
Welcome to the autumn edition
of Childlinks which focuses
on Child Protection. Insight

into the current state of the child
protection system is provided in the
Ombudsman for Children’s Office
investigation of Children First. The
Ombudsman concluded that while
substantial efforts had been made since
1999 to implement Children First,
much needs to be done to improve
protection and to promote children’s
rights and welfare. The Ombudsman
questions whether child protection
services are best delivered within the
context of the HSE.

Recent findings by HIQA (Health
Information and Quality Authority), which
has a statutory role in the inspection of
child protection services, has highlighted
the inconsistent implementation of child
protection standards in HSE regions in
Dublin North. Barnardos is concerned
that such persistent problems with the
child protection system not only fail
vulnerable children but fail the committed
professionals working on the front line
of child protection.

In a recent presentation to the Oireachtas
Committee on Health and Children,
Barnardos questioned whether the HSE
is in fact fit for purpose when it comes
to child protection. Issues which have
come to light from recent reports would
indicate that it is not. In particular there
is concern that there are no clear
national standards, a lack of a clear
assessment model and no national
agreement on the threshold that we as a
nation want to set with regard to
protecting our children.

On the other hand, the Government has
published the Ryan Implementation
Plan in response to the Ryan report1, an
ambitious plan which seeks to correct
many of the inadequacies in our child
protection system. Progress has been
made but it has been slow. As a society
we must prioritise our children, we must
prioritise their childhood and we must
demand the changes that will fix our
broken child protection system. 
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The Report of the Commission to Inquire into Child Abuse
(commonly known as the Ryan Report) exposed a horrific
history of systemic and colluded abuse perpetrated against
children living in institutions during the period 1936 to 2000.
Following the immense outpouring of shock and sadness in
response to the findings, the recommendations of the Ryan
Report were elaborated on in a detailed ‘Implementation Plan’
published in July 2009 by the Minister for Children and Youth
Affairs, Barry Andrews, TD. In this Plan, the Government
pledges to implement 99 specific actions within agreed
timeframes and with an allocated budget of €25 million. The

questions now are: Is this Plan being implemented? Are they
meeting the agreed timelines? Is it making a difference to
children’s lives? 

The aim of Saving Childhood Ryan is to lobby the Government
to implement these recommendations which would seriously
improve the child protection systems and reduce the risk of
harm to children. It looks specifically at the progress of ten
selected aspects of the Plan, recognising and welcoming where
progress has been made while also highlighting the impact of
the absence of progress in other areas, especially when the
agreed timeframes have been passed. 

On 20th May 2010, to mark the 
first anniversary of the Ryan Report,
Barnardos and seven other organisations
working directly with children or adult
survivors of child abuse came together 
to launch the Saving Childhood Ryan
campaign. The other organisations are
Children at Risk Ireland, Children’s 
Rights Alliance, Dublin Rape Crisis
Centre, ISPCC, Irish Association of
Young People in Care, One in Four 
and Rape Crisis Network Ireland.
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1. Children First: Child Protection Guidelines

The Ryan Implementation Plan commits to introducing
legislation to place a duty on staff to comply with Children
First: National Guidelines for the Protection and Welfare of
Children. There has been no progress on this. Presently,
adherence to Children First varies considerably. This is due
to a number of factors including different interpretations of when
to intervene when abuse is suspected, a lack of understanding
of responsibilities, a lack of capacity to undertake those duties
and a lack of resources to fully implement the system. 

The Ombudsman for Children’s recent investigation into the
implementation of Children First highlights that these failings,
even at the most basic level, largely stem from a lack of drive
to consistently implement Children First at a national level.
The continued absence of this legislation means that children
presenting with the same situation in different regions will
continue to have different experiences regarding professional
assessment, intervention and follow up, potentially placing
them at continued risk of abuse or neglect.

Saving Childhood Ryan: Recommendation
Expedite the legislation to place Children First on a statutory
basis and widen its remit to include all organisations and
individuals, including faith bodies, sports bodies and
volunteer groups.

2. Voice of the Child

The absence of listening to children was a strong thread
throughout the Ryan Report and as a consequence the Ryan
Implementation Plan commits to ensuring that the voice of
the child is heard in judicial proceedings affecting them. The
Plan also aims to enable children in care to have an
opportunity to have a say in decisions affecting their lives and
to influence policy and service development by sharing their
experiences of the care system. This is of vital importance
given that the present systems of ensuring children and
young people have an opportunity to express their views and
influence policy development is ad hoc at best.

For children and young 
people in care, formal
procedures need to be put 
in place to support them to
participate in decisions 
that impact on their lives.

Some progress has been made, such as the establishment of
the National Consultation Forum for Young People in Care,
to hear their experiences and establish ways in which their
voices can be heard into the future. However, much more is
needed. The future policy and funding of the Guardian ad
Litem service has not yet been finalised. For children and
young people in care, formal procedures need to be put in
place to support them to participate in decisions that impact
on their lives. 

Saving Childhood Ryan: Recommendation
Promote a cultural shift among professionals so that
involving children and young people becomes standard
practice rather than an exception. 

Develop the necessary legislative and policy framework to
make statutory provision for the right of children’s voices
to be represented in judicial proceedings affecting them.

3. Vetting / Information Sharing

To avoid the replication of secrecy and collusion that enabled
the extent of abuse highlighted in the Ryan Report, the Office
of Minister for Children and Youth Affairs (OMCYA) will
consider legislation to provide for a duty to share information
in the best interests of children between agencies, specifically
between support services for adults and the Health Service
Executive (HSE) child protection social workers. 

The responsibility for sharing
information applies not only 
to managers of children’s
services but to all those
engaged with children. 

Effective communication involves statutory and non-statutory
agencies working in partnership to share concerns and suspicions
regarding a vulnerable child and their family so that they can
act in the best interests of the child. The responsibility for
sharing information applies not only to managers of children’s
services but to all those engaged with children. Linked to this
is ensuring that those working with children are appropriately
vetted. There is already a recognised necessity to place
Garda vetting on a legislative footing.

These pieces of legislation are still outstanding. The National
Vetting Bureau Bill has been drafted but has not yet been
presented to the Oireachtas. The Bill is likely to put the Garda
Vetting Unit on a statutory basis with the responsibility of
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managing all hard and soft (non-conviction) information and
would ensure that all individuals, paid or unpaid, involved in
working with children would be vetted. 

Saving Childhood Ryan: Recommendation
Introduce and progress the National Vetting Bureau Bill.

4. National Children’s Strategy

The existing strategy National Children’s Strategy: Our
Children – Their Lives (2000) expires in December 2010
and should be evaluated to enable its successor to build on
its strengths. To date there has been no indication that a new
National Children’s Strategy is being developed by the OMCYA. 

The National Children’s Strategy 2011–2020 must be
holistic, rights-based and promote the development of legislative,
policy and service frameworks that promote and protect
children’s best interests and welfare. The new strategy should
be linked to clear objectives, outcomes, lines of departmental
responsibility and budgetary allocations.

Saving Childhood Ryan: Recommendation
Evaluate the National Children’s Strategy 2000–2010
and begin the consultation process in preparation for the
development of the next Strategy.

5. Therapeutic Services

In light of the increased demand for services following the
publication of the Ryan Report, it was agreed that additional
therapy and counselling services would be available for
survivors through the HSE’s National Counselling Service,
relevant Non-Governmental Organisations (NGOs) and
private service providers. 

The absence and delay in
receiving support results in
lengthy waiting lists which is
contrary to the State’s pledge 
to help repair the devastating
damage caused to children 
in institutions.

However, availability of additional funding has been very
limited. Some NGO providers have received a meagre
increase in funding for counselling services yet had their
overall statutory grant reduced. The absence and delay in
receiving support results in lengthy waiting lists which is

contrary to the State’s pledge to help repair the devastating
damage caused to children in institutions. 

Saving Childhood Ryan: Recommendation
Provide adequate funding to those providing support
services to survivors of institutional child abuse. 

6. Social Work

The Ryan Implementation Plan commits to ensuring that all
children in care have an allocated social worker and a care
plan and that a national out-of-hours crisis intervention service
is established. Currently, despite the existence of Departmental
regulations, not all children in care have a dedicated social
worker or an individualised care plan. The absence of these
mean children remain in the care system longer than
necessary and some children at risk are overlooked due to
lack of capacity within the social work services. 

Efforts are being made to recruit an additional 200 child
protection social workers by December 2010. While this is
welcome, the recruitment process is lengthy and in reality
many children in care are still waiting for an allocated social
worker. This results in children being left at risk and without
access to supports and services, exacerbating their feelings
of being alone and uninvolved in matters affecting them and
subsequently uncertain about their future.

Saving Childhood Ryan: Recommendation
Ensure the 200 extra staff are new staff, not a reorganisation
of current staff. A comprehensive out-of-hours service
must be established without delay.

7. Aftercare

In recognition of the challenges facing young people leaving
care in their transition to an independent adult life, the necessity
of aftercare services across the country is noted. At present,
the provision of aftercare services is inconsistent, erratic and
discretionary and young people leaving the care system are
particularly vulnerable. They are often disadvantaged in terms
of their education, income and employment opportunities,
and are at risk of homelessness, prostitution or imprisonment. 

A comprehensive and standardised aftercare service is
needed, underpinned by a national aftercare policy to ensure
the provision of an integrated and joined-up support structure.
A central component to this service is the development of an
individualised leaving and aftercare plan with a designated
person responsible for implementing the plan and ensuring
the young person is prepared and supported to make the
transition from care.
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In 2010, a budget of €1m has been earmarked for the
development of aftercare services. A national aftercare policy
is currently being drafted. However, NGO representation in
its development is weak. 

Saving Childhood Ryan: Recommendation
Amend the Child Care Act 1991 via the Child Care
(Amendment) Bill 2009 to place a statutory obligation on
the State to provide aftercare for all children in care of
State who need it, including separated children. 

Complete the development of a comprehensive national
aftercare policy.

8. Separated Children 
There is a commitment to advance the equity of care policy
given to separated children so that they are provided the
same accommodation and supports given to Irish children in
care. Up to now, separated children have been housed in
privately run hostels not subjected to regulation or inspection.
So far, three hostels have closed and only four remain. These
four units now offer 24-hour care delivered by Crosscare
and are now registered with the Health Information and
Quality Authority (HIQA) and will be subject to inspection
following the enactment of the relevant sections of the Health
Act 2007. 

It is especially important 
that the suspected victims of
trafficking are identified and
provided with timely and
appropriate support.

This progress is welcomed. However, more action is required
for this vulnerable group of children with diverse needs. This
includes ensuring that appropriate supports are available to
separated children as they move into care placements and
integrate into that home, school and community. It is
especially important that the suspected victims of trafficking
are identified and provided with timely and appropriate
support. Supports for foster parents caring for separated
children will also be required and provision or plans for such
services are not yet finalised.

Saving Childhood Ryan: Recommendation
Ensure that separated children moving into care
placements are provided with adequate supports to meet
their specific needs. Ensure these children have access to
aftercare services. 

9. Homelessness

The Ryan Implementation Plan commits to review the current
practice where children who are homeless are placed in
accommodation and not received into the care of the HSE,
provided under Section 5 of the Child Care Act 1991.
Homeless children are extremely vulnerable to risks such as
drug use, crime, prostitution and other forms of exploitation
that can seriously impact on their welfare and well-being.
Section 5 of the Act was envisaged to be an emergency
measure to respond to the accommodation needs of
homeless children. However, in practice, children remain
under Section 5 and in emergency hostels for considerably
longer periods of time. This is not an appropriate care
response for these vulnerable children. 

Homeless children are
extremely vulnerable to 
risks such as drug use, crime,
prostitution and other forms of
exploitation that can seriously
impact on their welfare and
well-being. 

Instead, children experiencing homelessness should be
moved to the care of the State under Section 4 of the 1991
Act. Under Section 4 they will have a statutory entitlement to
an allocated social worker, an individual care plan, their care
facilities will be inspected by HIQA and governed by national
standards. There is no progress on the review of current
practice in relation to Section 5. 

Saving Childhood Ryan: Recommendation
Publish the promised national review of current practice in
relation to Section 5 of the Child Care Act 1991 to
establish current practices and gaps in the system for
children experiencing homelessness.

10. Health Information and Quality Authority (HIQA)

In the interests of transparency and accountability, there is a
commitment to fill the gaps in the current inspection and
review system for services to children in the care of the State.
All such services must be regularly reviewed and independently
inspected, and standards and regulations must be applied
and adhered to. 

HIQA, through its Office of the Chief Inspector of Social
Services, has a statutory duty to inspect and register certain
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care facilities in line with national regulations and standards.
Its remit is to expand to include hostels for separated children
and homeless children among others when the relevant
provisions of the Health Act 2007 are commenced.

So far, progress has been made to date and is warmly welcomed.
HIQA published Guidance for the Health Service Executive
for the Review of Serious Incidents including Deaths of Children
in Care in March 2010. A related development, also in March
2010, was the establishment of a new, independent Child
Death Review Group to review HSE investigations into the
deaths of children in State care since 2000. Furthermore, in
January 2010 HIQA published Draft National Quality
Standards for Residential and Foster Care Services for
Children and Young People for consultation. 

Saving Childhood Ryan: Recommendation
Commence the Health Act 2007 to allow independent
inspection of foster carers and all children’s residential
centres as a matter of urgency. 

Grant HIQA adequate resources and more independence
and robust powers to enforce compliance with child care
standards and regulations. 

Conclusion

One year on from the Ryan Report, other reports, including
the Ombudsman for Children’s review of implementation of
Children First, have highlighted the various ways in which our
State and we, as a society, have continued to fail our children.
But we have also seen a robust and historic promise from
Government to right the wrongs of the past and ensure that
the children of the present and future are better protected
from harm and abuse. The Ryan Implementation Plan is an
ambitious document that seeks to correct the many
inadequacies in our child protection system. Progress has

been made but it is slow. The longer the progress takes, the
more young lives are blighted by gaps in the system and
failures of the State, letting them slip through cracks and
emerge into adulthood vulnerable, lost and struggling. 

As a society we must 
prioritise our children, we 
must prioritise their childhood,
and we must demand the
changes that will fix our broken
child protection system.

The Saving Childhood Ryan campaign is committed to ensuring
that the promises and hopes laid out in the Ryan Implementation
Plan are made a reality. They must not get stuck in the
bureaucracy of politics or left behind because of a lack of
resources. It is time for us all to work together to save
childhood for those children who need us to champion their
cause. We must fight for an overhaul of the services provided
to children across Ireland so that their childhoods will be
better and their futures brighter. The ten themes identified are
a start to this process. Some progress has been made, but
more is needed. As a society we must prioritise our children,
we must prioritise their childhood, and we must demand the
changes that will fix our broken child protection system. 

You too can help us in this campaign by signing our
online petition calling on your local TDs and senators to
implement the changes required to ensure the safety and
protection of children now and into the future. 

All the information relating to the campaign as well as the
petition is available on www.savingchildhoodryan.ie 
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In this article I will first summarise the policy context and
consider the background of a child protection and welfare
system under pressure. Next I will briefly present the agency
context of Barnardos and the system in place to respond to
child protection and welfare calls. The main body of the
article is the analysis of the 98 calls received in 2009. I will
review research on relevant helplines in the UK and consider
the need for a child protection and welfare helpline in Ireland.

CHILD PROTECTION AND WELFARE POLICY CONTEXT
The legislative framework for the child protection and welfare
system in Ireland is provided by the 1991 Child Care Act.
Children First: National Guidelines for the Protection and
Welfare of Children provides the policy and practice framework

for the identification, reporting, assessment, treatment and
management of child abuse (Department of Health and Children,

1999). Of particular relevance to this study is the provision
under Children First for an enquiry facility for persons with child
protection and welfare concerns. Furthermore, Children First
refers to its obligations under the Child Care Act 1991 to be
‘open to receiving information from any source about any
child…who may not be receiving adequate care and protection’
(Department of Health and Children, 1999: 47). The issue of access to
the Health Service Executive (HSE) to raise a child welfare
concern was highlighted with such frequency in submissions to
the National Review of Compliance with Children First, that it
merited a specific recommendation ‘that persons seeking to
raise a child welfare or protection issue in respect of a 

Help-seeking
for Child Protection
and Welfare Concerns
ANNE CONROY National Manager, Barnardos Training and Resource Service
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INTRODUCTION

A growing number of adults contact
Barnardos each year with concerns about
children. In 2008, 48 members of the
public contacted Barnardos Head Office
seeking help in relation to child protection
and welfare concerns1. In 2009, the
number more than doubled to 98 and it is
projected that the figure for 2010 will be
in excess of 1302. Barnardos does not
operate a child protection and welfare
helpline, but has a long-standing recognition
of the need to respond appropriately to
these unsolicited calls. This article presents
an analysis of the child protection and
welfare calls received by Barnardos 
Head Office in 2009, which was part 
of a research study carried out in 20103.

1 The numbers for previous years were not collated but were in the 20s. 
2 75 were received from January to July 2010.
3 The study was carried out in partial fulfilment for an MSc in Child Protection and Welfare, submitted by the author in 2010 to

the School of Social Work and Social Policy, Trinity College Dublin.
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particular child or to make a referral to the HSE be facilitated
to do so’ (OMCYA, 2008).

The National Review of Children First affirmed the guidelines but
identified weaknesses in relation to consistency of implementation
(OMCYA, 2008). A revised Children First Guidelines has
recently been published online4 (OMCYA, 2009) which is very
similar to Children First 1999 (OCO, 2010). The Government
is also committed to putting Children First on a legislative
basis as part of the Ryan Implementation Plan (OMCYA, 2009a).

The recent controversy in
regard to the number of
children who died in care feeds
into a public perception of a
child protection system that is
dysfunctional and in crisis.

A CHILD PROTECTION SYSTEM UNDER PRESSURE
In the last ten years, child abuse and child protection issues
have gained increased prominence in public discourse in
Ireland, with the publication of the Ferns Report (Murphy et al,

2005), the Monageer Inquiry Report (2008), the Ryan Report
(2009) and the Dublin Diocesan Report (Murphy, 2009). There
have also been recent reports into the deaths of individual
children in state care including David Foley and Tracey Fay.
The recent controversy in regard to the number of children
who died in care feeds into a public perception of a child
protection system that is dysfunctional and in crisis.

There have also been many official reports that have been
critical of the child protection and welfare system including
the various reports by the Ombudsman for Children (2006,

2010) as well as an OMCYA commissioned study of service
users perceptions which was very critical of the system
(OMCYA, 2008a).

At the same time, the demands on the HSE for social work
intervention is increasing as can be seen from Table 1.

The overall picture emerging is one of a child protection
system increasingly under immense pressure. 

BARNARDOS SERVICES AND STRUCTURES
Barnardos is an independent, non-governmental organisation
(NGO), whose mission is

to challenge and support families, communities, society and
government to make Ireland the best place in the world to be
a child, focusing specifically on children and young people
whose well-being is under threat. (Barnardos, 2008)

Barnardos’ strategy encompasses two distinct but related
functions: services to children and families, and advocacy. In
2008, Barnardos worked with over 5,500 children and
families who used of a range of services (Barnardos, 2008).
Barnardos has had an increasingly visible presence in the
media over the past number of years, arising from a strategic
investment in advocacy and fundraising campaigns. 

CHILD PROTECTION AND WELFARE 
CALL SYSTEM IN BARNARDOS
As already stated, Barnardos does not provide a dedicated
child protection and welfare helpline, but has a rota-based
system in place to handle the increasing number of enquiry
calls to Head Office. The aim of the call system is to respond
to calls on the day that they are received or within 24 hours.

Calls and emails are first dealt with by an Information Officer
who passes on the details to a rota of professionals, one of
whom responds to the call in accordance with Children First
guidelines and Barnardos Child Protection Policy. Those on
the rota work in a number of different Barnardos’ services
and deal with these calls in addition to their regular
responsibilities. They are drawn from a variety of disciplines
such as social work, psychology, family therapy and childcare.
They have all completed Children First training and other
training specific to dealing with these type of calls. 

ANALYSIS OF CHILD PROTECTION AND 
WELFARE CALLS 2009
The next section of this article presents an analysis of the 98
calls received in 2009 in relation to the number and timing
of the calls; the children involved; the relationship of the caller
to the child; the nature of the concerns; the response by
Barnardos; and the referral rate to the HSE.

TABLE 1 Number of reports to social work departments 2005–2008

2005 2006 2007 2008

Welfare 9,885 11,579 12,715 12,932

Physical abuse 9,503 1,891 2,152 2,399

Sexual abuse 2,150 2,306 2,379

Emotional abuse 1,814 1,981 2,192

Neglect 3,606 4,114 4,766

TOTAL 19,388 21,040 23,268 24,668

(HSE, 2007, 2008)

4 The revised Children First guidelines have been published online but not yet launched by the Minister for Children and Youth Affairs.
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Number and Timing of Calls
A total of 98 child protection and welfare calls were received
by Barnardos Head Office in 2009, as compared to 48 calls
in 2008. This was made up of 80 telephone calls, 16 emails
and two anonymous letters.

TABLE 2 Number of calls per month

Month No. of calls Month No. of calls

January 8 July 10

February 9 August 7

March 8 September 3

April 7 October 9

May 7 November 12

June 13 December 5

On average, eight calls were received each month with
September receiving the lowest number of calls (3) and June
receiving the highest number (13).There may be a link
between media coverage of child protection issues and an
increase in calls. This can be seen during the months of June
and July, which recorded 13 and 10 calls respectively,
following the publication of the Ryan Commission Report on
20th May 2009. November was another busy month with
12 calls, which coincided with a media focus on child abuse
issues before and after the publication of the Murphy Report
on 26th November. School holidays tend to correlate with
fewer calls, possibly explained by parents being less free to
make telephone calls in private as their children are around. 

TABLE 3 Day of calls

Day No. of calls

Monday 23

Tuesday 24

Wednesday 15

Thursday 19

Friday 17

n=98

Monday and Tuesday were the busiest days for calls to be
received. This is useful information from a service provider
perspective in regard to staffing requirements.

Number, Gender and Age Profile of Children
There were a total of 175 children involved in the 98 calls
received during 2009. There was no significant difference
between the number of boys and girls reported. The age of
the children was disclosed in 90 of the 98 calls, which
involved 135 of the 175 children. The age range spanned

from five months to 16 years and, as can be seen from Table
4, the majority of children were in the early years and middle
childhood years.

TABLE 4 Number of children by age of children

Age No. of children

0–5 years 49

6–11 years 52

12–16 years 34

Total 135

n=90 calls

Geographic Location of Children 
The location of the child was disclosed in 87 calls, concerning
children residing throughout 22 of the 26 counties with the
largest proportion of calls, 35%, concerning children living in
Dublin. The low number or absence of calls about children in
counties such as Limerick, Cork, Waterford, Carlow and
Westmeath might be explained by the location of Barnardos
services in these counties. As previously explained, this
analysis only includes calls received by the Barnardos Head
Office in Dublin and local services also receive calls from the
general public with concerns about children.

TABLE 5 Geographic location of children by number
of calls per county

Location No. of calls 
per county

Dublin 30

Meath 7

Tipperary (North and South) 6

Wexford, Kildare, Galway 5

Laois, Longford 4 

Donegal, Mayo, Cavan 3 

Cork 2

Clare, Kilkenny, Limerick, Wicklow, 
Carlow, Waterford, Louth, Sligo, 
Monaghan, Kerry 1

n=87 calls

Identifying Details of Child
As part of the child protection procedure, callers are told of
Barnardos ‘mandatory reporting policy’ so that they can make
an informed choice about whether or not to identify the child
in question to Barnardos staff5. Fifty callers provided
identifying details of the children while 48 did not. 

5 All Barnardos staff are required to report any concerns about child abuse or neglect under the Barnardos Child Protection Policy.
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TABLE 6 Relationship of caller to child

Relationship of caller to child No. of calls

Family

Mother 24

Grandmother 16

Aunt 10

Father 9

Grandfather 3

Uncle 1

Sister 1

Total 64

Non-family

Neighbour 15

Member of the public 9

Teacher 5

Friend 5

Total 34

n=98 calls

As indicated in Table 6 above, 65% of callers were related to
the child about whom they were concerned and 25% of the
callers were mothers while 9% were fathers. After mothers,
grandmothers were the next biggest category of callers,
followed by fathers and aunts. Non-relatives made up 35% of
the callers, with neighbours being the single biggest category. 

Gender was a significant factor in that 23% of callers were
male and 75% were female, with 2% unidentified. Gender
has been found to be predictive of help-seeking behaviour,
with women more likely to seek help (Cohen, 1990; Redmond et

al 2002). Women are at least twice as likely as men to access
telephone-based services (Franks and Medforth, 2005).

The predominant finding in Irish
and international research on
service users views is one of
service user dissatisfaction with
the child protection system.

Previous HSE Involvement
Of the 98 calls made, 56 cases reported previous involvement
with the HSE, 15 reported no previous contact and in 17
cases it was not clear. ’Previous HSE involvement’ refers to

both active child protection cases and cases where the caller
indicated any prior involvement by the HSE, including
previous attempts to report the concern or seek help from the
HSE. It is interesting to note the predominant finding in Irish
and international research on service users views is one of
service user dissatisfaction with the child protection system
(Cleaver and Freeman, 1995; Thoburn, 1995; OMCYA, 2008).

Presenting Concerns
Many of the callers identified more than one child protection
and welfare concern. The top four concerns were child
neglect, post-separation/access disputes, child sexual abuse
and domestic abuse. Recent Irish research findings from
Buckley et al found that many service users of the child
protection system were critical of delays in intervention and
that victims of domestic violence and parents involved in
post-separation disputes found it difficult to access support
(OMCYA, 2008a).

A total of 24 mothers contacted Barnardos and their concerns,
which in some cases were multiple, included post separation/
access (12), child sexual abuse (9), domestic violence (6),
behaviour management issues (5), physical abuse (3) and
child neglect (1).

For grandmothers, the most frequent cause of concern was
domestic violence (5), followed by child neglect (4), physical
abuse (3), emotional abuse (2), parental mental health (2),
child sexual abuse (2) and alcohol abuse (1).

For fathers, all of the nine calls concerned post-separation/
access disputes, with additional concerns about the mother’s
mental health issues (2), child neglect (2), domestic violence
from new partner (1) and child sexual abuse by a new partner (1).

TABLE 7 Presenting concerns by number of calls

Nature of concern No. of calls

Child neglect 26

Post-separation/access 19

Child sexual abuse 17

Domestic abuse 14

Parental mental health 10

Parental alcohol/substance abus 9

Physical abuse 9

Behaviour management 7

Emotional abuse 7

Homelessness/begging 7

Foster placement/child in care 4

Other 1

n=98 calls
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Response by Barnardos 
All of the callers who were contactable by telephone (78)
received a telephone call from a qualified childcare
practitioner6. Those who made contact by email without
providing a contact telephone number received an email
response that gave some guidance in relation to their
problem and invited them to contact Barnardos by telephone
for further assistance. In two cases it was not possible to
provide any response, either because of a wrong telephone
number or an anonymous caller not providing a contact
number. In a small number of cases where allegations of child
abuse were made anonymously, that information was
reported to the HSE for their attention. In three cases callers
were referred to a local Barnardos service.

TABLE 8 Type of Barnardos’ response by 
number of calls

Type of response No. of calls

Telephone consultation 78

Information/Signposting other services 45

Barnardos report to HSE 36

Caller advised to report to HSE 10

Referred to Barnardos services 3

Not contactable 2

n=98 calls

THE NEED FOR A CHILD PROTECTION AND
WELFARE HELPLINE
In 2009 Barnardos reported 37% of the 98 calls received
to the HSE and a further 10% of callers were advised to
report to HSE7. The four concerns most frequently identified
were child neglect, post-separation/access disputes, child
sexual abuse and domestic violence. The seriousness of many
of the concerns is consistent with the findings of the Parentline
Plus evaluation in the UK which referred to the ‘seriousness
and complexity’ of many of the calls (Boddy et al, 2005).

In a separate part of this study, a sub-sample of 10 service
users were interviewed about their experience of help-
seeking from Barnardos and the wider child protection and
welfare system (Conroy, 2010). The callers who were interviewed
were positive about the adequacy of Barnardos’ response to
their call. The interviewees were also positive about the need
and value of setting up a child protection and welfare helpline
and saw its function as encompassing information and
guidance in relation to child welfare and child protection
issues (legal and child care), sign-posting to other services as
well as a listening support role. This study’s findings were

consistent with UK research on four different helplines which
concluded that the helplines acted as a second port of call
when statutory services failed to respond to caller concerns
(Statham and Carlisle, 2004).

The issue of access to the child protection system has been
highlighted by the OMCYA in the review of compliance with
Children First (2008). It concluded that: 

The closer services are to providing for the self-
assessed needs of families and children, the more
likely they are to be accessed…this requires making
available non-stigmatising, multiple access points.

Role of Helplines
There is limited research from the UK on the efficacy of adult
helplines in the context of child protection and welfare support.

The role of telephone helplines in protecting children from
harm was the focus of a study by Statham and Carlisle
(2004) who evaluated the effectiveness of Childline UK, the
NSPCC Child Protection helpline, Parentline Plus and NHS
Direct. The study was commissioned by the Department for
Education and Skills in the wake of the recommendation in
the Laming Report that local authorities should establish a
24-hour referral number for use by members of the public
who wish to report concerns about a child (CM 5730, 2003,

recommendation 33). The study concluded that the helplines
were not cost effective as a way of identifying and statutorily
processing abused children, however they did contribute to
safeguarding children by supporting parents under stress,
providing information to children and parents to help themselves,
counseling those who fear they may abuse children, raising
public awareness and ‘acting as a second port of call when
statutory services had failed to respond to callers’ concerns’
(Statham and Carlisle, 2004: 8.2).

...helplines...did contribute 
to safeguarding children by
supporting parents under
stress, providing information 
to children and parents to help
themselves, counseling those
who fear they may abuse
children, raising public
awareness...

6 Practitioner who has completed Children First training and qualified in social work or childcare or family therapy.
7 The 10% figure related to callers who had not provided identifying details to Barnardos.

childlinks_body23.qxd:childlinks_body13.qxd  15/09/2010  09:17  Page 11



12

SUMMARY AND CONCLUSIONS
This study analysed 98 child protection and welfare calls 
and emails made to Barnardos Head office in 2009 and
found that:

Many of the calls related to serious concerns about
children, 37% were reported to the HSE by Barnardos
and a further 10%8 were advised to report to the HSE.
Women were three times more likely to call than men.
Two thirds of the callers were relatives, and one third were
non-relatives.
Mothers were more likely to call than fathers, with 25% of
calls made by mothers and 9% of calls made by fathers.
Barnardos provided a range of responses including a
telephone consultation with a child care professional,
information and guidance, reporting to the HSE, and sign-
posting to other services.

In my view this study suggests that there is an unmet need
among parents and the general public in relation to seeking

help for child protection and welfare concerns. The number
of adults contacting Barnardos in 2009 with such concerns
(98) was double the number received in 2008. The
projected figures for 2010 are over 130 calls. I believe the
number of calls is increasing due a combination of factors
including an increasing media focus on child protection
issues, a strong media profile by Barnardos and a child
protection system which is under pressure, under-resourced
and unable to cope with increasing demands. Callers are
contacting Barnardos in the absence of a dedicated service.
It begs the question as to what the numbers would be if a
service was offered in a proactive way. 

Barnardos’ Training and Resource Service
Christchurch Square, Dublin 8
www.barnardos.ie
T: 01 4530355
E: training@barnardos.ie

resources@barnardos.ie
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INTRODUCTION
This article is based on a research study undertaken in 2010
that explores the experience of Barnardos staff and service
users1 when child protection and welfare concerns are reported
to statutory child protection services. The study also examines
Barnardos’ referral process and the impact this may have on
the worker/service user relationship.

As manager and designated child protection person for a
Barnardos family support project, I make decisions, in
consultation with my team, whether child protection and welfare
concerns warrant reporting to statutory child protection
services. I believe how we communicate why this decision has
been made to service users is crucial to maintaining our
relationship with them. In reporting child protection concerns I
have had the experience where some service users have
remained involved in our service and other did not. This article
will explore service users and staff experiences of Barnardos
child protection referral process and how this influences either
positively or negatively  on service users’ engagement with
Barnardos. Underpinning this, I will identify key components
and core conditions in maintaining existing relationships with
service users following the referral process.

AGENCY AND COMMUNITY PROFILE
Barnardos is a national children’s organisation whose mission is:

To support and challenge families, communities,
society and government to make Ireland the best place
in the world to be a child, focusing specifically on
children and young people whose well-being is under
threat. (www.barnardos.ie)

Barnardos provides a variety of services throughout Ireland,
including 40 family support services, based in local communities.

The study was conducted in a family support service located
within a community that experiences high levels of deprivation.
The service engages with vulnerable families whose children
may be at risk, due to difficulties within the home as well as in
the community. The nature of the difficulties experienced by
families referred to the service includes drug and alcohol
addiction, poor parental or child mental health, poor parenting
capacity and emotional problems. 

During the course of Barnardos work, concerns may arise
regarding child protection and welfare. Although Barnardos
does not have any statutory powers to investigate child
protection concerns, it has a responsibility to report any

1 In the context of this study the term service user refers to parents.
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concerns to their local Health Service Executive (HSE) child
protection team. This is clearly outlined in Barnardos child
protection policy and there is a line management structure
that supports this. The service I work in is funded by the HSE and
meets the family support criteria set out in Children First (1999)2.

FAMILY SUPPORT
During the 1990s in Ireland there was a move towards
complementing child protection services with family support
structures, recognising prevention and early intervention as
key factors in protecting vulnerable children and families
(McKeown, 2001). The aim of family support within the Irish
context is embedded within Children First (1999). The philosophy
of family support is also echoed in the core principles set out
in The Agenda for Children’s Services (2007)3. Family
support operates from a strengths based perspective, which
aims to promote families’ coping strategies and resilience
through the enhancement of informal and formal social
supports (Dolan et al, 2006). 

Barnardos offers intensive
interventions to families and
works closely with the statutory
child protection services when
they have identified that a child
may be at risk. 

Barnardos family support service is specifically aimed at
vulnerable children and their families. It aims to enhance
children’s well-being and reduce the risk of harm by providing a
range of interventions4 within service users’ own home and
community. Barnardos offers intensive interventions to families
and works closely with the statutory child protection services
when they have identified that a child may be at risk. 

BUILDING RELATIONSHIPS 
Central to providing practical and emotional family support that
achieves positive outcomes for children and families is the
relationship the worker builds with service users. 

There is a noteworthy link
between a good worker/service
user relationship and an increase
in parental coping skills,
discipline and the physical and
emotional care of children.

Service users need to feel safe and secure before they can
begin to open up or accept support. They require a warm,
friendly, comfortable environment, honesty and trust, acceptance
and understanding, time and genuine interest in their lives, and
praise and reassurance in order for a successful relationship to
flourish with a worker (Buckley et al, 2008; De Boar & Coady, 2007;

Dolan & Holt 2002; Howe, 1998; Ruch, 2004; Schofield, 1998). There is
a noteworthy link between a good worker/service user relationship
and an increase in parental coping skills, discipline and the
physical and emotional care of children (Lee & Ayon, 2004).

There are a number of components central to building
successful relationships as outlined below.

Establishing trust 
Acceptance, understanding and a non judgemental
approach 
Worker style and competency skill base – Workers
must have the ability to see service users as people, who
have feelings and show a genuine interest in them. They
must be able to identify and recognise their own emotions
and acknowledge the impact emotions can have on their
practice (Ruch, 2005). 

The presence of a power
imbalance in a relationship can
act as a barrier to establishing
successful, helping relationships
between professionals and
service users and may also
impact on inter-agency
collaboration.

Part of the challenge in building relationships is managing the
power differential that can exist within the child protection
network5, not only between service users and professionals but
also among professionals themselves. The presence of a
power imbalance in a relationship can act as a barrier to
establishing successful, helping relationships between
professionals and service users and may also impact on inter-
agency collaboration.

THE STUDY
Data for the study was collected in two ways:

1. Semi-structured interviews with two service users who had
had a child protection referral to statuatory child protection
services.

2. Focus group interviews with six Barnardos staff who had had
concerns about a child and who, along with their line manager,

2 Children First is Ireland’s National Guidelines for the Protection and Welfare of Children (1999)
3 The Agenda for children’s services’ is a national policy handbook published by the Office of the Minister for Children. Its purpose is to set out the

strategic direction and key goals of public policy in relation to children’s health and social services in Ireland. The core principles include a whole
child / whole system approach and to meeting the needs of children and focussing on achieving better outcomes for children and families.

4 Interventions include early years services, individual and group work with children or parents, group work, family work, parent-child work, after
school services, home based practical supports and inter agency work.

5 The child protection network comprises of many different professionals and institutions, statutory, non statutory and community groups.
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were involved in addressing these with the parents. They
subsequently reported these concerns to the social work
department.

Findings and Discussion
Two main themes emerged from the data analysed and the
findings and discussion are presented under each of these
themes. 

Theme One: Focus group participants’ and service users’
experience of Barnardos child protection referral process.
Focus group participants discussed how child protection
issues were identified and the child protection referral
process that would generally follow. Participants discussed
the importance of their team and line management structure
in helping them to manage their feelings regarding child
protection issues, stating that they used these structures to
‘off load’ and express their fear and anxiety about addressing
concerns with service users. Participants felt that having a
clear child protection policy supported them to do their job
effectively. 

Talking to parents about concerns

Focus group participants acknowledged that it can be difficult
to talk to parents about concerns and described how they
took time out to plan what they were going to say, rather than
‘fire brigade’ in. Participants asserted that they remained child
centred when discussing concerns with parents.

Participants felt that they might get the ‘back lash’ from
parents when they informed them that they would be
contacting the social work department and needed to be
prepared for this and, within reason, to accept this and remain
focused on the relationship and outcome.

… they are overwhelmed… they are going to be
angry, every emotion is going through them, so just
for you to be prepared for that, and not take literally
what they say at that moment to heart because they
have to lash out at somebody and give them their
space and time, but always come back to them.

How parents felt about the referral

Parents were asked to recall what they were feeling at the
time the child protection report was made. One parent states:

I didn’t like it at all… because it was the threat of the
kids getting taken off me… for me that was the end of
everything. At that time it still didn’t stop me drinking, I
went on drinking. 

However, she wasn’t shocked when her key worker informed
her that she would be talking to the social worker regarding
concerns: 

She (key worker) actually told me she was going 
to do it. She’d always tell me, even though I’d be
annoyed with her. I used to always give out to her… I
didn’t mean it though… I don’t even know sometimes
what I said but I use to be half afraid. 

The second parent informed Barnardos that her daughter had
disclosed sexual abuse and that opening up meant someone
was going to take control of the situation for her. Howe
(1998) emphasises a need for the service user to feel safe
and secure before they can open up and accept support. On
reflection, this parent said she told Barnardos because she
knew they would do something about it, admitting she wasn’t
shocked when they acted promptly and reported it.

Despite not being the perpetrator of the abuse she was
frightened of social workers and this made her reluctant to
seek help, as she explains:

I think I was probably terrified at the thought… 
I suppose, social workers… they just have this
reputation… but I think it made it so much easier
cause you were there supporting as well… but… 
they (social workers) were brilliant.

A focus group participant commented:
There is probably a whole lot of fear attached to it…
fear that their children are going to be taken away
from them… So it’s really important to listen to that
and to link in with the social work department on their
behalf to keep them informed to break down that fear
a little bit.

This point is also echoed in Buckley et al (1997) who regards
effective inter-agency communication as central to best
practice in child protection cases.

Social work response

Regarding how concerns were dealt with by the social work
department, one parent was critical of the response she
received, stating:

The social workers at the time, I know they were
probably doing it in the kids best interest but they
came on too heavy handed with the kids… I think it
could have been handled more softly with the kids. 

This parent also reflected on the positive impact Alcoholic
Anonymous had had on her life but admitted that initially she
only engaged with them to keep the social workers away.

Focus group participants touched on the frustrations they felt
about the social work response to some child protection
concerns, highlighting how different thresholds can impact on
their relationship with a parent. 
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Power

As discussed earlier, power differentials can exist within
relationships and it depends on the context of the relationship
as to where the power lies. Service users’ sense of fear towards
social workers alludes to the power they think they hold to
just take their children away from them without any due
process. A parent discusses her view on control, stating that:

Sometimes people with a lot of authority annoy me,
because sometimes they think they have power over
you, I don’t like anyone to think they have power over
me… I was thinking she (Barnardos key worker) has
the power, she can do this and she can get the kids
taken off me… and then I got to know her and I knew
she wouldn’t do that to me.

During the interviews with the parents, I felt it was important
to clarify the issue of consent with them, as focus group
participants were concerned that parents didn’t remember
the content or signing the consent forms regarding
Barnardos policy of reporting child protection concerns.
Neither parent remembered the content or signing a consent
form. The issue of signing a consent form without a real
understanding of its content is contentious and may introduce
a power imbalance in the relationship from the outset.

Service users’ sense of fear
towards social workers alludes
to the power they think they
hold to just take their children
away from them without any
due process.

Theme Two: The factors that influence, positively or
negatively, how the referral process impinges on
maintaining the parents’ engagement with Barnardos.

Having considered the child protection referral process, the
focus group and service users reflected on how this process
can impact on their relationships. 

The presence of core conditions

Trust and the opportunity to talk – A parent described
her Barnardos key worker as someone she could talk
to, despite being aware that the key worker may report
any child protection and welfare concerns to the social

work department. Interestingly, the parent says it was
easier to trust the key worker because her children
liked and trusted her.

Giving time and showing a genuine interest in parents
 – A parent talked about the importance of her key
worker ‘sticking around’, giving her the sense that the
key worker was genuine and she as the parent was
important: ‘yous went above and beyond the call of
duty… maybe you did that with everybody, but to me I
think you stuck around.’

Taking a non-judgemental approach – A parent discussed
her fear of being judged by workers and reflects: ‘You
are wondering if people are thinking why didn’t you do
this, why didn’t you do that… I mean I definitely felt
like…  people were going to think I did things backwards.’

Participants of the focus group commented that if
parents felt they had lost the respect of the workers or
felt judged by workers, then this may impact on their
ability to remain engaged with the service. 

Showing understanding and empathy – The participants
of the focus group reached an overall consensus that
most parents wanted what was best for their children.
They agreed it was important to acknowledge feelings,
express the need for honesty, show understanding, and
allow parents time to process the information they have
just heard. While they must support the parents, their
actions should also challenge them to take responsibility
and encourage them to change.

Focus group participants’ own feelings tended to be child
centred, with participants saying they felt worried, anxious
and concerned for the child and feared disengagement. 

Maintaining relationships

The focus group participants discussed the need to ‘keep the
back door open’ for parents to return to the service following
a child protection referral. One way they did this was by the
project manager dealing with the concern and leaving the key
worker to make normal everyday contact with the parents,
giving them gentle reminders of what is happening in the
service. While the parents may not respond, they may just
show up. One participant spoke about parents’ past experiences
of problem solving and coping skills and how this could
impact on their relationship:

A lot of them [parents] have never worked through a
difference of opinion… but differences of opinions are ok

childlinks_body23.qxd:childlinks_body13.qxd  15/09/2010  09:17  Page 16



17

and we will work through it and get through the other
side, and that can be huge for parents who have had a
negative experience. 

Participants felt that it was easier to maintain relationships
with parents they had know for a long period of time, these
relationships were more likely to survive the upheaval of 
making a child protection referral:

It’s because you are dealing with something so
negative, so soon into your relationship, it can be hard
for the relationship to survive that.

Both parents commented on the practical support they
received from Barnardos and how this really helped them to
stay linked in. 

One parent said the practical support she received gave her
the strength she needed at a difficult time, this parent talked
about her lack of extended family support and said she
needed support from somewhere, she reflects:

I remember yourself coming with the barring order
and the Guards, I wouldn’t have been able to do that
on my own… I wouldn’t have had the strength, what
would I have done with the kids or anything like that.

CONCLUSION AND RECOMMENDATIONS

The full conclusions drawn from the study are outlined below.

Theme One: The referral process 

Focus group participants highlighted the potential difference
in thresholds regarding risk and significant harm held by
statutory child protection services and Barnardos. Participants
feared this might impact on their relationship with service users.

Participants highlighted the important role inter-agency
work played in achieving positive outcomes in child
protection cases.

Service users did not embrace the potential of social work
involvement in their family, viewing their role as ‘policing’
rather than supporting (Buckley et al, 2008).

Service users demonstrated an awareness of concerns
being reported by Barnardos to statutory child protection
services. They also demonstrated an understanding of
why the referral was necessary.

The focus group participants expressed concern that
service users did not fully understand the content of the
consent form or remember signing it. The service users

reinforced this concern, admitting they did not remember
signing one or the content of it. 

Theme Two: Maintaining relationships

The presence of the core conditions of trust, acceptance,
understanding, empathy and a non judgemental approach,
as identified in the literature, were reflected in the focus
group and individual interview narratives.

Service users highlighted the trusting relationship they
enjoyed with their key worker and the friendly approach
that workers had with their children. They described family
support services as helpful, offering practical as well as
emotional support.

The conclusions drawn from the study have informed the
recommendations below.

Recommendations
Explore if Barnardos services have an agreed
understanding of thresholds and the implications of
referring to statutory services that operate a higher
threshold. Encourage the continued management of
this locally through effective inter-agency collaboration.

It is evident from this study and previous research
that service users have preconceived ideas about
social workers. This study recommends trying to break
down some of these preconceived ideas. Barnardos
could explore the possibility of inviting social workers
to events in their services that are not related to
child protection, e.g. coffee mornings, trips with
service users. This may help service users to see
social workers in a different light while also increasing
inter-agency communication between family support
services and statutory child protection services.

Consent forms should be re-visited with service
users on an ongoing basis, perhaps in the context of
reviews, where service users are reminded of the
content and purpose of Barnardos consent forms.

This study identified a particular management style6

that participants found most helpful. Future
management training could explore the role of
emotional intelligence in Barnardos work with
service users.

This study identified that there are core conditions
and skills necessary to build up relationships with
service users. These conditions and skills need to 

6 A management style that recognises that working with families can have an emotional impact on workers and support the worker to manage their feelings
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be at the forefront of any recruitment process for
children service staff. This study recommends that
guidelines are drawn up detailing the core conditions
and skills required by staff working directly with
children and parents and these are used to inform
interview questions during the recruitment process.

One of the limitations was the inability to recruit service users
who had disengaged from the service following a child
protection referral to participate in this study. As a result the
findings of this study are one dimensional and favour the
approach taken by Barnardos workers as opposed to
critically evaluating it. This is an obvious gap within this study
and warrants further exploration.
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Peer Led 

Child Protection

Audits
INTRODUCTION
An audit is a systematic check or
assessment, especially of the efficiency 
or effectiveness of an organisation or a
process. Audits involve taking a ‘snapshot’
of practice at a given moment in time. 
The purpose of an audit is to check 
that practice is compliant with agreed
organisational systems and to highlight 
any deficiencies, either with the systems 
or practice. 

SIOBHAN GREENE Head of Service Design, Barnardos
BARBARA STEWART Service Design Facilitator, Barnardos 
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Quality audits assess how successfully processes are being
implemented and help us in Barnardos to achieve continual
improvement in our organisation. Audits will highlight areas
of good practice as well as areas for development. Audits
cannot guarantee practice, but they can make recommendations
which can be monitored to support the implementation of
good practice. Audits can be a: 

Self-administered review by an organisation to see if it is
effective in meeting its objectives (these are advisory,
informal and flexible) 
Review of compliance by an independent third party (these
are formal, highly structured, systematic and detailed) 

In 2008, Barnardos revised its child protection policy in line
with national policy developments. All staff and managers
received training in child protection in 2008. Barnardos
carried out a peer-led audit of child protection practice
between November 2008 and January 2009, the purpose
of which was to examine the implementation of Barnardos’
child protection policy. All projects across the agency that
offer services to children and families were subject to this
audit. This includes family support, early years, Family
Welfare Conference, the Bereavement Counselling service,
the Adoption Advice Service and Guardian Ad Litem. The
audit was undertaken by managers. Thirty-five projects were
reviewed, 73 client files were examined and 101 people
were interviewed.

The audit focused on the following:
1. Assessing current practice 
2. Identifying and learning from current good practice 
3. Identifying concerns and areas for improvement 
4. Devising improvement action plans where necessary 
5. Identifying training needs

CHILD PROTECTION AUDIT 
Child protection issues can include obvious signs and symptoms
of abuse and also more subtle child welfare concerns. Good
child protection practice is about managing both high and low
levels of concern effectively and having systems in place for
noticing if they cease or persist. It was important for the
reviewers to be aware of all types of child protection and
welfare issues and how they were being managed. 

Good child protection practice
is about managing both high
and low levels of concern
effectively and having systems
in place for noticing if they
cease or persist.

The audit examined three broad areas: 
Adherence to Barnardos’ child protection policy (Child
Protection – Direct Services to Children and Families)
Support and supervision 
Record keeping 

These were further broken down to consider: 
If the service was vigilant and acted immediately and
appropriately in relation to child protection concerns. 
If staff and managers were familiar with, and understood,
the content of key child protection documents and the
implications of them on their practice.
If roles and responsibilities for taking action and reporting
on concerns were understood in line with the reporting
pathway in Barnardos’ child protection policy. 
If concerns were communicated to the designated person
and if these were acted on appropriately in line with
Barnardos’ policy Child Protection – Direct Services to
Children and Families and practice standards.
That the designated person1 was aware of, and understood
his/her responsibilities and knew how to deal with non-
compliance with the policy in the project.
How differences of opinion were managed between staff,
managers, family and/or other professionals.
That the manager facilitated discussion and practice
development by engaging with the worker in joint analysis
and reflection on all child protection matters through
supervision and active case management.
That supervision happened regularly and provided
opportunities for the consideration of staff’s child protection
skills and training needs and also an opportunity to debrief
about the emotional impact of child protection work.
That child protection issues were recorded in the service
user’s file appropriately (for example, they were up-to-date,
legible and distinguished between facts and professional
opinion). The service users’ records reviewed demonstrated,
where relevant, effective partnership with other agencies
in the assessment, planning and delivery of the service and
in all child protection matters.

PREPARATION FOR AUDIT
Barnardos designed a standardised child protection review
tool which each of the reviewers were required to follow. The
aim of the template was to guide the reviewers through the
on-site audit process in order to facilitate a consistent
approach. The audit template offered guidelines in relation to:

how to score using the child protection review tool
what evidence to source 
preparing for the audit as a reviewer 
preparing for the audit as a project being reviewed

1 In accordance with Children First (1999) and Our Duty to Care (2002) Barnardos identifies designated persons to undertake a lead role
in all matters where there is a child welfare and protection concern. The Assistant Directors appoint and support designated persons in this
role. Usually the Project Managers will be appointed the designated person for the services they are responsible for.
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In advance of the audit, reviewers were required to familiarise
themselves with:

Barnardos’ Child Protection – Direct Services to Children
and Families policy and practice guidelines (2008)
Children First guidelines (1999)
Barnardos’ Child Protection Practice Standards (2007)
Barnardos’ Record Keeping and File Management Policy,
practice guidance and standard file format (2008) 
Barnardos’ Taking Responsibility and Whistle Blowing
Policy (2007)

Reviewers also familiarised themselves with the service they
would be visiting before the audit. They considered factors
that could help or impede them in carrying out the audit, including
their existing relationship with the project staff and/or manager
and how they would respond if they uncovered poor practice. 

SCORING 
The format of the review was to establish how well services
were performing against a particular statement. For example,
‘Staff and managers are aware of issues which may impact
on their child protection practice and are mindful of these not
affecting their child protection response’. Reviewers were
required to use the scoring categories of fully met, partly met,
starting out or not met using the guidance outlined below. 

GATHERING THE EVIDENCE 
Different methods were used during the audit in an attempt to
obtain a comprehensive view of child protection practice. A
paper review was completed to gather the information
required to establish a baseline of child protection practice
within the service. This paper review was then supplemented
with information collected during the interviews that were
conducted with the key workers and their project manager.

It was suggested that the reviewer complete the paper review
first, as it would help develop questions and provide evidence
to support or challenge statements in the staff and manager
interviews. 

Step 1 – Paper review
The paper review examined two service user files per project
and considered five sources of information: 

The location of a number of key child protection policy
documents within the project was assessed to ensure
they were accessible for all staff.
Two service user records were considered to see if child
protection concerns or observations were noted and
handled appropriately.
Supervision notes were reviewed to assess the
frequency of child protection discussions and analysis held
during supervision over the preceding 12 months. 
Regional and team meetings minutes were reviewed to
ascertain if there were opportunities to share learning
about child protection during these meetings. These could
take the form of case discussions, reflection on child
protection issues in terms of learning for the project,
presentations, articles, new policies, etc. 
Staff training records were reviewed to ascertain the
number of staff who had attended Barnardos’ child
protection training.

Step 2 – Interviews
The reviewer then interviewed three members of staff per project,
including the manager and two other team members. The two
other team members were selected on the basis of nominated
key workers for the randomly selected files. To assist the
reviewer, an interview schedule was developed which included
questions that relate to specific areas of child protection
practice. The interview process enabled the reviewers to gain
more insight into child protection practice in the project. 

The interview schedule consisted of questions that related to
staff’s and managers’ understanding of their roles and
responsibilities around child protection issues, including: 

Fully met – Approach is well documented, evidence
based, conforms to best practice. It is deployed in a
consistent way for all relevant staff and subject to
regular assessment, review and improvements. 

Partly met – Approach is documented, evidence
based and built on best practice. It is not always applied
consistently or there are some gaps in knowledge,
documentation and understanding of best practice.
Areas for improvement have been identified. 

Starting out – Approach is documented but not
yet applied consistently as there may be skills,
experience or knowledge gaps for some staff.
Alternatively there may be insufficient evidence of
how the approach is put into effect. Several areas
for improvement and concern have been identified.
This could also apply to new services and these
should be identified as such in the audit.

Not met – The approach is unclear or inconsistently
applied or there is no evidence on which to make
an assessment. Significant areas for improvement
and concern have been identified. 

CATEGORY SCORE

4

3

2

1
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Their understanding of their role and responsibilities
around child protection issues as they relate to the child,
the organisation, the parents, other agencies and to the
Health Service Executive (HSE).
If they had read and understood Barnardos’ child protection
policy and procedure and Children First, and what guidance
they were given to integrate these into their practice. 
What they thought impacted on their own and their project’s
response to child protection and welfare issues.
What training they had received in relation to child protection.
What skills or knowledge gaps did they or their project
have in the area of child protection.
How they explained the Barnardos child protection and
welfare policy and procedure to parents.
What supports they received in relation to their child
protection practice. 

The managers were asked some specific questions relevant
to their role as designated person, including what action they
took to proactively build and maintain relationships with their
local HSE.

ANALYSING THE INFORMATION 
Once the review was completed, the information was
analysed and entered into a specifically designed child
protection database. Each project manager received an
individual project report, which outlined their score in each of
the predefined categories. From the database the information
was collated for a national report. 

Findings

Child protection literature and training 
The review showed a common understanding of child
protection policy and practice with the majority of projects
having all of the required child protection literature and
policies. Similarly, the majority of staff had received recent
Barnardos training on the revised Child Protection – Direct
Services to Children and Families policy. Further training
needs that were identified by staff and managers included
training to explore barriers to, or things that impact on, child
protection practice (such as cultural issues, domestic
violence, living and working in the same community, etc.). 

Adherence to Barnardos’ Child Protection Policy
The scores in this category were very strong with staff
knowledge and familiarity, the role of the designated person,
communication and vigilance with the child protection policy
shown to be high, demonstrating the commitment to the
protection and welfare of children across the projects. 

Support and Supervision
The scores in relation to the level of support and the quality of
supervision on matters of child protection were again very

high. Joint analysis, awareness of issues impacting on child
protection and consideration of child protection matters are
inherent to the guidance that staff receive from their line
managers on a regular basis. 

Record Keeping
High scores here demonstrated organisational awareness of
how crucial quality record keeping is in ensuring children’s
safety and welfare. A high level of partnerships with other
agencies was reported, which highlighted the importance of
good communication among all the professionals that a child
or family may encounter in ensuring child protection. 

CONCLUSION
The peer-led nature of the audit meant that there was
inevitable variance in the manner in which the review was
carried out. Each reviewer had his/her own unique approach
and understanding, thus consistency in how the audit was
completed proved difficult to achieve. 

The peer-led nature of the audit process also proved
challenging for a lot of reviewers, as they were completing an
audit of their peers’ work where, post-review, they would have
to return to being supportive colleagues.

The audit provided managers with the opportunity to review
peers’ files, which offered them new and innovative ideas in
the area of child protection practice and helped share their
understanding of good practice and quality record keeping. 

The audit process involved significant learning for staff,
management, reviewers, those reviewed and the organisation
as a whole. Child protection has always been on the agenda
in Barnardos, and the review has encouraged further discussions
about child protection practice and how it is managed and
recorded across all of the projects, services and regions.
Managers had the opportunity to review files in another
project, which increased learning about new and innovative
ideas and practices relating to quality record keeping and
child protection practice. Also, the fact that all managers in
the organisation had the opportunity to be both the reviewer
and the reviewed enhanced their understanding of the review
process from all perspectives.

Learning from the child protection audit has been transferred
within Barnardos as part of its continued commitment to the
auditing of quality services and practices within the organisation.
Auditing is a key aspect of Barnardos’ risk management
strategy, and an auditing and monitoring advisory group
comprising of interested practitioners and managers is being
established to consult with in relation to the format and
templates for future reviews. 

Barnardos, Christchurch Square, Dublin 8 
Ph: 01 453 0355 Email: info@barnardos.ie
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Working Together for Children

in South Dublin County

The Story So Far of an 

inter-agency 
initiative

INTRODUCTION
In most families where there are complex
problems, a multi-agency approach is vital 
to effectively meet the needs of the child 
and family. Reviews of child abuse enquiries
and child deaths where there is active
involvement of more than one agency
regularly cite poor inter-agency planning 
and communication as a key contributory
factor in the failure of services to 
intervene effectively in the lives 
of children and families. 

FRANCIS CHANCE Assistant Director of Children’s Services, Barnardos;  Chairperson of the South Dublin Children’s Services Committee’s 
Sub Committee on Inter-agency Casework

Some of the situations which can arise include:

A lack of clarity between agencies on their mutual roles
and on the outcomes they are seeking to achieve.
No planned visiting regime to ensure that families are
monitored and supported in a way that is helpful to them.
(For example, agencies all visiting on the same day and
then a significant gap until any agency is in contact with the
family again.)
Failure of agencies to see the child or children when they
contact the family or to create an opportunity and a safe
relationship for a child to share any fears or concerns they
may have.

Agencies working with different family members not
appreciating their role in relation to the children in the
family. (For example,  some adult mental health and adult
addiction services can respond to the needs of their
“client” and not observe or report concerns regarding
children in the family, seeing this as beyond their remit).
Families being totally confused about the role of each
agency and the purpose of their involvement with their
family. Often this can lead to an excessive number of
agencies working with little or no common purpose and
parents receiving inconsistent or contradictory advice. 
Failure of agencies to share key information with one
another in a timely and appropriate manner. 
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Differing and often conflicting interpretations between
agencies of the appropriate threshold to refer an instance
of suspected child abuse, leading to great variation of
practice between agencies working in the same community. 
Agencies, often community managed services, passing
information regarding the protection or welfare of children
to another agency and not to the Health Service Executive
(HSE), thus feeling that they have absolved themselves of
their responsibility towards the child.
High levels of staff turnover in agencies with posts remaining
unfilled for extended periods of time leading to a poor
continuity of relationship with the child and family and a
disjointed response to the family’s needs. 

These issues highlight the need for staff from a range of
different agencies who are working with the same families
and in the same community to have a shared understanding
of, approach to and language for identifying and responding
to the needs of children and families. 

SOUTH DUBLIN CHILDREN’S SERVICES
COMMITTEE
The South Dublin Children’s Services Committee was
established in 2007. It was one of four pilot committees set
up under the Office of the Minister for Children and Youth
Affairs (OMCYA) with the purpose of creating a cross agency
approach to the planning and delivery of services for children
in their catchment area. South Dublin County comprises
Tallaght, Clondalkin, Lucan, Palmerstown, Rathcoole, Newcastle,
Saggart, Templeogue and Rathfarnham.

The OMCYA strategy is to roll out the Children’s Services
Committee (CSC) model nationally, at county level as a key
structure in the future management and development of
services to children in Ireland.

The work of the South Dublin Committee has involved an
ambitious range of activities at a number of different strategic
levels. Effective inter-agency casework was identified early in
the life of the committee as a key issue we wished to address.
In order to identify the key issues, several CSC member
agencies were invited to present a number of anonymised
case studies which demonstrated effective and inadequate
inter-agency cooperation and practice. 

Following this exercise, a cross agency sub-committee was
established with the purpose of strengthening inter-agency
working. This sub-committee reflected on the learning from
the case studies and identified 23 key factors which were
indicative of effective inter-agency working at case level. 

Frontline staff across all agencies were invited to rate these
factors according to the following variables:
1. How important to inter-agency working do you consider

this factor?
2. To what extent does this happen currently?
3. How difficult would it be to fully implement this factor?

From this exercise we identified the six key factors that were
deemed to be most important, most absent and easiest to
achieve. These were:

A There is clarity of role and responsibilities within and
between agencies and mutual respect. 

B Agencies share information appropriately about their
involvement with families.

C Where inter-agency work is required, a realistic inter-
agency plan is drawn up with clear shared goals,
complementary roles and clear timing.

D There is planned regular communication between
agencies regarding the case.

E In allocation of resources, agencies take into account
that inter-agency working needs to be factored into
workloads and staffing levels, and also that it is
extremely efficient in terms of outcomes achieved and
less usage of a range of high cost services.

F Families experience a coherent, integrated and effective
package of support when, where and how they need it,
which leads to sustainable change.

We agreed that factor E should be taken into account by each
agency individually in the planning of their services and that
implementing factor F would be advanced by the effective
addressing of factors A to D. The sub-committee then agreed
to develop a workplan aimed at supporting the realisation of
these four principles in the work of all key services for
children and families in South Dublin County. 

One challenge to this process has been a lack of “coterminosity”
between agencies. In other words, different agencies have
different geographical boundaries for their services which
militates against good working relationships being developed
between frontline staff who do not share the same “patch”
and also against effective planning for children and families
where key managers have different geographic responsibilities.
It is to be hoped that every opportunity will be taken to ensure
that the geographic boundaries of different agencies become
co-terminus, helping the most effective planning and delivery
of integrated services to children and families. 

The current progress on the work of the sub-committee is
outlined below. 
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CLARITY OF ROLES AND RESPONSIBILITIES
BETWEEN AGENCIES
We have sought to tackle the issue of clarity of roles and
responsibilities between agencies by the creation of a
Directory of Services. This is targeted at frontline practitioners
to assist them in identifying that a service is appropriate to the
needs of the child/family they are working with and how to
access the service. While this sounds like a simple task, it has
proved much more complex than anticipated. The challenges
have included:

Knowing what to put in the directory and what to leave out.
Gathering information from organisations that do not
respond to initial enquiries.
Services operating across county boundaries.
Developing a user-friendly index system. 
Information going out of date while the directory is in
preparation.
The preference of many frontline staff to have a hard copy
as opposed to an on-line version. 
Funding.

When the Directory is launched later this year, a further
challenge will be a keeping it up to date and further developing
it in response to feedback from its users. It is intended that
the hard copy version of the directory will be in A5 loose-leaf
format to facilitate updates. 

BEST PRACTICE GUIDELINES ON THE SHARING OF
INFORMATION ABOUT CHILDREN AND FAMILIES
Understanding and applying best practice in relation to the
sharing of information is essential to effective inter-agency
working. The aim of Best Practice Guidelines has been to
achieve a shared understanding between practitioners in the
county on best practice. 

Our work has benefited from very helpful feedback from the
Office of the Data Protection Commissioner and quality
proofing by the Child and Family Research Centre (NUI
Galway). We are currently requesting the formal adoption of
the Guidelines by the employing agencies of all key staff
working in South Dublin County and designing the training
necessary to support the implementation of the Guidelines. 

The Best Practice Guidelines:
Outline the benefits as well as the risks of sharing information.
Present a legal context.
Set the tone from the outset with service users.

Positively encourage the seeking of consent wherever
possible.
Provide a standardised consent form for sharing of
information.
Help practitioners to understand the concept of “consent”
including implicit consent and informed consent.
Provide an easy-reference flow chart for practitioners.
Provide easily readable “golden rules” and “frequently
asked questions”.
Assist practitioners in making a decision if consent is refused,
outlining the concept of “the vital interests of the child”.
Advise on good record keeping practices.

INTER-AGENCY CASEWORKING PROTOCOL
The aim of the Inter-agency Caseworking Protocol is to
create a clear framework for planning, undertaking and reviewing
work with children and families who have a significant level of
involvement of more than one agency. The Protocol includes
a children’s rights approach and strongly advocates for
agencies to work in partnership with parents/carers and
children/young people as well as with each other. 

The Protocol:
Provides an easy-reference flow chart for practitioners.
Sets out the minimum information required for making a
clear and purposeful referral to another service.
Lays out the structure of an interagency case planning
meeting including providing a checklist, agenda and
minutes templates.
Defines the role of a lead agency in the case. 
Presents a process for bringing the Inter-agency Protocol
process to closure with any particular family.
Clarifies how the Protocol interacts with Children First.
National Guidelines for the Protection and Welfare of
Children.

Again our work has benefited from quality proofing by the
Child and Family Research Centre (NUI Galway). It is
intended that the Protocol will be piloted shortly in two
communities in South Dublin County on a number of cases.
The implementation of the pilot phase will be supported by
training which is currently being designed. It is anticipated
that, subject to a positive outcome to the piloting process, the
Protocol will be refined further and then rolled out over time
to the entire South Dublin County. 
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CONCLUSION
There is an African saying that “It takes a village to raise a
child”. In South Dublin County we hope that we are facilitating
the development of effective procedures to ensure that
parents who need help in the challenging task of raising their
child can receive that help in an easily accessible, timely,
respectful and effective manner. As a result, children will be
more likely to grow up in a happy and supportive family and
community setting, with the assistance they need to achieve
their full potential and to realise their dreams. 

For further information on the work of South Dublin
Children’s Services Committee please see our website:
www.southdublinchildren.ie  

Maria Donohoe, Children's Services Coordinator, South
Dublin Children’s Services Committee, c/o South Dublin
County Council, County Hall, Tallaght, Dublin 24 
E: mdonohoe@sdublincoco.ie

Mick McKiernan, Project Manager, South Dublin Children’s
Services Committee, c/o Health Service Executive, Mary
Mercer Health Centre, Jobstown, Dublin 24 
E: mick.mckiernan@hse.ie
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A summary 

report based on an 

investigation into the

implementation of 

Children First:
National Guidelines for the

Protection and Welfare of Children

This article is a summary of a report originally published by the Ombudsman for Children’s Office. The article was compiled by Barnardos and
Barnardos is responsible for any errors contained within. 

OMBUDSMAN FOR CHILDREN’S OFFICE

INTRODUCTION
In November 2008, the Ombudsman for Children launched
an investigation into the state of implementation of Children
First: National Guidelines for the Protection and Welfare of
Children. The report of that investigation was published in
May of this year. 

Some of the conclusions in the report are positive. It is
recognised that substantial efforts have been made at various
times since 1999 to implement Children First. However,
some of its conclusions are negative and a number of
findings of unsound administration have been made by the
Ombudsman for Children against the relevant public bodies. 

It is the view of the Ombudsman for Children that much
needs to be done to improve protection and promote
children’s rights and welfare. This is not simply a matter of
resources. Some of the problems identified – variable
practice, a lack of internal and external scrutiny and a failure

of inter agency collaboration – indicate a need for a
fundamental change in culture and attitude towards child
protection more generally. 

The Health Service Executive (HSE) is currently undertaking
a Strategic Review of the Delivery and Management of Child
Protection Services. It is important that this review considers
all options and asks new questions. These should include
whether child protection services are best delivered within
the context of the HSE and, if concluded that they are, how to
ensure that a focus on them is not lost amid wider concerns
about health services. 

ANALYSIS OF IMPLEMENTATION AND FINDINGS 

Local procedures
At present, Children First requires the drawing up of local
procedures. Good local procedures give those dealing with
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child protection guidance on implementing Children First and
are also full of useful local information on services and
contacts. Half of the HSE Local Health Offices, however,
either do not have proper local procedures or have only recently
drawn them up. Some may argue that this does not matter, so
long as practice is good on the ground but without internal
audit of case files or external inspection, we cannot know that
practice is good. Also, the HSE has a role to encourage
others to adopt local procedures. That important function is
compromised if they do not have local procedures themselves. 

Two particular problems with many local procedures are the
failure to adopt the definitions and the failure to adopt the basis
set out in Children First for reporting child protection concerns. 

Assessment of child protection reports 
The Office has also found considerable divergences in practices
regarding assessment of child protection reports but
recognises that efforts are underway to resolve these matters.
It is recognised that health and social services were subject
to fundamental reform with the creation of the Health Service
Executive and the Health Information Quality Authority (HIQA)
in the middle of the last decade. However, it remains the case that
it was not until 2008 that the Office for the Minister of Children
and Youth Affairs and 2009 that the HSE moved to address
these important concerns about the child protection system. 

Staffing and resources 
The number of social workers in the State increased from
1390.3 to 2237.5 between 1999 and 2005, an increase
of 61%. However, Ireland was starting from a low base and
the State still falls far behind its nearest neighbours.
According to figures from 2005, the Irish rate was one social
worker per 1,828.6 persons. In Northern Ireland, the figure
was 1:660.6, in Scotland 1:962 and in Wales 1:1,325. 

The Office welcomes the commitment in the implementation
plan for the Ryan Report to fill up to 270 posts currently
vacant, but notes that this will still leave the number of social
workers well below that of, for example, Northern Ireland. 

Since the Office initiated their investigation, the HSE undertook
and completed in April 2009 the National Social Work and
Family Support Survey. One of the important purposes of this
survey is to identify gaps and help match resources to need. 

This is an important initiative, since at present resources do
not always match need. For example in the 2008 Review of
Adequacy some of the most striking examples of this anomaly
were as follows: 

Galway had the highest number of reports to the social
work department in the State. Dun Laoghaire had the 31st

highest. Both had the same number of social work posts. 
Wexford had the 3rd highest number of reports in the State,
but only the 20th highest number of social work posts. 
Cavan/Monaghan had the 4th highest level of reports in the
State, but only the 23rd highest number of social work posts. 

Childcare managers 
There have been a number of issues identified with the role of
Child Care Manager (CCM). In most parts of the State, excluding
Donegal, Cork, Kerry, Sligo/Leitrim and Mayo, it appears that
the Child Care Manager does not have line management
responsibility for social work teams. Of greater concern is the
fact that in many parts of the State, CCMs do not have
guaranteed rights to information on cases. The designation
CCM is therefore in most parts of the State essentially
misleading, with many holding responsibility without authority. 

Child Protection Notification System
The Ombudsman for Children is greatly concerned that in
most parts of the State there is no 24 hour access to the
Child Protection Notification System (CPNS). This means
that the Garda Síochána and Accident and Emergency
departments in hospitals cannot check out of hours if a child
about whom they have concerns is on the CPNS. 

Children First requires that “all relevant services and agencies”
have 24 hour access to the CPNS. This may include medical
practitioners, senior nurses, social workers, designated
Garda officers and senior staff in the probation and welfare
services. There is significant concern around the role of the
CPNS, whether it is a systems tool for social work
departments, whether external professionals can access it,
variation in the grounds for the name of children being put on
or taken off it, and lack of a national system. 

Furthermore while it was agreed that there needed to be 24
hour access to the CPNS, it did not say how that would be
ensured, especially in cases where the CPNS was not
computerised. At present it is only in the former Southern
Health Board Area (Cork/Kerry) that there was evidence of
external 24 hour CPNS access. 

The investigation also confirmed the findings of previous
reviews that Garda/HSE cooperation is not working as
required by Children First. While many areas have informal
cooperation, this can be dependent on personal relationships.
Further, in almost no part of the State are joint action sheets
implemented. These sheets are meant to record who is
responsible for what when a child protection concern being
dealt with by the HSE is also the subject matter of a criminal
investigation by the Garda Síochána. 
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An industrial relations issue 
An industrial relations issue around the implementation of
Children First arose in the area of the former Eastern Regional
Health Authority (ERHA), comprising Dublin, Kildare and Wicklow. 

The OMCYA review
An OMCYA Review in July 2008 concluded that the initial
impetus to implement Children First had lost momentum. The
Office believes this was particularly true in the almost three
year period of the OMCYA Review itself. The findings of the
Review regarding difficulties with the implementation of Children
First were also consistent with those of previous reviews,
including that in many parts of the State Garda/HSE cooperation
was not working as required by Children First and that the
Regional Child Protection Committees (RCPCs) and the
Local Child Protection Committees (LCPCs) were not meeting. 

The OMCYA Review concluded that child welfare and
protection issues should be considered at national level by a
High Level Group. That High Level Group met six times in
2008, but not at all in 2009. This was despite the large
numbers of issues, especially interagency issues, requiring
work identified by the OMCYA Review, such as difficulties
with HSE/Garda cooperation and a lack of information
sharing more generally. 

Two HSE reviews
While the HSE conducted reviews of its own, they did not
involve an examination of case files to see how Children First
was really being implemented. 

The Office only has evidence that one region of the State did
this in 2003/04. This was the former Southern Health Board
(Cork/Kerry). The findings of this audit were worrying. For
example, screening of child protection reports was taking an
average of 21 days,  which meant that urgent cases might not
be speedily identified. Initial assessment was taking an
average of 95 days – again a very long period. Furthermore
the Audit revealed that 75% of files had no record of the
outcome of an assessment. By contrast, Children First requires
that outcomes always be recorded. These findings show why
internal auditing involving examination of case files needed to
be conducted across the State but, with the exception of
Cork/Kerry, it did not happen. 

RECENT STEPS 
During the course of this investigation, a number of steps are
now planned or underway to advance Children First’s
implementation. These include: 

The completion of revised Children First Guidelines by
OMCYA in December 2009. These are due for
publication this year1. 

A HSE taskforce to standardise implementation of
Children First that commenced work in February 2009.
A commitment by the OMCYA that inspection by Social
Service Inspectorate (SSI) will resume in September 2011. 

These are welcome. But the fact remains that in the period
from 2003 up to, but not including, 2008 there was no
appropriate mechanism for driving forward Children First’s
implementation on interagency matters. Equally, within the
HSE there was no mechanism to drive forward implementation
pending the commencement of the Taskforce in February 2009. 

LIST OF FINDINGS UNDER SECTION 8 OF THE
OMBUDSMAN FOR CHILDREN ACT 20022 

1. The Review of Adequacy 2008 conducted by the HSE is
contrary to sound administration as the HSE failed to ensure
determination of adequacy in any meaningful way in each
of its functional areas. 

2. The failure in the period from 2003 up to (but not including)
2008 to put in place appropriate mechanisms at Department
of Health and Children level to drive forward interagency
implementation of Children First involved unsound
administration. Responsibility for the unsound administration
as regards interagency matters lay with the Department
of Health and Children to the extent that it related to problems
such as with Garda/HSE cooperation, variable implementation
by health boards in the period prior to the creation of the
HSE and the failure to ensure interagency cooperation
more generally – for example through Local Child
Protection Committees (LCPCs) and Regional Child
Protection Committees (RCPCs). 

3. Separately, up until the establishment of a HSE Taskforce
in February 2009, the Office concludes that insufficient
efforts were made to drive forward implementation of
Children First by the HSE internally, such as failure to
ensure that Local Health Offices had local procedures,
and that this involved unsound administration by the HSE
in the period since its creation. 

4. In the period from the disbandment of the Health Boards
Executive (HeBE) Resource Team in late 2002 to the
disbandment of the Health Boards themselves on 1 January
2005, the Office concludes that there was unsound
administration by the Health Boards in failing to resolve
collectively problems that had arisen with Children First,
including regarding its variable implementation. 

5. The failure by the HSE (and the Health Boards with the
exception of the Southern Health Board before 1 January
2005) to put in place appropriate quality assurance through
internal audit of case files more widely than in one part of 

1 While revised Children First guidelines were published by the OMCYA in 2009, they are not yet operational.
2 Section 8 of the Ombudsman for Children Act 2002: Function to examine and investigate complaints against public bodies.
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the State (Cork/Kerry) and more frequently than once 
in a decade involves unsound administration and is
therefore within section 8 of the Ombudsman for
Children Act 2002, especially having regard to the
worrying nature of the findings of the Cork/Kerry audit. 

6. The HSE in failing to ensure that Local Health Offices
all have local procedures acted contrary to sound
administration. 

7. The Office believes that in its analysis of submissions to
the Office of the Minister for Children and Youth Affairs
(OMCYA) review and in the OMCYA review document
itself, proper mention should have been made of the
real industrial relations issues that had arisen in the
former Eastern Regional Health Authority (ERHA),
given their effects on the ground. The Office concludes
that the failure to be transparent about the industrial
relations dispute in the OMCYA review and analysis of
submissions involved unsound administration on the
part of the Department of Health and Children through
the OMCYA. 

8. The failure to ensure consistent definitions of abuse in
local procedures across the HSE involves unsound
administration by that public body. 

9. The failure to ensure clarity and consistency regarding
the basis for reporting child abuse concerns across the
HSE in local procedures involves unsound
administration. 

10. The failure of the HSE to ensure 24 hour external
access to the Child Protection Notification Service in
most of the State involves unsound administration. 

11. While the Office has no power to investigate an Garda
Síochána, it is satisfied that in a number of instances –
notably concerning joint action sheets and notifications
– responsibility lies in particular with the HSE. To the
extent that this flows from industrial relations difficulties,
the lack of transparency regarding such difficulties involves
unsound administration by the Department of Health and
Children. To the extent that it does not – and it appears
that there are other reasons for non implementation of,
for example, joint action sheets, such as a belief that they
serve no useful purpose – the Office believes that the
failure to implement such important requirements is also
an unsound administrative practice by the HSE, not least
because the failure to coordinate Garda and HSE action
is unlikely to ensure effective protection of children. 

LIST OF RECOMMENDATIONS 
1. It is recommended that resources be better matched

to need around the State in social work departments to
ensure equitable service provision through evidence
based resource allocation. 

2. Given the well documented cases of clerical child sex
abuse and the systemic failure to report such cases,
the Office recommends that the application of the
revised Children First Guidelines to churches be made
explicit in the Guidelines themselves. 

3. It is important that family support services, locally and
nationally, are properly planned for with appropriate
strategies in place and it is recommended that all necessary
steps be taken to this end, whether under the auspices
of the revised Children First Guidelines or not. 

4. The Office is aware that the HSE is undertaking a Strategic
Review of the Delivery and Management of Child Protection
Services. It is important that this review considers all
options and asks new questions. That should include
whether child protection services are best delivered
within the context of the HSE and, if concluded that
they are, how to ensure that a focus on them is not 
lost amid wider concerns about health services. 

5. It is strongly recommended that the High Level group
established by the OMCYA meet frequently to resolve all
outstanding interagency policy issues regarding Children
First identified in the context of the OMCYA review. 

6. It is recommended that SSI, upon recommencing
inspection of child protection work and consistent 
with its normal practice in other fields, examine case
files to get a true picture of the state of implementation
in practice. 

7. The Office recommends that efforts be made on all
sides to resolve all outstanding industrial relations
issues affecting the implementation of Children First. 

8. It is strongly recommended that work to standardise
processes and improve how data is recorded by the
HSE be continued as a priority. This should include
clarity on screening and initial assessments; clarity on
what cases should be included on the Child Protection
Notification System (CPNS), when to close a case on
CPNS, as well as clarity on the non-removal of cases
from CPNS. 

9. Following on from the Murphy Report, it is
recommended that all necessary steps be taken to 
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ensure that the criteria for the storing of information
are broader than solely on grounds of alleged victim.
At the very least it should apply to all new cases if it is
not feasible to do so retrospectively. 

10. Though not a requirement of Children First, it is
recommended that consideration be given to the 
creation of a national Child Protection Notification
System, rather than only a local one. 

11. Though not a requirement of Children First, the
Office strongly recommends the rolling out of an out
of hours service throughout the State as a priority
and that all necessary funding should be provided to
this end. 

12. It is noted that the current role of Child Care
Managers is under review and it is recommended
that issues of access to information by Child Care
Managers and ability to direct staff be fully
considered in that context. 

13. The Office can see merit in the proposal for a
dedicated child protection service in an Garda
Síochána and recommends consideration of this
proposal. 

14. It is strongly recommended that joint liaison
structures be established between the HSE and the
Garda Síochána in all areas where they are
outstanding. 

15. The Ombudsman for Children’s Office is also
concerned at reports that Garda notifications are not
being completed and recommends that the SSI and
an Garda Síochána Inspectorate jointly inspect
whether this is the case. 

16. It is also recommended that the SSI and an Garda
Síochána Inspectorate jointly inspect the implementation

of Children First’s requirements on Garda/HSE
cooperation more generally, including the early
holding of strategy meetings. 

17. It is recommended that all necessary steps be taken
to ensure that a list of all convicted sex offenders in
the area can be given to each Local Health Office so
that it can assess risk to any children. It is also
recommended that current practice in this area be
examined as part of the joint SSI/Garda Síochána
Inspectorate inspection recommended above. 

18. It is recommended that record keeping be sufficient
to record decisions taken and to guide future actions
and that sufficient resources be put in place to ensure
this. 

19. It is recommended also that practices regarding
record keeping be inspected by SSI. 

20. It is recommended that SSI, when it resumes
inspection of child protection services, inspect in
particular implementation of protocols on the transfer
of files. 

21. It is recommended that the High Level Group
provide further guidance on information sharing and
data protection. This should not await any
forthcoming legislation on this issue. 

22. It is also recommended that the HSE provide further
training to professionals on their duty to report abuse,
including regarding retrospective cases 

The full report can be downloaded from www.oco.ie
Ombudsman for Children’s Office
Millennium House, 52-56 Great Strand Street, Dublin 1
T: 01 865 6800 or Free-phone 1800 20 20 40
E: oco@oco.ie
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Children First
The Stationery Office, 1999

Our Duty to Care
Department of Health and Children, 2002

Analysis of Submissions Made on National Review of
Compliance with Children First: National Guidelines
for the Protection and Welfare of Children
The Stationery Office, 2008

Child Pornography: Crime, Computers and Society
Willan Publishing, 2007

Child Protection Awareness Programme. 
Good Practice for the Youth Work Sector
National Youth Council of Ireland, 2007

Deep Deception: Ireland’s Swimming Scandals
O’Brien Press, 2009

Effective Child Protection
Sage Publications, 2008

Keeping Your Child Safe
Gill & Macmillan, 2008

Living Alongside a Child’s Recovery: Therapeutic
Parenting with Traumatized Children
Jessica Kingsley Publishers, 2008

National Review of Compliance with Children First:
National Guidelines for the Protection and Welfare 
of Children
The Stationery Office, 2008

Our Children First: A Parent’s Guide to the National
Child Protection Guidelines
National Children's Resource Centre, 2004

Paedophiles, Child Abuse and the Internet: 
A Practical Guide to Identification, Action and
Prevention
Radcliffe Publishing Ltd, 2007

Proactive Child Protection Work
Learning Matters Ltd, 2008

The Protectors' Handbook
British Association for Adoption and Fostering, 2008

Reforming Child Protection
Routledge, 2009

A Report Based on an Investigation into the
implementation of Children First: 
National Guidelines for the Protection and 
Welfare of Children
Ombudsman for Children’s Office, 2010

Safeguarding Children and Young People: 
Child Protection 0–18 Years
Hodder Arnold, 2008

Service Users’ Perceptions of the Irish Child
Protection System
The Stationery Office, 2008

Three Hazards. Child Protection in the Electronic Age
Barnardos, 2009

Useful Resources on 

Child Protection
You can search Barnardos’ Training and Resource Service library catalogue on
www.barnardos.ie/library

The following resources are available to borrow from Barnardos’ Training and Resource Service

All photos in this issue have been posed by models

childlinks_body23.qxd:childlinks_body13.qxd  15/09/2010  09:18  Page 32



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


