allegations prove to be unfounded, 
record the matter on file and inform Senior Social Worker 
and DCC/MOH. Notify the referring agent and all other 
involved personnel as appropriate. In particular the Public 
Health Nurse, if already involved, must be informed of 
all developments e.g. closure of case or withdrawal of 
Community Care Social Worker. This information may be 
vital on subsequent routine visits by the Public Health 
Nurse.

4.4 Action to be taken by the Community Care Social Worker in cases 
where child is at serious/immediate risk
Where child abuse seems likely and a child appears to be at serious 
risk immediate action must be taken to protect the child and any 
other children in the family.

4.4.1 Action with parental consent
—arrange for an immediate medical examination by a local 

doctor and/or, where appropriate, by attendance at the 
nearest paediatric unit. Full physical examination may not 
always be appropriate at the outset in cases of alleged 
sexual abuse.

—the relevant steps as outlined in para. 4.3 should then be 
followed.

4.4.2 Action if parents refuse to co-operate
—inform SSW and DCC/MOH without delay.
—discuss with SSW the need for immediate action e.g. a 

Place of Safety Order.
—if a child has been removed on a Place of Safety Order 

the child should be taken for medical examination by a
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local doctor and/or, where appropriate, by attendance at 
the nearest paediatric unit. Full physical examination may 
not always be appropriate at the outset in cases of alleged 
sexual abuse.

—the relevant steps as outlined in para. 4.3 should then be 
followed.

4.5 A summary of the initial procedures for health board field workers 
is set out at Appendix B of this booklet.

4.6 Child Sexual Abuse
The procedures to be followed in dealing with child sexual abuse 
do not differ from the general guidelines. However, the identi
fication and validation of child sexual abuse ^fundamentally differ
ent and attention is drawn to the separate section (para. 6, pages 
23-24) which sets out particular issues which must be borne in 
mind in such cases.

4.7 Action to be taken by Public Health Nurse IPHN) following suspicion 
or knowledge of child abuse

4.7.1 Inform the Supt. PHN or the Senior PHN verbally as soon 
as possible, (same day) followed by a detailed written report 
within 48 hours. The principal points to be included in this 
written report are set out at para. 4.9 in this section.

4.7.2 In cases of obvious abuse contact must be made with the 
local Community Care Social Worker and GP.

4.7.3 Check with other Community Care Staff who may be 
involved. Check Child Abuse List, through the Supt. PHN.

4.7.4 Whenever possible, discuss the situation with the 
parents/guardians and inform them of the possible involve
ment of the Community Care Social Worker.

In certain circumstances when a suspicion is difficult to 
verify, it may be more appropriate initially to discuss this 
suspicion with the Supt. PHN and the Community Care 
Social Worker.

4.7.5 The PHN must continue to visit the family as often as she 
thinks necessary until a decision to do otherwise is reached
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by a case conference, or agreement is reached between the 
PHN and the Community Care Social Worker on the case.

4.7.6 In the event of the PHN being named as the key worker at 
a case conference she must be informed of all facts relating 
to the case.

4.7.7 She should be supported regularly, weekly if necessary, and 
at times of crisis by the other members of the team. The 
PHN should request a case conference if at any time she 
feels unable to handle the case, and needs the guidance of 
the team.

4.7.8 Where the report or allegations prove to be unfounded the 
matter should be recorded on the file and the Supt. PHN or 
the Senior PHN and the DCC/MOH should be informed. The 
referring agent and all other involved personnel should be 
notified.

4.7.9 If the PHN is not the key worker on the case she should be 
kept up to date with all relevant information on the case as 
she can be supportive to the Community Care Social Worker 
in subsequent routine visits. In most cases it is preferable 
that the parents are aware which field workers have know
ledge of their case.

4.7.10 When the case is closed or the Community Care Social 
Worker withdraws, the PHN must be informed. This infor
mation may be vital on subsequent routine visits.

4.8 Action to be taken by the Public Health Nurse (PHN) in cases where
child is at serious/immediate risk
Where child abuse seems likely and a child appears to be at serious
risk, immediate action must be taken to protect the child and any
other children in the family.

Action with parental consent
—arrange for an immediate medical examination by a local doctor 

and/or, where appropriate, by attendance at the nearest pae
diatric unit. Full physical examination may not always be appro
priate at the outset in cases of alleged sexual abuse.

—the relevant steps as outlined in para 4.7 should then be followed.
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Action if parents refuse to co-operate
—inform the Supt. PHN or the Senior PHN and the DCC/MOH 

without delay.
—Contact Community Care Social Worker and GP as appropriate 

to discuss need for immediate action e.g. a Place of Safety Order.
—if a child has been removed on a Place of Safety Order the child 

should betaken for medical examination by a local doctor and/or, 
where appropriate, by attendance at the nearest paediatric unit. 
Full physical examination may not always be appropriate at the 
outset in cases of alleged sexual abuse.

—the relevant steps as outlined in para 4.7 should then be followed.

4.9 Principal points to be included in written report by PHN
(a) known facts about the family;

(b) facts or indicators leading to suspicion/knowledge of child 
abuse;

(c) the degree of risk to the child if left with its parents/guardians;

(d) the family's understanding or knowledge of the PHN's concern 
and intended action;

(e) the depth of the PHN's relationship with the family (is it a first 
visit or is the relationship of long-standing?);

(f) the source of referral to the PHN, if any;

(g) include (if available) information from other sources e.g. 
school, playgroup etc.

4.10 A summary of the initial procedures for health board field workers 
is set out at Appendix B of this booklet.

4.11 Child Sexual Abuse
The procedures to be followed in dealing with child sexual abuse 
do not differ from the general guidelines. However, the identi
fication and validation of child sexual abuse is fundamentally 
different and attention is drawn to the separate section (para. 6, 
pages 23-24) which sets out particular issues which must be borne 
in mind in such cases.
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4.12 Action by the General Practitioner
4.12.1 When a general practitioner suspects that a child may 

be the subject of abuse either physically, emotionally or 
sexually, he should seek an explanation from the parents 
or guardians. Should the general practitioner for any 
reason not wish to do this he should then make the facts of 
the case known to the Director of Community Care/Medical 
Officer of Health (DCC/MOH). Should the general prac
titioner continue to be suspicious following consultation 
with the parents or guardians of the child then he should 
notify the DCC/MOH of his suspicions. Where necessary, 
arrangements should be made for the referral and/or 
admission of the child to a paediatric unit or to an appro
priate specialist centre. If the parents or guardians object 
to the appropriate referral and/or admission the general 
practitioner should then discuss with the DCC/MOH the 
necessity of the health board taking the appropriate action 
to protect the child. The procedures to be followed relating 
to the law are outlined in para. 7, page 25 of these guide
lines.

4.12.2 It is important to note that the problem of child sexual 
abuse is a specialised one and as such cannot be dealt 
with exclusively in general practice. It is also important for 
general practitioners to recognise the vital role they can 
play in helping families in the community through such a 
crisis. General practitioners should familiarise themselves 
with the specialist facilities that are available in their par
ticular health board area. Should these services not be 
available in their own health board area then they should 
refer to the nearest appropriate facility.

4.12.3 The general practitioner should be kept informed of 
developments in each case by the DCC/MOH and by the 
hospital consultant where appropriate and may be 
requested to attend at any resulting case conference.

4.12.4 The attention of General Practitioners is drawn to the 
separate section on child sexual abuse in this booklet 
(para. 6, pages 23-24) which sets out particular issues 
which must be borne in mind in such cases.
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4.13 Action by Hospitals
The hospital paediatrician, or other designated doctor familiar 
with the hospital's procedures for child abuse cases, should be 
contacted as soon as a suspected case presents itself either on 
referral from a general practitioner or at the casualty department. 
Examination and investigation should follow along the lines indi
cated in paragraphs 2 and 3 of Appendix A. The existence of 
precise medical records may be vital for the successful handling 
of the case at a later stage. The hospital should inform the local 
DCC/MOH when a child is identified as having been abused or 
when discharging a child who is suspected of having been abused 
so that his team can confirm the home circumstances and its 
suitability for the child's return. See separate section on Child 
Sexual Abuse (para. 6, pages 23-24).

4.14 Action by the Child Psychiatrist
While Child Psychiatrists are appropriate professionals to evaluate 
children and families who have experienced physical abuse, 
intrafamilial or repeated extrafamilial sexual abuse it is necessary 
in cases of both physical and sexual abuse to inform the local 
DCC/MOH. Child psychiatric services are appropriate for the treat
ment of children if this is required.
When a child is already attending a Child Psychiatry Department 
and is referred for validation of child sexual abuse to another 
agency, a member of the Child Psychiatry team should be given 
the option of being present at the validation sessions.

4.15 Action by Others (including teachers, day care staff, residential 
care staff and Gardaf).

When the suspicion of a person other than health board personnel, 
GP or Hospital/Clinic personnel is aroused he should notify the 
DCC/MOH immediately after consultation with his superiors. The 
DCC/MOH should then arrange with the appropriate member of 
his community care team to investigate further.

4.16 Assessment
Plans to provide for protection, treatment and other services for 
the child and family must be based on an appropriate assessment 
of the child's and family's situation. Short-term plans may be based
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on an initial assessment made during, or at the conclusion of, the 
investigations. Longer term plans require a comprehensive social 
and medical assessment. The key worker (as designated at the 
case conference below) is responsible for ensuring that a com
prehensive assessment is prepared and for co-ordinating the con
tributions of other agencies. A case conference, however, cannot 
be a substitute for assessments which must be carried out before
hand, during the course of professional work with the child and 
family.

4.17 Case Conferences
Case conferences are an essential feature of inter-agency co-oper
ation. They provide a forum for the exchange of information 
between different professionals involved with the child and family. 
The outcome of such discussions is recommendations to individual 
agencies for action.

Requests for the arrangement of case conferences on child abuse 
cases should be made to the DCC/MOH. If the DCC/MOH agrees in 
consultation with the appropriate personnel that the holding of a 
case conference is called for, he should set the date and have 
arrangements made for the relevant people to attend. It may be 
appropriate to mention at this point that consideration should be 
given to involving, prior to or in the case conference having regard 
to the circumstances of the individual case, the following:—

—Teachers

—The Gardai, if not already involved. This might include, where 
appropriate, Juvenile Liaison Officers

—The Probation and Welfare Service of the Department of Justice.

It is recommended that community care teams review and stan
dardise case conference procedures so that:

(a) every effort is made to have in attendance at conferences all 
workers involved with a case;

(b) written summaries are prepared by all relevant workers of 
their involvement in and views on the case and submitted for 
consideration at the conference. Copies of these summaries 
should be retained by the DCC/MOH who may, in cases of
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extreme urgency, request verbal reports from workers who are 
unableto attend the conference. The DCC/MOH should arrange 
for the presentation at the conference of such verbal reports, 
which should be subsequently confirmed in writing by the 
workers concerned;

(c) the nature of the abuse in question is fully discussed at the 
conference, the available information processed, the family 
problems identified and the extent to which relationships in 
the family could represent a serious danger to the well-being 
of the child assessed. On the basis of this discussion an agreed 
programme of intervention should be planned and the key 
worker identified;

(d) the key worker is the person with responsibility for ensuring 
that the programme is implemented and through whom all 
subsequent relevant information on the family should be pro
cessed;

(e) the programme of action specifies the visiting routine, the 
purpose of such visits and when the next joint review of the 
case should take place; it should also make specific recom
mendations as to the use of support facilities such as day care 
and home helps where such facilities can be made available to 
the family;

(f) the DCC/MOH arranges to have conferences recorded and these 
records should incorporate the important points made in the 
course of the discussion, the decisions reached and the agreed 
programme of action to alleviate the family's problems;

(g) the case conference also decides the listing of the case and 
whether it is confirmed or suspected abuse (see para. 5.1, page 
20);

(h) the DCC/MOH arranges for the record mentioned at (f) above 
to be circulated to the SSW, Supt. PHN and the key worker. All 
other personnel who have a continuing involvement with the 
case concerned shall receive a copy only of the decisions 
reached.

The Gardaf, if not already involved, must be notified as quickly as
possible where a breach of the law is indicated.
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It is important to have the case conference called as quickly as 
possible and to have all those involved in it kept informed of the 
progress of the child and the family, particularly during the critical 
stages. The DCC/MOH, SSW and Supt. PHN should especially keep 
themselves informed of developments and, in all cases of serious 
abuse, conferences to review the situation should be held from 
time to time. Parents/guardians should be made aware of the 
general approach being adopted in the case. In cases where it is 
decided to seek a Fit Person Order in respect of the child the 
concurrence of the DCC/MOH should be obtained.

Senior members of the community care team should ensure that 
field workers have adequate supervision and support when work
ing with difficult families and that as far as possible these workers 
are experienced in dealing with child abuse cases.

4.18 Long-Term Management
Programmes for the long-term management of a child abuse case 
must be considered at an early stage and kept under periodic 
review. Where a child has been removed for treatment or for his 
own safety, particular care must be taken when deciding the stage 
at which the child can return home. Support work for the family 
should be provided while the child is away and on his return home. 
Children should only be returned home on the basis of a decision 
taken at a senior level case review.

5. EXCHANGE OF INFORMATION ON CHILD ABUSE CASES
5.1 Collection of Information

It is important that full and accurate information on all cases 
is maintained at local community care area level. The essential 
information to be collected by the DCC/MOH about child abuse 
should serve two basic purposes:—

(i) to help assess the extent of the problem; and

(ii) to provide information to other workers on whether a child has 
previously been the subject of suspected or confirmed abuse.

Each DCC/MOH should supervise (either personally or through a 
designated officer) the maintenance of lists of suspected and of
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confirmed cases of child abuse in his area. The information con
tained in the lists will be available from the cases notified to him 
and should consist of the following details:

(a) date of notification and source of referral;

(b) full name, date of birth and sex of the child;

(c) any other name by which the child is known;

(d) names and, if relevant, aliases of parents or guardians;

(e) present address of parents or guardians and previous 
addresses, if known;

(f) names and ages (approx.) of other children and adults in the 
household;

(g) a short description of the abuse to the child and of the suspected 
abuser;

(h) present location of the child and the name of the key worker 
in the case.

The lists should be reviewed at least annually by the DCC/MOH in 
consultation with the relevant senior personnel on his team. Where 
initial suspicion has proved to be unfounded, details should be 
deleted from the list. A case should be listed as confirmed abuse 
only if there is:

(i) medical opinion to support this view or, in a case of child 
sexual abuse, medical/social validation; or

(ii) an admission of abuse by the perpetrator; or

(iii) a successful prosecution against the perpetrator.

All other cases should be listed as suspected.

5.2 Exchange of Information on Cases 

Transfer of Records
When families with children who are considered at risk of child 
abuse change residence and move to another community care 
area, the DCC/MOH should arrange for transfer of all the appro
priate records to the DCC/MOH of the family's new area. (It is 
suggested that the DCC/MOH might keep a short summary of the
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salient points of the case when transferring these records). If the 
new address of the family is unknown, every effort must be made 
to ascertain it. This might best be done with the co-operation of 
the Gardaf, the Department of Social Welfare, the housing auth
orities or other agencies likely to have this information. Health 
board personnel who come in contact with a problem family who 
have recently moved into their area should ascertain their previous 
location and confirm that the relevant records of the family have 
been transmitted.

5.3 Disclosure of Information from Lists and Need for Confidentiality 
The information to be given from the DCC/MOH's lists or, indeed, 
in respect of other suspected cases known to him but not yet 
listed, is at his discretion. However, the fullest possible information 
should be given having regard to the circumstances of the case, 
particularly where the information is needed for a case conference. 
Generally speaking, information should only be given in response 
to a written request. Where the urgency of the situation dictates, 
information may be given on the telephone but there should be 
suitable safeguards to ensure that the person requesting the infor
mation is acting in good faith e.g. by asking for a telephone number 
and ringing back with the information required.

It is essential that all the information obtained on specific cases, 
either from lists or through access to the case records, is treated 
with the utmost confidentiality by the staff involved and by those 
obtaining information. Where there is difficulty about the exchange 
of information between persons in different disciplines or persons 
in the same discipline, the DCC/MOH must make every effort to 
achieve working arrangements which will give the maximum 
access to relevant information consistent with the maintenance of 
confidentiality.
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6. SEXUAL ABUSE
6.1 Introduction

Sexual abuse of children, like other forms of abuse, has always 
existed. In recent years professional staff have realised that its 
prevalence is much greater than previously assumed. The number 
of cases being identified is increasing and this trend is likely to 
continue as professional staff become better able to recognise 
sexual abuse and as the public become more willing to report 
cases or to seek help.

Any complaint of sexual abuse made by a child must be taken 
seriously. The complaint should be followed up by the initiation of 
the necessary investigation and validation process. Professional 
staff should take particular care to ensure that the initial verbal 
complaint by the child to them is preserved in writing.

Sexual abuse, as distinct from other forms of abuse, has particular 
features which require special attention and the following para
graphs seek to highlight these areas.

6.2 Particular Features
If a referral is received alleging child sexual abuse, the same 
procedures as already outlined in paragraphs 4.2, 4.3, 4.4, 4,7, 4.8,
4.12, 4,13, 4.14 and 4.15 in this booklet should be followed, taking 
account of the following points:

6.2.1 At any stage in the investigation where there are reasonable 
grounds for suspecting child sexual abuse the DCC/MOH 
should report the matter to the Gardai. Where a suspected 
offence first comes to the notice of hospital/clinic personnel 
or a General Practitioner they should contact the DCC/MOH 
and, if the circumstances so warrant, they may initiate con
tact with the Gardai.

6.2.2 When the suspicion of a person other than health board 
personnel, GP or hospital/clinic personnel is aroused e.g. 
teachers, day-care staff, residential care staff, he should 
notify the DCC/MOH immediately after consultation with 
his superiors. The DCC/MOH should then arrange with the 
appropriate member of his community care team to inves
tigate further.
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6.2.3 Cases of child sexual abuse which come directly to the 
attention of the Gardai should be reported to the DCC/MOH 
in that area.

6.2.4 Multi-disciplinary teams should be designated for the exam
ination of children and the validation of alleged child sexual 
abuse. These teams will require to be sensitive to the needs 
of sexually abused children and to the many complex issues 
involved including matters related to the giving of evidence 
in Court. Professional staff dealing with sexual abuse should 
be aware of the facilities available.

6.2.5 It is desirable that during an investigation the Gardai and 
the key-worker should work in close co-operation. Repeated 
interviews with and examinations of the child should be 
avoided if at all possible. The need for special interviewing 
skills, particularly when a young child is involved in a case 
of intrafamilial abuse, should be fully recognised by all 
personnel dealing with the case.

6.2.6 The welfare of the child must be of primary concern to all 
professional staff who become involved in investigating a 
case of alleged sexual abuse.

6.2.7 The sexual abuse of a child is a crime and as such the 
community has an obligation to ensure that the necessary 
steps are put in motion to protect the child and to ensure 
that the perpetrator is deterred from further abusive acts.

6.2.8 It may be desirable, in many instances, that the child victim 
and the alleged offender be separated. In intrafamilial sit
uations it may be preferable, where at all possible, that the 
alleged offender leaves the home, rather than have the child 
removed from the home.

6.2.9 While the above points apply equally to abusers who are 
strangers or acquaintances, the important element in extra- 
familial abuse is to support the family and to ensure that 
the parents are secured in their role as primary advocates 
for their child.
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7. THE LEGAL POSITION
7.1 General

The most relevant legislation is Part II of the Children Act, 1908. 
There are two sections of this Act which deal with getting custody 
quickly of children at risk — Sections 20 and 24. Section 20 is 
concerned with cases where certain offences have been committed 
against the child and the offenders are to be brought to Court. 
However, in most cases of child abuse, the DCC/MOH will not be 
concerned with bringing prosecutions. The child at risk is usually 
a symptom of a family with problems, requiring help and guidance 
rather than the invocation of the criminal law. The most useful 
section for the purpose of these guidelines is Section 24.

7.2 Place of Safety Order
A copy of Section 24 of the 1908 Act is attached at Appendix C. 
This section provides a means whereby a child can be quickly 
removed to a place of safety if there is reasonable cause to suspect 
that he has been or is being ill-treated in a manner likely to cause 
him harm. Any person may approach a District Justice and, on 
oath, give information as to the serious risk to the child. It is 
most desirable that persons, including health personnel, taking this 
action should first discuss the matter with the local DCC/MOH and 
also inform him of the outcome. The Justice, acting on the evidence 
presented, may authorise a Garda, under warrant, to take the child 
in question to a place of safety. A place of safety includes any 
garda station, hospital, surgery or other suitable place, the occupier 
of which is willing to receive the child. The warrant authorises the 
Garda, who may be accompanied by the person applying for it, to 
enter a house (by force if necessary) to remove the child. The Garda 
may also be accompanied, if so directed by the Justice, by a doctor. 
A warrant is normally addressed to the Garda Superintendent of 
the district in which the child lives and he is then responsible for 
ensuring that the child is taken to a place of safety. The removal is 
a temporary one until the child can be brought before the Court, 
at which stage the Court may commit the child to the care of a 
relative or other fit person. A District Justice may issue a warrant 
for a Place of Safety Order outside normal court hours. The pro
cedure for securing a Place of Safety Order is governed by the 
Summary Jurisdiction Rules 1909 (SRO 1909 No. 952).
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7.3 Power of Gardaf to Act without Warrant
In extreme urgency, i.e. when the parents will not agree to have 
the child admitted to hospital and are likely to remove the child 
before a Place of Safety Order can be obtained, the Garda! must 
be informed. It is worth noting that in cases where a scheduled 
offence has been committed against the child the Garda! have 
powers under the above mentioned Section 20 to remove and 
detain the child immediately.

7.4 Fit Person Order
Where it is considered necessary to take a child into care as a 
compulsory measure, proceedings to secure a Fit Person Order on 
the child should be taken as quickly as possible and especially so 
after the Place of Safety Order, if one has been sought, has been 
carried out. A 'fit person' includes any society or body corporate 
established for the reception or protection of children. The Depart
ment has been advised that a health board (or any officer of a 
health board acting on its behalf) can be nominated as a fit person 
under a Fit Person Order. The practice of making such orders on 
this basis has been well established. A Fit Person Order gives the 
person named in the order 'like control over the child or young 
person as if he were his parent' (Children Act, 1908, Section 22 (1)) 
and, in effect, gives him responsibility for the welfare of the child.

When a health board decides to apply for a Fit Person Order, the 
key worker in the case should collect all the relevant information, 
and then discuss it with the SSW and Supt. PPIN, as appropriate, 
and the health board solicitor. If it is decided to go ahead with the 
application, the solicitor will present the case in Court. Normally, 
evidence must be given by the person or persons who have first
hand knowledge of the circumstances of the family.

7.5 Enforcement of Orders
Constant vigilance is required of those responsible for a child on 
a Place of Safety or Fit Person Order to ensure that there is no 
improper interference with the terms of the Order by anybody 
claiming custody of the child. The support and goodwill of the local 
Garda! is invaluable in achieving this.
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7.6 Future Changes in the Law
The need for greater certainty in several aspects of the law relating 
to children at risk is recognised. This is being provided for as part 
of wider legislation dealing with the care of children in the proposed 
new Children Bill.

7.7 Barring Orders and Protection Orders
The legal provisions governing the granting of Barring Orders and 
Protection Orders are contained in the Family Law (Protection of 
Spouses and Children) Act, 1981. A copy of the main sections of 
this Act (Sections 1 to 7 inclusive) is attached at Appendix D.
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8. NEXT STEPS FOLLOWING ISSUE OF THE GUIDELINES
8.1 Circulation of the Guidelines

Health boards and hospitals should bring these guidelines to the 
attention of all staff likely to come in contact with cases of child 
abuse. Arrangements should be made to give all the staff con
cerned an opportunity to clarify and discuss such aspects of the 
guidelines as they consider necessary and special care should be 
taken to ensure that relevant newly appointed staff are fully familiar 
with the guidelines and with local procedures. The Minister expects 
and hopes that all other agencies working with children will con
tinue to accept the need for close and continuing co-operation and 
co-ordination with health boards in dealing with the problem of 
child abuse. Health boards could seek this co-operation through 
regular contact with relevant bodies and possibly through joint 
participation at seminars on child abuse.

Health board staff should facilitate staff of other agencies in every 
way possible and should arrange for the circulation of these guide
lines to all the agencies and bodies concerned including hospitals, 
adult psychiatric services, general practitioners, schools, day care 
facilities for pre-school, mentally handicapped and physically 
handicapped children, children's residential homes and local auth
ority welfare services. Boards should also notify them of the 
arrangements for contacting the DCC/MOH and other appropriate 
officers of the Board where child abuse is suspected.

Appendix A of these guidelines in the form of a short pamphlet 
should be issued to all hospitals every six months to coincide with 
the changes in resident medical staff.

8.2 Community Care Area Level
Each DCC/MOH should arrange periodic meetings of the key staff 
involved in the management of cases to enable them to exchange 
views and experiences in relation to effective procedures and
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ensure that those newly involved are fully informed and aware of 
the support available to them. He should also, in consultation 
with the senior members of his team, review from time to time 
procedures in his area for co-ordinating support services generally 
in cases where different disciplines and different agencies are 
providing support on a regular basis for families with young chil
dren. This would facilitate the early detection of vulnerable families 
as well as increase the overall effectiveness of support measures 
for them. In this way stresses which give rise to situations associ
ated with the incidence of child abuse can be identified early on 
and steps taken to alleviate them. All staff dealing with the welfare 
of children have a responsibility in this area and should develop a 
greater awareness of child abuse and of the circumstances of the 
families with which they are dealing.

8.3 Training
Health boards and hospital authorities should continue to assess 
the key training needs of their senior staff and staff who may 
initially come in contact with the problem of child abuse during the 
course of their work. The Department will co-operate with health 
boards and hospital authorities in arranging any suitable training 
programmes.
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APPENDIX A

CHECKLIST TO HELP IDENTIFICATION AND INVESTIGATION OF CHILD 
ABUSE; PHYSICAL AND SEXUAL
No one indicator should be seen as conclusive in itself but must be seen 
in the context of a constellation of factors and consideration of the 
particular family and/or situation.

1. SUGGESTIVE FEATURES ON HISTORY TAKING

1.1 General Indices
1. Parents' story at variance with clinical findings.
2. Repeated injury.
3. Visits to different hospitals or to different general practitioners.
4. Reluctance of parents to give information.
5. Lapse of time between injury and attendance at doctor's sur

gery or hospital.
6. Obvious familial discord, stress, etc.
7. Parents' refusal to give consent for investigation.
8. Nutritional deprivation.
9. Developmental delay.
10. Signs of physical neglect.
11. Poisoning.

Poisoning may not always be accidental or due to carelessness.
12. A small number of cot deaths are non-accidental.
13. Persistent complaints of a gastro-intestinal or genital-urinary 

nature, e.g. vaginal bleeding or vaginal discharge, rectal bleed
ing or rectal discharge.

1.2 Behavioural Indices
All of these indicators can occur in other disorders where abuse 
has not been a factor.
1. Overly compliant behaviour.
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2. Acting-out, aggressive behaviour.
3. Reluctance to be at home — seen in early arrival at school 

and/or leaving late with few, if any, absences.
4. Poor peer relationships or inability to make friends.
5. Lack of trust, particularly with significant others.
6. Non-participation in school and social activities.
7. Inability to concentrate in school.
8. Sudden drop in school performance.
9. Running away from home.
10. Sleep disturbances.
11. Regressive behaviour.
12. Withdrawal behaviour.
13. Suicidal feelings and self-destructive behaviour.
14. Depression.
15. "Frozen gaze" i.e. wide-eyed immobilised expression of child 

who has learned not to cry because he will be subject to 
physical abuse.

16. Sudden onset of eating problems, particularly related to the 
start of puberty.

1.3 Sexual Abuse Indices
Although these symptoms are not necessarily indicative of child
sexual abuse, if children exhibit extreme or combined symptoms
from this list the possibility of sexual abuse should be considered
and investigated.

1. Hints about sexual activity.

2. A sudden change towards uncharacteristic sexual play with 
peers or toys or with themselves, or sexually aggressive behav
iour with others.

3. Detailed or age-inappropriate understanding of sexual behav
iour (especially by young children).

4. Excessive fear of adults or displaying apprehension or with
drawn behaviour, or conversely very aggressive behaviour.

5. Excessive attachment to adults.
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6. Inappropriate seductive behaviour.

7. Excessive fears of settling down at bedtime and/or being left 
alone.

8. Unusual reluctance to join in normal activities involving the 
removal of clothing e.g. swimming.

2. SUGGESTIVE FEATURES ON CLINICAL EXAMINATION

2.1 Physical Abuse
1. Bruises

(a) Any bruises on a baby less than 1 year of age.
(b) Bruising from human bites.
(c) Black eyes.
(d) Bruising of ear and surrounding scalp.
(e) Petechial haemorrhages.
(f) "Finger and thumb mark" bruises on face, trunk or limbs, 

especially on trunk of young baby who has been firmly held 
and shaken.

(g) Bruises on back, buttocks, or backs of thighs and calves.

2. Fractures
Any fracture in the first year (unsuspected fracture of clavicle, 
ribs and long bones may be present even in a healthy-looking 
child).

3. Joints
A tender swollen joint or limb which is normal on X-ray may 
show calcified periosteal haemorrhage on repeat X-ray two 
weeks later.

4. Burns and Scalds
(a) Circular blebs, sores or scars from cigarette burns — these 

are often found in clusters and may be of different ages.
(b) "Dunking" burns — buttocks, feet or hands in scalding 

water.

5. Injuries to Mouth
(a) Small blood clot on gum or tongue
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(b) Minute tears of the frenulum.
(c) Cuts, scratches, excoriations or sores around the mouth.

6. Injuries to Eyes and Brain
(a) Retinal haemorrhages from chest compression or shaking.
(b) Subdural haematoma (when small and chronic this may 

present as vomiting, irritability and a failure to thrive).

7. Visceral Injuries
Injuries to a solid or hollow organ may be present without any 
external bruising.

2.2 Sexual Abuse
Physical indicators of child sexual abuse are particularly helpful 
when present; their absence, however, does not necessarily invali
date the complaint.
1. Torn, stained or bloodied underclothing.

2. Foreign bodies in the genital, rectal or urethral openings.

3. Overt trauma to external genitalia such as:
—bruises in the external genitalia, vaginal or anal areas.
—bleeding or lacerations of the urethra, vagina or rectum.

4. Covert trauma to the genital region leading to:
—difficulty in walking or sitting
—dysuria, frequency, haematuria 
—constipation, bleeding, pain on defaecation 
—internal vaginal bleeding.

5. Abnormal dilatation of the urethra, vaginal or rectal openings. 
Detection of abnormal dilatation requires an experienced 
examiner and, if suspected, child should be referred for special
ist examination.

6. Infections of the genital and rectal area and/or vaginal dis
charge. In children who may have been sexually abused, the 
possibility of sexually transmitted disease should not be over
looked.

7. Pregnancy.
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EXAMINATION AND INVESTIGATION IN HOSPITAL
3.1 Examination

1. Detailed history from Paediatrician and appropriate Social 
Worker.

2. Detailed description of all injuries e.g. site and colour of bruis
ing.

3. Fundus examination — preferably by an Ophthalmologist.

4. General nutrition.

5. Burns and scalds.

6. Evidence of "poisoning".

7. Evidence of fracture — (skull, clavicle, ribs and long bones).

8. Evidence of developmental delay.

3.2 Investigation

'I. X-ray or, if available, bone scanning — skeletal survey (exclud
ing spine or pelvis, unless clinically indicated) — immediately 
and in three to four weeks. The following X-ray signs are 
suspicious or diagnostic:—
(a) Multiple bone injuries especially near joints
(b) Fractures in varying stages of healing
(c) Epiphyseal displacement or metaphyseal fragmentation or 

both
(d) Avulsion of parts of the provisional zone of calcification
(e) Cortical thickening
(f) Single fracture in a young baby
(g) Spiral fracture in a young child.

2. Coagulation screening if there is bruising or bleeding.

3. Photography.

3.3 Examination and investigation of alleged sexual abuse are best 
carried out by a specialist team with experience in validation and
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in collecting forensic and other evidence of child sexual abuse. If 
a specialist team is not available in an area the child should be 
referred early to a suitably qualified professional who is experi
enced in collecting forensic and other evidence and who is sensitive 
to the needs of sexually abused children and to the complex issues 
involved.

3.4 Medical Records
Precise medical records may be vital to the successful management 
of a case of child abuse at a later stage.
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APPENDIX B

SUMMARY OF INITIAL PROCEDURES FOR HEALTH BOARD FIELD WORKERS 
(THESE STEPS ARE NOT NECESSARILY SEQUENTIAL)

Worker suspects Child Abuse

If suspicions unallayed, report immediately 
to Senior Officer and DCC/MOH and check 
Child Abuse List.

If parents consent, 
arrange for immediate 
medical examination.

Parents should be kept informed of decisions 
being made with regard to the child.

Check with Community Care personnel and 
other agencies involved with family, e.g., 
school, day care centre, hospitals.

Worker considers that the child is at 
immediate risk because of suspected 
child abuse and is in need of protection

Consult with GP, if appropriate.

Discuss with parent/guardian, if appropriate, 
and assess situation.
Consult with Senior Colleague(s).

With this information, consult with Senior 
Officer(s) and decide on immediate action 
(if any) and arrange with DCC/MOH if Case 
Conference is to be called.

Inform the Gardai if an offence is suspected. 
Inform the parent/guardian of the outcome, 
if they have not been involved in the 
discussions.

Meanwhile, consult with all relevent 
personnel in conjunction with Senior 
Officer(s) and DCC/MOH. Case conference to 
be held as soon as possible.

If parents are unco-operative, consult 
senior colleague(s), contact Gardai', 
inform DCC/MOH and check Child 
Abuse List. A Place of Safety Order 
may be required.

When the child has been removed by Gardai, 
take the child immediately to a doctor, 
preferably the nearest Paediatric Unit; for 
medical assessment.

The case conference should, amongst its 
other tasks, decide on the question of the 
child's immediate well-being, be that 
supervision at home or reception into care 
and the need for a Fit Person Order.

It is the task of the case conference to:— 
—Process all available information 
—Agree on a plan for the care of the 

child/children 
—Designate a Key Worker 
—Set a date for case review 
—Decide on listing and category i.e. 

Confirmed/Suspected.

The above chart should be read in conjunction with paragraph 4 (pages 10-20) of the guidelines.

Persons other than Health Service personnel who suspect child abuse should contact the 
DCC/MOH immediately after consultation with their superiors. The DCC/MOH should 
then arrange for a member of his community care team to follow up the case along the lines 
indicated in paragraph 4 (pages 10-20) of the guidelines and summarised above.
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APPENDIX C

EXTRACT
FROM

CHILDREN ACT, 1908

Section 24



Section 24. (1) If it appears to a justice on information on oath laid
by any person who, in the opinion of the justice, is acting 
in the interests of a child or young person, that there is 
reasonable cause to suspect—

(a) that the child or young person has been or is being 
assaulted, ill-treated, or neglected in any place 
within the jurisdiction of the justice, in a manner 
likely to cause the child or young person unnecess
ary suffering, or to be injurious to his health; or

(b) that an offence under this Part of this Act, or any 
offence mentioned in the First Schedule to this Act, 
has been or is being committed in respect of the 
child or young person,

the justice may issue a warrant authorising any con
stable named therein to search for such child or young 
person, and, if it is found that he has been or is being 
assaulted, ill-treated, or neglected in manner aforesaid, 
or that any such offence as aforesaid has been or is 
being committed in respect ofthechild oryoung person, 
to take him to and detain him in a place of safety, 
until he can be brought before a court of summary 
jurisdiction, or authorising any constable to remove the 
child or young person with or without search to a place 
of safety and detain him there until he can be brought 
before a court of summary jurisdiction; and the court 
before whom the child or young person is brought may 
commit him to the care of a relative or other fit person 
in like manner as if the person in whose care he was had 
been committed for trial for an offence under this Part 
of this Act.

(2) A justice issuing a warrant under this section may 
by the same warrant cause any person accused of any 
offence in respect of the child or young person to be 
apprehended and brought before a court of summary 
jurisdiction, and proceedings to be taken against such 
person according to law.

(3) Any constable authorised by warrant under this 
section to search for any child or young person, or to
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remove any child or young person with or without 
search, may enter (if need be by force) any house, build
ing, or other place specified in the warrant, and may 
remove the child or young person therefrom.

(4) Every warrant issued under this section shall be 
addressed to and executed by a constable, who shall be 
accompanied by the person laying the information, if 
such person so desire, unless the justice by whom the 
warrant is issued otherwise directs, and may also, if the 
justice by whom the warrant is issued so directs, be 
accompanied by a duly qualified medical practitioner.

(5) It shall not be necessary in any information or war
rant under this section to name the child or young 
person.
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APPENDIX D

Sections 1 to 7 
of the

FAMILY LAW
(PROTECTION OF SPOUSES AND 

CHILDREN) ACT, 1981



Interpretation. 1. (1) In this Act—

Barring Order.

"applicant spouse" has the meaning assigned by section
2 of this Act;

"barring order" has the meaning assigned by section 2 
of this Act;

"child" means any child of either the applicant spouse or 
the respondent spouse or of both of them or adopted by 
either or both of them under the Adoption Acts, 1952 to 
1976, or in relation to whom either or both of them is or 
are in loco parentis, provided that he is under the age of 
eighteen years or, if over that age, is suffering from mental 
or physical disability;

"the Court" means the Circuit Court or the District Court;

"proceedings under this Act" means proceedings for the 
making, variation or discharge of a barring order, or for 
the making or discharge of a protection order, and any 
related proceedings by way of appeal or case stated;

"protection order" has the meaning assigned by section
3 of this Act;

"respondent spouse" has the meaning assigned by 
section 2 of this Act.

(2) For the purposes of any provision of this Act pro
viding for the variation or discharge of a barring order or 
for the discharge of a protection order, an order made by 
a court on appeal from another court shall be treated as 
if it had been made by that other court.

2. (1) On application to it by a spouse (in this Act called 
the "applicant spouse"), the Court may, if it is of opinion 
that there are reasonable grounds for believing that the 
safety or welfare of that spouse or of any child so requires, 
by order (in this Act called a "barring order")—

(a) direct the other spouse (in this Act called the "respon
dent spouse"), if residing at a place where the appli
cant spouse or the child resides, to leave that place,
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and

(b) whether the respondent spouse is or is not residing 
at that place, prohibit that spouse from entering that 
place until further order by the Court or until such 
other time as the Court shall specify.

(2) A barring order may, if the Court thinks fit, prohibit 
the respondent spouse from using or threatening to use 
violence against, molesting or putting in fearthe applicant 
spouse or any child and may be made subject to such 
exceptions and conditions as the Court may specify.

(3) A barring order may be varied by the Court on the 
application of either spouse.

(4) A barring order, if made by the District Court or by 
the Circuit Court on appeal from the District Court, shall, 
subject to section 11 of this Act, expire twelve months 
after the date of its making.

(5) On or before the expiration of a barring order a 
further barring order may be made with effect from the 
expiration of the first mentioned barring order.

(6) For the purposes of subsection (1) of this section an 
applicant spouse or a child who would, but for the conduct 
of the respondent spouse, be residing at a place shall be 
treated as residing at that place.

Protection Order. 3 (-)) If, between the making of an application for a barring
order and its determination, the Court is of opinion that 
there are reasonable grounds for believing that the safety 
or welfare of the applicant spouse or of any child so 
requires, the Court may make an order (in this Act called 
a "protection order") that the respondent spouse shall 
not use or threaten to use violence against, molest or put 
in fear the applicant spouse or the child.

(2) A protection order may be made notwithstanding 
that the summons in relation to the application for a 
barring order has not been served on the respondent 
spouse.
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(3) A protection order shall cease to have effect on the 
determination by the Court of the application fora barring 
order.

Taking effect of 
orders.

Copies of orders 
to be given to 
spouses and 
Garda Siochana.

Offences.

(1) A barring order or a protection order shall take effect 
on notification of its making being given to the respondent 
spouse.

(2) Oral communication to the respondent spouse by or 
on behalf of the applicant spouse of the fact that a barring 
order or a protection order has been made, together with 
production of a copy of the order, shall, without prejudice 
to the sufficiency of any other form of notification be taken 
to be sufficient notification to the respondent spouse of 
the making of the order.

(3) If the respondent spouse is present at the sitting of 
the Court at which the barring order or protection order 
is made, that spouse shall be taken for the purposes of 
subsection (1) of this section, to have been notified of its 
making.

(4) An order varying a barring order shall take effect on 
notification of its making being given to the spouse other 
than the spouse who applied for the variation, and for 
this purpose subsections (2) and (3) of this section shall 
apply with the necessary modifications.

5. (1) The Court, on making, varying or discharging a 
barring order or on making or discharging a protection 
order, shall cause a copy of the order in question to be 
given or sent as soon as practicable to the applicant 
spouse, the respondent spouse and the member of the 
Garda Siochana in charge of the Garda Siochana station 
for the area in which is situate the place in relation to 
which the application for the barring order was made.

(2) Non-compliance with subsection (1) of this section 
shall not affect the validity of the order.

6. (1) A respondent spouse who contravenes a barring 
order or a protection order or, while a barring order is in
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Power of arrest.

force, refuses to permit the applicant spouse or any child 
to enter and remain in the place to which the order relates 
or does any act for the purpose of preventing that spouse 
or child from doing so shall be guilty of an offence and 
shall be liable on summary conviction to a fine not exceed
ing £200 or, at the discretion of the court, to imprisonment 
for a term not exceeding six months, or to both.

(2) Subsection (1) of this section is without prejudice to 
the law as to contempt of court or any other liability, 
whether civil or criminal, that may be incurred by the 
respondent spouse.

7. A member of the Garda Siochana may, on complaint 
being made to him byoron behalf oftheapplicantspouse, 
arrest the respondent spouse without warrant where the 
member has reasonable cause for believing that the 
respondent spouse is committing or has committed ari 
offence under section 6 of this Act.
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