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Foreword

“Some day, maybe, there will exist a well-informed, well-
considered, and yet fervent public conviction that the most
deadly of all possible sins is the mutilation of a child’s
spirit.” — Erik Erikson

It has become commonplace for commentators in recent years
to observe that child sexual abuse is a highly topical issue in
public, professional and political life in Ireland. In so doing,
authors refer to the central importance of high profile child
abuse scandals which became public throughout the mid-1990s
such as the X case (Holden, 1994), the Kilkenny Incest Case
(McGuinness, 1993), the Brendan Smyth Affair (Moore, 1995),
the Madonna House Affair (Department of Health, 1996) and the
Sophia McColgan case (McKay, 1998). These developments,
and their policy and practice implications, are the subjects of
this book. It is our intention to provide an overview of the
events of the last decade, which have brought about a radical
change in our understanding of the nature and incidence of
child sexual abuse in Ireland.

Chapter One, by Kevin Lalor, puts events of the last ten
years in context by briefly highlighting the fact that child sexual
abuse in Ireland is not a recent phenomenon. Recorded evi-
dence can be traced to the Sixth Century AD. This chapter also
examines the clinical and survey research into child sexual
abuse of the last twenty years.
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Chapter Two, by Niall McElwee, addresses the recent pol-
icy, service and legislative responses to our heightened aware-
ness of child sexual abuse. Particular attention is paid to the
implications for the education of social care workers.

In Chapter Three, Deirdre O’Shea and Rosaleen McElvaney
of St. Clare’s Child Sexual Abuse Assessment and Therapy Unit
examine the range of theoretical models used in the treatment
of children who have been sexually abused. The effects of sex-
unal abuse on children are detailed, as well as issues for thera-
pists in communicating with children and creating the thera-
peutic environment.

Chapter Four, also by Rosaleen McElvaney and Deirdre
O’'Shea, addresses current issues in therapy for adults who
were sexually abused in childhood. In particular, the long-term
impact of abuse is examined.

Olive Travers addresses the issue of treatment of sexual of-
fenders in Chapter Five, with a particular emphasis on commu-
nity-based treatments. The successful treatment outcomes for
child sexual abuse offenders are examined in the context of this
jurisdiction's meagre treatment resources.

A significant proportion of those who sexually abuse children
are adolescents. Models which help us to understand this form
of offending are described by Gary O’Reilly in Chapter Six, and
the assessment and treatment needs of this population are de-
tailed.

In Chapter Seven, the position of child sexual abuse victims
in the legal process is described by Geoffrey Shannon. The evi-
dence of children and their representation in court is discussed.
Recent legislation dealing with the registration of sexual offend-
ers and the reporting of child sexual abuse is analysed.

Finally, in Chapter Eight, Owen Keenan examines recent
failings of the child protection system and considers children’s
rights as a catalyst for change. Looking to the future, he sug-
gests that we are on the brink of a new dawn in policy and pro-
vision for children and their families but that the recent impetus
to improve the lot of children in our society must be maintained
and kept high on the political agenda. In his words, “it is not
optimism that will make the difference. Rather, it is passion,
commitment and dedication.”

Foreword ix

Irish society’s “discovery” of child sexual abuse in the 1990s
has implications for how we view ourselves as a people. Events
in the area of child protection in recent years can leave us in no
doubt that Irish children have suffered appalling abuse, some-
times by the very people charged with protecting them. In a
sense, our innocence as a society is gone. This may not be a
bad thing, if it allows us to recognise the realities and the di-
mensions of child sexual abuse. A thorough understanding, not
just by child welfare professionals but by society at large, is the
first step in dealing effectively with this problem. In 1998,
Sophia McColgan said that “there is still far too much of the
‘leave it behind’' attitude. This country has to wake up.” We
have to strive to ensure that in ten years time other victims of
child abuse shall not be in a position to so chastise society in
general, and child protection professionals in particular, for
having so failed them.

Kevin J. Lalor
July 2001
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Chapter 1

Child Sexual Abuse in Ireland:
A Brief History

Kevin Lalor

INTRODUCTION

The first official reference to child sexual abuse in Ireland oc-
curred only in 1983 (Department of Health, 1983). Since then,
we have seen a dramatic increase in the awareness of child
sexual abuse in Ireland. But what of child sexual abuse prior to
the modern period? Can we assume that, prior to the 1980s, lit-
tle or no child sexual abuse occurred in Ireland? In this chapter,
an attempt is made to place recent concerns regarding child
sexual abuse in an historical context. Firstly, we shall examine
the historical literature and consider whether or not it is rea-
sonable to assume that child sexual abuse has occurred
throughout Irish histor]r.] Secondly, the portrayal of child sexual
abuse in the media in recent years is considered. Finally, the
epidemiological research into child sexual abuse is reviewed.

CHILD SEXUAL ABUSE: A RECENT PHENOMENON?

Given the enormous increases in the reported incidences of
child sexual abuse throughout the Western world in the last
thirty years, it might be tempting to explain child sexual abuse

1 Parts of this material have been previously published in the Irish Journal of
Applied Social Studies, 1998, Vol. 1 No.l. The author gratefully acknowledges
the permission of the Editor.



2 The End of Innocence

as a phenomenon peculiar to late 20th century Western civili-
sation. However, evidence does exist that the sexual abuse of
children is not a modern phenomenon. Breckenridge (1992)
detailed historical incidents of child sexual abuse, referring to
the impregnation of girls as young as six and nine as chronicled
by Savonarola (1497) and Mandelso (1658) (cited in Helfer and
Kempe, 1987). She further cites statistical information from
Germany where, between 1897 and 1904, recorded convictions
for sexual offences against children increased from 3,085 to
4,378. Masson (1992) reviewed the French medico-legal litera-
ture initiated by Tardieu (1860) where details of horrific cases
of sexual cruelty committed against children, frequently by
their own parents, were reported over 140 years ago. Tardieu'’s
A Medico-Legal Study of Assaults on Decency ran to seven edi-
tions between 1857 and 1878. In this book he records that, be-
tween 1858 and 1869 in France, 9,125 people were accused of
rape or attempted rape of children. Bernard’s Sexual Assaulfs on
Young Girls (1886) reported 36,176 reported cases of “rape and
assaults on the morality’ of children fifteen years and younger
in France between 1827 and 1870. Breckenridge (1992) argued
that, historically, sexual offences against children were com-
mon and, intuitively, this seems to be a reasonable proposition.
There is nothing to indicate that child sexual abuse is a novel
phenomenon of the late 20th century.

EARLY CHRISTIAN IRELAND

Prior to the early Christian period, Ireland was a pre-literate
society. We shall never know much of how children were
treated in that time, other than what archaeologists can tell us
about eating habits, clothing, housing and so on. However, to
disabuse us of any romantic ideas we might have of a peaceful,
child-centred Celtic civilisation, it is instructive to examine the
archaeological evidence. For instance, McAllister (1928) notes
the regularity with which the remains of cremated adults were
accompanied by the remains of children in the cists of the
Epimegalithic period (1,200-200 BC). This leads him to specu-
late that the children were being sacrificed to “requicken” the
dead adult. In one instance, a cist found at Ballybrew in Co.
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Wicklow contained the unburned remains of a middle-aged
man. Prior to death, he appears to have suffered a leg injury
that had failed to heal. Given the scattered remains of a young
child which surrounded the dead man, McAllister speculated
“the child had been ‘commandeered’ to provide a sound pair of
legs for him in the next world” (McAllister, 1928, p. 90). Fur-
thermore, it appears that the child was boiled, then eaten and
that a share of his flesh was placed in the food-jar that was to
accompany the dead man to the other world.

The Penitentials

The first written evidence of the sexual abuse of children in
Ireland is to be found in the Penitentials. These texts were con-
fessional manuals used by the clergy. They contained exhaus-
tive lists of proscribed behaviours and recommended the ap-
propriate penance for offenders. The Penitentials originated in
Ireland in the 6th century and spread from there to England and
throughout Western Europe, where they remained in use until
the 12th century. It is not known how the Penitentials were used
in practice but, as Payer says, their "contents permit some edu-
cated speculation” (1984, p. 8). Certainly, the Penitentials sug-
gest that behaviours were occurring frequently enough to war-
rant explicit proscriptions. They contain a remarkable range of
prohibited sexual behaviours, including adultery, incest, ho-
mosexuality, lesbianism, bestiality, masturbation, sodomy, fel-
latio, touching, kissing with and without “pollution™ (ejacula-
tion), adultery at the urging of a husband, the use of aphrodisi-
acs (frequently semen-based) and the use of quasdam machinas
(certain instruments) by women. Proscriptions on incest in-
cluded sexual relations with daughters, sisters, brothers, step-
daughters, god-daughters, aunts, god-mothers, mothers, infant
sons, the sister of a wife and the fiancée of a son.

In Bieler's The Irish Penitentials there are two canons that in-
dicate the existence of the sexual “misuse” of children in early
Christian Ireland. The first is taken from the Penitential of St.
Columbanus:

If any layman or laywoman has misused their child, let them
do penance for a whole year on bread and water, and for
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two others let them refrain from wine and meats, and so first
let them be restored to the alter at the discretion of the
priest, and then let such a husband use his bed lawfully
(Bieler, 1963, p. 103).

The term “misuse” is indicative of sexual abuse in this instance
given the preceding prohibitions listed by Columbanus on for-
nication with beasts and fornication with widows and virgins.
Sexual abuse is further implied by the term “misuse” as it is
used in the Penitential of Cummean:

A small boy misused by an older one, if he is ten years of
age, shall fast for a week; if he consents, for twenty days
(Bieler, 1963, p. 129).

Again, sexual abuse is implied by the context of preceding
proscriptions against bestiality, mutual masturbation and femo-
ral intercourse. Payer (1984, p. 42) also highlights this canon
from the Penitential of Cummean which seems to deal with the
homosexual abuse of a young boy by an older boy. He specu-
lates that the reason the victim was required to do penance may
have been “educational”. If this is the case, the tendency to
blame the victim of sexual assaults is not a modern phenome-
non!

Further evidence of prohibitions against child sexual abuse
is found in British texts — the Canons of Theodore and the Bede
Penitentials (Payer, 1984, p. 31). Each of these texts specifies a
penance for a mother who simulates sexual intercourse with her
small son; she is to abstain from meat for three years and to fast
one day a week until vespers.

Brehon Laws

Beginning in the 7th and 8th centuries, the legal tracts that rep-
resented the ancient Celtic Brehon Laws came to be written
down. These documents provide us with some, limited, infor-
mation regarding the care of children in early Christian Ireland.
The first observation that we might make is that children appear
to have been highly valued. This is reflected in the measure of
protection afforded them by law. The I6g n-enech, or honour-
price, of a child up to age seven was equivalent to that of a
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cleric. That is, injuries to children were penalised in the same
way as those against clerics (Kelly, 1988, p. 83). A second obser-
vation is that, unfortunately, our knowledge of children in early
Christian Ireland is incomplete. Only fragments of the legal texts
that deal mainly with children (Cdin farraith, on fosterage and
Maccslechta, on inheritance) have survived. Furthermore, the
law had little concern for the internal affairs of a family. “How a
man treated a child is mainly a matter for himself, his kin and his
wife’s kin" (Kelly, 1988, p. 81).

In describing legitimate grounds for divorce, as detailed
under Brehon Law, Cherici (1995) notes that “if a husband . . .
displayed such sexual desire for other men or boys that his wife
was deprived of his conjugal services, she could divorce him”
(p. 134). At least in those instances in which the adult man was
married, sexual relationships between men and boys were
clearly not sanctioned, in that they provided legitimate grounds
for divorce for the wife of the adult male.

Our final reference to adult-child sexual relations in Early
Christian Ireland is found in The Birth and Life of St. Moling. Con-
dren (1989), in an observation on the extreme penance per-
formed by holy people, noted that St. Moling was angry because,
having sucked the mucus from the nose of a leper, God had not
appeared to him after such a feat. An angel appeared and asked
in what form he would like the Lord to appear. He replied:

In the shape of a boy of seven years, so that I may make fits of
fondness around Him. He noticed nothing at the end of a time
afterwards, till Christ sat on his lap in the shape of a boy of
seven years, and he was fondling Him till the hour of rising on
the morrow (Stokes, 1906, in Condren, 1989, p. 89).

Condren (1989) quotes this extract as evidence that homosexu-
ality existed in Celtic Ireland. However, given the desired age
of the boy, this story would appear to more accurately describe
paedophilic rather than homosexual longings.

The twelfth century saw a heightened degree of concern for
incestuous practices in Ireland. In 1101 a synod was held in
Cashel to reform the Irish Church. The clerics “condemned the
right to marry step-mother, step-grandmother, sister, daughter,
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brother’s wife or anyone of similar degree of kindred" (Power,
1976, p. 75). Henry II's invasion of Ireland in 1169 was accom-
panied by a Papal Bull permitting him to reform the Irish
Church and to outlaw the Brehon Law marriages which were
seen as fornication. However, there is no reference to incest as
we would understand it today — sexual relations between re-
lated adults and children. Rather, it refers to sexual liaisons
between related adults.

CHILD SEXUAL ABUSE IN 20TH CENTURY IRELAND

The 1908 Punishment of Incest Act criminalised incest in Ire-
land. It is unlikely that we shall ever know the extent of child
sexual abuse as it occurred in Ireland for much of the twentieth
century and before but, clearly, it existed extensively enough
as a phenomenon to warrant legislative action.

Ferguson (1996) has described the evolution of the Irish
child protection system over the last 100 years, particularly
with regard to the formation of the National Society for the Pre-
vention of Cruelty to Children (1889) and the Irish Society for
the Prevention of Cruelty to Children (1956). By the time the
ISPCC split from the NSPCC in 1956, the perceived existence of
incest was still very low. Ferguson (1996) notes that of the ap-
proximately half a million children which came into contact with
the National Society for the Prevention of Cruelty to Children
between 1889-1955, fewer than 1 per cent of the cases involved
sexual abuse. Over a period of 65 years, this represents ap-
proximately 77 cases a year. By way of contrast, 970 cases of
child sexual abuse were reported in 1896 in the Eastern Health
Board region alone (Eastern Health Board, 1996, p. 63).

Ferguson's (1997) explanation is that “in a traditional order
characterised by cultural denial, patriarchal social relations
and repression, sexual abuse was not classified and worked
with in practice” (p. 31). It would certainly appear to have been
the case that the concept of sexual abuse of children simply did
not exist within the public domain in any meaningful sense.
Consequently, society was neither sensitised to its existence
nor educated as to insidiousness.

Child Sexual Abuse in Ireland 1

Throughout the 1970s, the growing child physical abuse lit-
erature meant Irish child protection professionals were well
aware of the physical abuse of children and the phenomenon of
the “battered child syndrome”. This term was first used by
paediatrician C. Henry Kempe at a 1961 symposium of the
American Paediatric Society and the explosion of academic lit-
erature on child abuse came in the wake of his work with physi-
cally abused children (Kempe, Silverman, Steele, Droegmuel-
ler & Silver, 1962). The identification of this syndrome came
about through observations of the large numbers of unex-
plained broken bones and bruises in children on paediatric
wards. Such was the concern for the physical abuse of children
in Ireland by 1976 that the Department of Health established a
Committee of Non-Accidental Injury to Children (Ferguson,
1996). This Committee's work produced a Memorandum on
Non-Accidental Injury to Children (Department of Health, 1977)
and, later, the Guidelines on the Identification and Management
of Non-Accidental Injury to Children (Department of Health,
1980). However, the sexual abuse of children remained un-
addressed in departmental guidelines.

The first brief reference to sexual abuse was in the 1983
Non-Accidental Injury to Children: Guidelines on Procedures for
the Identification and Management of Non-Accidental Injury to
Children (Department of Health, 1983). These Guidelines con-
centrated mainly on physical abuse, but included "injury re-
sulting from sexual abuse" in the definitions of child abuse pro-
vided (Buckley, Skehill & O'Sullivan, 1997). Only in the 1987
Child Abuse Guidelines: Guidelines on Procedures for the Identi-
fication, Investigation and Management of Child Abuse was the
sexual abuse of children specifically identified as a separate
issue to that of physical abuse, or "non-accidental injury" (De-
partment of Health, 1987). Ferguson (1996) highlights the im-
portance of developments outside Ireland in influencing these
developments; specifically, the Cleveland affair in the UK. The
evolving Irish guidelines on child abuse reflected a growing
awareness of child sexual abuse amongst child protection pro-
fessionals. In particular, the Women's Movement and the work
of Rape Crisis Centres are frequently identified as being cen-
tral in the growing awareness of child sexual abuse throughout
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the 1980s (for example, McGuinness, 1993, p. 36; Geiran, 1996,
p. 141; Buckley, Skehill & O'Sullivan, 1897, p. 15). McGrath
(1996) traces the first “official” focus on child sexual abuse in
Ireland to a seminar entitled “Incest”, held by the Irish Asso-
ciation of Social Workers in January 1983. The Incest Crisis
Service developed from this meeting (Irish Council for Civil
Liberties, 1988). By 1985, the Sexual Assault Treatment Unit at
the Rotunda Hospital, initially designed to cater for adults, was
dealing predominantly with children. In 1985, 190 children
were seen in the Rotunda; the following year, 530 were seen
(Woods, 1987, cited in McGrath, 1996). The Unit closed in 1987
due to lack of funding. Early in 1988 the validation work of the
Rotunda was taken over by units in two Dublin children’s hos-
pitals; one in Temple Street Hospital, the other in Our Lady's
Hospital, Crumlin. An assessment Unit was also opened in St.
Finbarrr's Hospital in Cork in 1988.

NATIONAL STATISTICAL FREQUENCIES

Beginning in 1982 the Department of Health has compiled na-
tional statistical frequencies on child abuse referrals (Depart-
ment of Health, 1995). For example, the number of notifications
for alleged sexual abuse in Ireland rose from 88 in 1984 to 1,242
in 1989 (Department of Health, 1996, p. 49). As we have already
noted, 970 cases of child sexual abuse were reported in 1996 in
the Eastern Health Board region alone (Eastern Health Board,
1996, p. 63).

Presumably, these figures reflect an increase in reporting
rather than an absolute increase in the number of cases of child
sexual abuse in Ireland, thus reflecting the increased public
awareness of child sexual abuse and the existence of clear De-
partmental guidelines as to when and how this abuse should be
reported.

The increase in the number of cases reported in the last
decade coincided with increased public and professional
knowledge of this issue. By the late 1980s, most child care
professionals had developed an awareness of child abuse,
and were at least broadly familiar with the reporting re-
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quirements and procedures (Department of Health, 1996,
pp. 49-50).

There is nothing to indicate that the incidence of child sexual
abuse should increase so dramatically in so short a period. This
same period (the 1980s) is not marked by any particularly mas-
sive social, cultural or political changes that could explain such
an increase. Rather, increased professional awareness and, to
no insignificant degree, media scrutiny and public concern, led
to increased reporting rates of child sexual abuse. Let us now
consider the role of the media in more detail.

THE ROLE OF THE MEDIA IN CREATING CHILD SEXUAL ABUSE
AWARENESS

We have already noted the increasing awareness and recogni-
tion of child sexual abuse by child protection professionals in
Ireland from the early 1980s. Let us now consider the extent to
which the media was responsible for creating the unprece-
dented public awareness of child sexual abuse that occurred in
the 1990s.

A content analysis of child sexual abuse representations in
the media appears to be a gap in the literature. The author is
not aware of any such work focusing on the significant changes
in media portrayal of child sexual abuse in the 1890s (the inter-
ested student of media representation is referred to Ryan's
(1997) study of the portrayal of prostitutes in the Irish and Brit-
ish press). Thus, what follows is a description of a number of
very high profile child sexual abuse scandals in Ireland that oc-
curred throughout the 1990s and their unprecedented media
coverage which ensured that this topic remained high in public
consciousness.

The Kilkenny Incest Case

The so-called “Kilkenny Incest Case" (McGuinness, 1983) was
the first of a series of highly publicised child abuse inquiries.
The victim in the Kilkenny Incest Case (“Mary”) was assaulted
and sexually abused by her father over a fifteen-year period
from 1976 to 1991. During these {fifteen years the victim had re-
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peated contact with hospital and Health Board personnel due to
the injuries she received at the hands of her father. The investi-
gation focused on why these contacts did not register concern
and lead to an investigation of her family.

To summarise, the victim was first sexually abused at age
11, a few weeks after her family had moved to Ireland. The
beatings first happened around the same time. Shortly after
Christmas 1981 (at age 16), “Mary” attended a GP with a swol-
len stomach. The doctor told her she was approximately four
months pregnant at this time. Her son was born in May 1982.
Her father resumed sexual intercourse with her seven days
later. Mary continued to live at home, failing to complete her
education. After a serious of physical attacks over the Christ-
mas and New Year period of 1991-1992, Mary ran from her
home and sought help with her neighbours. She was brought to
a GP and admitted to hospital. Upon discharge, she moved to a
refuge for battered women. Her father was subsequently jailed
in March 1993 for seven years.

Almost immediately after the case became public (March
1993), the Minister of Health formed an inquiry team. The report
was published only nine weeks later. The impact of this report
can hardly be exaggerated. In the words of Harry Ferguson:

. . . the Kilkenny Case represents one of the most significant
events in the history of welfare in this country as it is likely
to reorient public awareness of family violence and child
care policy and practice (Ferguson, 1994, p. 386).

He further comments:

Sociologically, the construction of the 'Kilkenny Case’ repre-
sents the kind of powerful symbolic event which appears to
be required if child abuse is to become a political issue and
fully recognised as a social problem (Ferguson, 1997, p. 35).

Of particular importance in this case was the victim’s high pub-
lic profile, including television appearances.

To the best of my knowledge the Kilkenny case is the first in-
quiry situation of it's kind anywhere in the Western world
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which has involved an adult survivor of the abuse under inves-
tigation herself actually speaking out (Ferguson, 1997, p. 36).

The publication of the McGuinness (1993) report resulted in an
immediate commitment from the government to release £35

million over three years to implement in full the Child Care Act
(1991).

Madonna House

Madonna House was a residential home for children, operated
by the Sisters of Charity. In 1993, allegations of sexual abuse
and other misconduct were made against a number of mem-
bers of staff there. The subsequent criminal investigation led to
the conviction of a member of staff for various indecency of-
fences. Parallel to this criminal investigation, the Sisters of
Charity and the Department of Health appointed a team to carry
out a review of the operation of Madonna House. Given ongoing
investigations and legal proceedings, the Report was not pub-
lished in full. It was not until May 1996 that an abridged version
of this report was published as “Report on the Inquiry into the
Operation of Madonna House”.

In addition to fuelling the continuing high public profile of
child sexual abuse, the Madonna House Report, and the rec-
ommendations it contains, has had an important effect on the
way in which residential homes are operated. Since the publi-
cation of the Madonna House report, residential facilities have
come under intense scrutiny. Perhaps the most important out-
come of the Madonna House Affair is the recognition that quali-
fied care staff are required to work with the most vulnerable
children in our society. The value of these staff needs to be rec-
ognised by providing decent working conditions, salaries and
opportunities for further training. The report highlighted the
marginalised position of child/social care professionals. Diffi-
culties in staff retention and maintaining motivation in a poorly
resourced service leads to low staff morale, perceived low
professional status, stress and a sense that residential care is of
less value than foster care. (Department of Health, 1996, pp. 44-

45). Five years later, this position has not improved (Williams &
Lalor, 2001).
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Trudder House

Another high profile case was Trudder House in County Wick-
low where a boy in care was raped repeatedly by a staff mem-
ber. Trudder House, now Newtown House, continues to attract
intensive media scrutiny due to the death of a 15-year-old girl
who ran away from there in August 2000. At the time of writing,
no children reside there and its future as a care centre is un-
certain.

Kelly

A further case which attracted widespread media coverage was
the case of Kelly (although her surname has been widely re-
ported, the official inquiry (Keenan, Finucane & Keogh, 1996)
omits all references to Kelly's surname and requests that all
subsequent publications follow suit, in order to protect the
identity of her siblings).

Briefly, social workers were engaged with Kelly's family
primarily because of their concerns over her sister's well be-
ing. On a November 1992 visit, a social worker reported Kelly
herself as “bright, outgoing and friendly”. On 1 February 1993,
Kelly left for London with her elder sister. She was admitted to
St. Thomas’s Hospital that evening and died on the fourth of
February. She was 30 pounds lighter than she should have been
and had a protein level of one-third what it should have been.
In December 1993 her parents were charged with wilful neglect
and occasioning actual bodily harm. In November 1994 they
were found guilty of wilful neglect and were sentenced to 18
months in prison.

It appears Kelly's parents resented the cost of her up-keep,
particularly the cost of feeding her (Keenan et al., 1996, p. 189).
It would appear that from an early stage they began to deprive
her of food. It also appears that her father beat Kelly reqularly,
often with a belt or other object. The authors of the report take
the view that Kelly was systematically beaten and deprived of
food for much of her five months in Ireland (the family having
previously lived in the UK). The authors are also of the view that
a particularly cruel form of abuse was employed by storing
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bread, jam and sugar in Kelly's bedroom, which the hungry
child was forbidden to eat (Keenan et al., 1996, p. 191).

The Kelly case highlighted the issue of physical abuse and
neglect of children in Ireland. Whilst ocur primary focus in this
volume is the sexual abuse of children, the Kelly case is rele-
wvant in that it was central in raising public consciousness to the
general issue of child abuse.

The West of Ireland Farmer Case

In this case a child (Sophia McColgan) was sexually and physi-
cally abused by her father between the ages of six and twenty-
one (1976-1981), during which time the North Western Health
Board had 392 contacts with the family. Much of the media cov-
erage of this case centred on the 1995 trial of Joseph McColgan
(the West of Ireland Farmer) and his sentencing to 238 years,
the longest cumulative total in Irish legal history (the sentences
were to run concurrently, giving a total of 12 years). Again, in
1997, there was extensive coverage of the McColgan family’s
suing of the Health Board and family GP. Particularly impres-
sive at the time was the courageous, high profile media pres-
ence adopted by Sophia McColgan.

McKay (1998) has meticulously documented the failings of
the North Western Health Board, and others, in their dealings
with the McColgan family. Over a fifteen-year period, the fam-
ily were seen by GPs, social workers, paediatricians, Gardali,
psychologists, public health nurses, the judiciary, teachers and
priests. And yet the abuse continued.

Some Concerns

The high profile coverage of child abuse scandals, and their
associated official enquiries, has attracted a degree of concern.
Buckley (1996) cautions that the use of child abuse enquiries as
a vehicle for social change may not be appropriate. Whilst an
enquiry undoubtedly informs us regarding one particular case,
“it is questionable whether or not an enquiry provides a suit-
able theoretical foundation for the design of a set of general
principles aimed at governing professional practice” (p. 41).
She notes that their validity cannot compare with those of em-
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pirical research and that their recommendations would not ap-
pear to be subject to the critical evaluation of other writings.
She further cautions that the increased awareness of child
abuse may lead to a disproportionate or unbalanced distribu-
tion of scarce Health Board resources. For example, out of 166
non-child abuse referrals made to a community care social
work team, she found that only ten received any follow up.
“Most” child abuse referrals were investigated “to some de-
gree” (Buckley, 1996, p. 49).

This suggests the narrowing of what was originally a ge-
neric social work service to one which focuses quite nar-
rowly on child protection, and ignores the needs of other
families in the area (Buckley, 1996, p. 49).

Indeed, the investigation into the death of a child from physical
abuse and neglect (Kelly), in spite of multiple contacts with the
Western Health Board, highlighted the disproportionate atten-
tion given to child sexual abuse. The Inquiry team found that a
“core group” of senior staff was formed in the Mayo community
care area to co-ordinate the Health Board response to alleged
cases of sexual abuse. The report suggests that this over-
emphasis on sexual abuse was a result of the sudden, dramati-
cally increased awareness of this phenomenon at the time.
Physical and emotional abuse, it would appear, came to be
seen as being of a lower priority, and yet:

[A]t any given time as many children are in the care of
health boards for reasons of neglect/inadequate parenting
as for all other reasons put together (Keenan, Finucane &
Keogh 1996, p. 159).

The Church

Incidents of child sexual abuse by the clergy became evident in
the early 1990s and attracted unprecedented levels of media
attention. Of particular prominence was Brendan Smyth of the
Nobertine Order, the “paedophile priest”.

In 1994 the Irish Catholic Bishops' Conference convened an
Advisory Committee to advise on Church response to accusa-
tions of child sexual abuse by priests and religious and to de-
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velop Church policy on this issue. This initiative was at least
partly the result of a massive public outcry at the apparent lack
of concern shown by the Church for the victims of child sexual
abuse. The Brendan Smyth Case (Moore, 1995) seemed to indi-
cate to the public that for many years Church authorities pre-
ferred to deny and hide his actions by moving him from parish
to parish rather than recogmnise the criminal nature of his be-
haviour and, more importantly, the tremendously traumatic ef-
fects associated with child sexual abuse. Perhaps this latter rea-
son more than any other fuelled public outrage — at a time
when child sexual abuse had come to epitomise “evil” within
society, it appeared that the Church was being slow in recog-
nising the harm which sexual abuse can inflict on its victims. For
example, Kirby (1995) notes that a fellow priest in Smyth's No-
bertine order, Fr. Bruno Mulvihill, repeatedly reported Smyth's
misconduct to the abbot's attention. Furthermore,

The abbot disregarded a decree from the Congregation of
Religions in Rome issued in the late 1960s confining Smyth
to the abbey’s premises and to strict supervision for the rest
of his life (Kirby, 1995, p. 258).

Implicit in the Church’'s clumsy attempts to deal with paedo-
philes such as Brendan Smyth by merely moving them from
place to place appeared to be a belief that the harm was not all
that great; that it would be more harmful (to the Church at any
rate) to publicly acknowledge the problem.

An apology from the Church followed in 1996. In the words
of Cardinal Cahal Daly and John Byrne, in the Foreword of the
Advisory Committee’s report:

The Church has always had its limitations and sinfulness but
child sexual abuse by priests and religious is one of the
saddest manifestations of this reality. Such exploitation of
the vulnerability of children is a betrayal of trust of the
gravest kind. We express our shame and sorrow that such
incidents of abuse have occurred. On behalf of bishops,
priests and religious we apologise to all who have suffered
because of sexual abuse inflicted on them by priests and
religious. We recognise the hurt and sense of isolation
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which those who have been victims of child sexual abuse by
priests and religious have experienced (Irish Catholic Bish-
ops’ Advisory Committee, 1896, p. 9).

This public recognition of the harm caused by child sexual
abuse and the “owning” of the problem is welcome. It might
well be argued that this response should have been forthcom-
ing many years earlier but, for now, it is an honest attempt to
re-build the trust and faith of the Irish population in an institu-
tion previously venerated.

Public abhorrence of sexual abuse committed by priests
and religious is undoubtedly aggravated by the perceived be-
trayal by one in a special position, that of moral guardian and
instructor. However, it is by no means clear that the religious
are any more or less likely to offend in this way than any other
group. Yet public reaction to child abuse committed by the re-
ligious has been more strident than abuse committed by any
other sector of society. This reaction is the result of four factors,
primarily. Firstly, the previously mentioned special position of
the clergy within society; the position of moral guardians. Sec-
ondly, the highly visible nature of the Church in Ireland pro-
vided a ready target for people's disgust, hurt and anger.
Thirdly, the contrast of the Church’s previous venerated posi-
tion in society with its more recent bruised, damaged, even
pathetic image creates a fascination not easily resisted by the
media and other public commentators. Finally, the fact that
Church was seen as tardy in dealing with this issue condemned
it in the eyes of many previous supporters.

Conclusion

Today, the sexual abuse of children is reported in the media on
a daily basis. The majority of coverage is court reporting. Oc-
casionally, a victim will waive his or her right to privacy in or-
der to “name and shame" the perpetrator. The offending be-
haviour of priests, teachers, swimming coaches, GAA activists,
civil rights leaders, child care workers etc. are reported in
great detail. Indeed, the impact on Irish society of the growth in
awareness of child sexual abuse has been extraordinary; from
disillusionment with the Church to cynicism and suspicion of
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those working with children. As painful as this coverage is to us
as a society and as thoroughly as it has stripped us of any delu-
sions that we might have had regarding the rarity of child sex-
ual abuse, it has had very important positive effects. For exam-
ple, the Commission to Inquire into Child Abuse, and the Act
(2000) of the same name, came into being as a direct result of
the harrowing television series States of Fear (May, 1999). This
series profiled the widespread physical and sexual abuse of
children in Ireland’s Industrial Schools and Schools for the dis-
abled in the 1950s and 1960s. Many of these schools were run
by religious orders but were funded by the State and subject to
regular statutory inspection. Clearly, this child sexual abuse
was not reported at the time and is only now, retrospectively,
being recognised. Similarly, the final implementation in 1896 of
the 1991 Child Care Act, the National Children’s Strategy and
the Social Services Inspectorate all owe, at least in part, their
genesis to the ongoing public concern which is the result of
prolonged media scrutiny and coverage of child abuse.

That being said, the media coverage of issues has not al-
ways been constructive. It has at times been simplistic, vo-
yeuristic and insensitive. Let us take the example of sexual of-
fenders. Chapters Five and Six of this text describe the reduc-
tions in recidivism rates that are the result of treatment pro-
grammes for child sex abuse offenders. Thus, the treatment of
offenders should be a primary mechanism for child protection.
However, this view is rarely portrayed in the media, where the
demonisation of child sexual offenders is the favoured ap-
proach. Regarding the Brendan Smyth Affair, Ferguson (1995a)
notes:

Since the Smyth affair began, the media have made constant
reference to the notion of ‘the paedophile priest’. In tandem
with the invention of a new category of sex offender, the
construction of the ‘paedophile priest’ relied on powerful
visual imagery. From the outset of the affair, the media has
relentlessly used the same photograph of Brendan Smyth's
face so that it has become the embodiment of the greatest
demon in modern Ireland (Ferguson, 1895a, p. 249).
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Within this climate, an objective analysis of the threat posed to
children by the clergy becomes next to impossible. All clergy
were suspect. Even now, only a few years later, we can look
back and recognise that a massive over-reaction to the Smyth
affair convulsed Irish perceptions of the Church and clergy,
perhaps irreversibly, so powerful were the feelings of fear and
betrayal which were raised. Also, there is little public aware-
ness of the possibilities for rehabilitation of child sexual offend-
ers by appropriate treatment. Of course, such treatment does
not negate the crimes committed by sexual offenders, nor does
it waive the requirement for a punishment to be served. These
issues are discussed in greater detail in Chapters Five and Six.

A further feature of negative media coverage of complex
child protection issues is the effect on child protection profes-
sionals. Ferguson (1995b) hypothesises that high profile scan-
dals and inquiries push knowledge about child protection into
the public domain. This, coupled with intense media coverage,
creates a climate where child protection workers are under in-
tense public scrutiny. The fear of committing an error, by doing
either too much or too little, can be extremely stressful for child
protection professionals.

Individual professionals and entire systems which act pri-
marily on the fear of blame for ‘failure’ can be driven into a
self-defeating bureaucratic culture and a defensive practice
in which ‘covering yourself' takes precedence over meeting
the legitimate interests of children and families (Ferguson,
1995D, p. 9).

In conclusion, the 1990s have been a period of growing public
awareness of child abuse issues, fuelled by a number of high
profile official Inquiries and ongoing media scrutiny.

CHILD SEXUAL ABUSE RESEARCH

What we know about the nature of child sexual abuse in Ireland
has undoubtedly increased as a result of the various child sex
abuse inquiries which have been held throughout the 1990s
(and which continue to be held in the form of the Commission to
Inquire into Child Abuse established by the government in the
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wake of the States of Fear series in May 1999). These inquires
shall be discussed from a number of perspectives throughout
this text, particularly in Chapter Two. Some clinical studies,
also, give us an insight into the nature of child sexual abuse. For
example, McKeown & Gilligan’s (1991) analysis of 512 cases of
child sexual abuse in the Eastern Health Board region and
Cheasty, Clare & Collins' (1998) study of the relation between
child sexual abuse and adult depression. In Northern Ireland,
MacKenzie, Blaney, Chivers & Vincent (1983) estimated the
epidemiology of child sexual abuse to be between 0.9 and 1.87
per 1,000 children by examining reported cases in the Province
in the year 1981. Unreported episodes are not included in this
calculation. A more accurate estimate of this "dark figure" of the
true incidence of child sexual abuse can only be determined by
large random samples of the general population.

The Report of the Child Sexual Abuse Working Party (ICCL,
1988) reports an early survey of 42 adults who had experienced
child sexual abuse which was carried out in 1984. These inter-
views yielded some early findings on the nature of child sexual
abuse in Ireland. The authors highlighted the restricted nature
of the survey; that there were too few males for statistical analy-
sis, the small sample size and the lack of a control group. Nev-
ertheless, it marked an early attempt to gather data on child
sexual abuse:

We hope that the survey will be seen as an early contribu-
tion to recording the victim’s point of view and may enable
interested parties to identify more clearly which kinds of re-
search need now to be done (ICCL, 1988, p. 3).

Also in 1984, the Incest Crisis Service carried out a survey on
child sexual abuse. Nine EHB social work teams described the
child sexual abuse cases they had dealt with between January
1980 and December 1983; a total of 71 cases involving 94 chil-
dren. Of the 71 cases, 66 were intra-familial (ICCL, 1988).

In addition, a number of surveys of GPs and guidance coun-
sellors were conducted in the early 1980s. These included a
survey of 57 Wicklow GPs (of whom 20 replied); a survey of all
GPs in the Cluain Mhuire Family Centre area (of whom 93 re-
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plied); and a survey of all members of the Institute of Guidance
Counsellors (of whom 204 replied, reporting 44 cases of child
sexual abuse in the first six months of 1985) (ICCL, 1988).

There have been surprisingly few attempts to collect inci-
dence data from large non-clinical samples in Ireland. How-
ever, from those studies that have been conducted in the last 12
years we can detect a growing rate of reporting for all forms of
child sexual abuse. This increasing rate of reporting has been
traced elsewhere (Lalor, 1999) and only a brief summary of
same is outlined below.

The earliest epidemiological investigation of child sexual
abuse in Ireland was carried out in 1987 by the Market Re-
search Bureau of Ireland (MRBI). Five hundred adults in the
Dublin area were sampled and some 5 per cent of males and 7
per cent of females "admitted to having been sexually abused
as a child within the terms set out in the definition" (MREI, 1987,
p. 5). For the purposes of this study, child sexual abuse was de-
fined as:

The involvement of dependent and immature children or
adolescents in sexual activities they do not fully understand
and to which they are unable to give informed consent, and
which violate social taboos (MRBI, 1987, p. 33).

Other key findings were:

e All abusers were male, although victims were equally male
and female.

* Thirteen of the 30 cases of reported sexual abuse happened
whilst the child was under thirteen years of age.

* Strangers committed approximately 25 per cent of the abu-
sive incidents. Relatives of the child or others known to the
child committed the remainder.

e In two-thirds of the incidents, the offence was committed on
two or more occasions.

* Onmnly in two cases (6 per cent) was the abuse reported: one
to the police and another to a social worker.

¢ Ten of the 30 victims had never told anyone of the abuse.
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* Ten of the 30 felt they suffered long-term damage as a result
of the abuse. The remainder felt there had been no long-
term adverse effects.

In 1993 the Irish Society for the Prevention of Cruelty to Chil-
dren (ISPCC), in conjunction with its counterpart organisation in
the UK (the NSPCC), commissioned Irish Marketing Surveys to
conduct a survey of 1,001 members of the general population
regarding, amongst other things, their experiences of child
sexual abuse.

The results elaborate on the picture of child sexual abuse
that was described in the earlier MRBI survey. A total of 160 (16
per cent) respondents reported having experienced child sex-
ual abuse. Twelve per cent of the total sample experienced
contact sexual abuse. The breakdown of incidence figures can
be seen below.

Table 1.1: Incidence of Child Sexual Abuse Reported in
ISPCC/IMS (1993) Survey

Male % Female %
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Fifteen per cent of the females interviewed and nine per cent of
the males reported experiencing contact sexual abuse. For
most, this involved being hugged/kissed and/or being
touched/fondled in a sexual way. Thirty-nine per cent of contact
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sexual abuse victims had experienced this only once. Sixty-one
per cent of contact sexual abuse victims had experienced the
abuse two or more times. Regarding the age of the perpetrator,
the majority of contact abuse (86 per cent) was carried out by a
person aged sixteen years or older. A surprising result was that
46 per cent of those sexually abused (total number of this sub-
sample is 160) reported “No real effect” from the abuse. The
corresponding figure for those who had experienced contact
sexual abuse (n=120) is 35 per cent. A further 25 per cent of
those experiencing contact abuse said they felt upset, but got
over it quickly.

In 1996/1997, 247 students of the Dublin Institute of Tech-
nology were surveyed regarding their experiences of child
sexual abuse (Lalor, 1999). Notwithstanding that this does not
constitute a sample of the general population, this study pro-
duced the highest levels of self-reported child sexual abuse in
Ireland to date. For example:

¢ 31.8 per cent of the female sample had an unwanted sexual
experience before the age of sixteen.

e 23.9 per cent of the female sample experienced an un-
wanted sexual episode prior to their teenage years. When
episodes of indecent exposure are excluded, we find that
15.34 per cent of the female sample have experienced con-
tact sexual abuse prior to their thirteenth birthday.

e 10.25 per cent of the female sample have endured unwanted
sexual experiences over a period of months or years prior
to their sixteenth birthday.

» Whilst under 16 years of age, respondents were signifi-
cantly more likely to experience unwanted kissing, at-
tempted intercourse, intercourse, masturbation and oral sex
with somebody younger than 21 years, as compared to
somebody 21 years or older.

Given the relative paucity of research on child sexual abuse in
Ireland and the increasing reporting rates from each consecu-
tive study, a continuing justification exists for ongoing epide-
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miological work to ascertain at which level reporting rates shall
peak.

CONCLUSION

The sexual abuse of children is not a recent phenomenon in
Ireland. Nevertheless, an enormous increase in the awareness
and reporting of child sexual abuse took place in Ireland in re-
cent years, specifically the middle to late 1980s. This was fol-
lowed by a succession of high profile child sexual abuse cases
throughout the 1990s. The aim of this book is to examine in de-
tail the policy, practice and legislative consequences of this
enormous increase in the awareness of child sexual abuse.
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Chapter Two

Legislative and Service Initiatives:
A Personal Perspective

C. Niall McElwee

INTRODUCTION

The 1980s and 1990s have seen a (re)birth in child abuse as
both a medical and social phenomenon with a number of rami-
fications for child protection and welfare professionals in-
creasingly under the attention of a more informed public. What,
perhaps, is most shocking for many people is that we now un-
derstand that “normal” families have experienced child abuse
over the years. Although child protection has traditionally
tended to focus on families “at risk” or “in need”, a new aware-
ness has arisen around child abuse as an all-pervasive event.
The prioritisation of child sexual abuse has fundamentally
shifted the focus of child protection as it is practised in this and
other countries.

This chapter assesses two recent legislative and one policy
initiative beginning with the introduction of the 1991 Child Care
Act, which is widely acknowledged as significant in politicising
and protecting “at risk” children in the Republic of Ireland. The
introduction of the Child Trafficking and Pornography Act, 1998
faces up to the very real problems of child pornography and
child trafficking for sexual purposes, and is a welcome legisla-
tive development. Finally, in terms of service initiatives, the
training and professionalisation of social care practitioners is
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viewed in the context of an increasingly legalistic and complex
work environment, particularly around child abuse issues.

PART 1: LEGISLATIVE INITIATIVES

THE 1908 CHILDREN ACT

Is it too much to ask

I want a comfortable bed that won't
Hurt my back

Food to fill me up and warm clothes and
all that stuff

— From Passionate Kisses (lyrics by Lucinda Williams. Sung
by Mary Chapin Carpenter).

The 1908 Children Act provided the legislative framework for
child care in Ireland for the greater part of the 20th century.' This
Act was widely regarded as liberal at the time of its implementa-
tion as the emphasis was now to be away from punishment to-
wards a casework ideology, with practice based on the supervi-
sion of parent-child relations in their homes (Ferguson, 1996, p.
9). The author of the 1908 Act, Herbert Samuel, stated that the Act
had three basic principles. Firstly, the separation of the child
from the adult criminal with treatment meeting specified needs.
Secondly, parents were made explicitly responsible for the
wrongdoings of their children. The last stated intention was that a
child should not be imprisoned. Industrial schools would cater
for first offenders between the ages of twelve and fourteen. The
role of these schools was extended to care for children whose
parents were unable to control them, and to persistent truants.
Provision was made for the establishment of special courts for
seven to seventeen-year-olds.

Where neglect or abuse could be proven, children could be
removed from their parents to a “place of safety” and

! Justice Hugh O' Flaherty, in the Irish Supreme Court, noted that the 1908 Act
was “an enlightened piece of legislation when enacted, but is now showing its

1"

age".
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placed in the care of a “fit person”, either a foster parent or
a residential institution (Children Act, 1908 ss. 20, 24, 58).

Although there were some provisions concerning neglected
children, child protection remained the preserve of voluntary
organisations such as the National Society for the Prevention of
Cruelty to Children and various religious congregations such as
the Oblate Fathers and the Sisters of Mercy. In 1956 the Irish
Society for the Prevention of Cruelty to Children broke away
from the NSPCC in order that it could provide a “truly distinc-
tive Irish child protection system" (Ferguson, 1996, p. 12).

THE 1991 CHILD CARE ACT

It took 83 years for the sections dealing with neglected children
in the 1908 Act to be overhauled. The 1991 Child Care Act was
the first comprehensive legislation on the requirements of Irish
children developed by Irish parliament since the foundation of
the State, and brings together elements of public and private
law.? The 1991 Child Care Act is in total contrast to the 1908 Act
as the latter Act recognises that the welfare of the child is the
first and paramount consideration (section 3:(2), (b)). The rights
and duties of parents are important, but due consideration must
be given to the child’s wishes. The Act attempts to balance the
rights of parents with the (emerging) rights of children and this
is a major difficulty, in itself, as there are many models of par-
enting, many models of effective practice and always the ex-
ceptions that cause any legislator to despair.’

The 1991 Act requlates the health boards in three major ar-
eas of child care: alternative care (fostering, residential care
and accommodation for homeless children); child protection
(the investigation, assessment and support of children in cases
of known suspected child abuse); and family support, and is

4 Despite the plaudits given to the Act, I would suggest that the 1991 Child
Care Act did not revolutionise thinking on the State, the family or the child.
Rather, it crystallised contemporary thinking (McElwee, 1999).

3 The Irish Constitution of 1937 has been criticised for its few references to the
actual rights of children.
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divided into 79 sections. For the purposes of this chapter, I note
only the particular section dealing with suspected abuse.
These, to me, are particularly important as Kenny (1995, p. 45)
points out the relationship between "the use of court orders and
the identification of child abuse as the reason for reception into
care”.

Part IV of the Act deals with Care Proceedings and details
care orders and supervision orders.

Care Order

The Act facilitates the health board with care orders where:

a. the child has been or is being assaulted, ill-treated, ne-
glected or sexually abused, or

b. the child's health, development or welfare has been or is
being avoidably impaired or neglected, or

c. the child's health, development or welfare is likely to be
avoidably impaired or neglected.

This took effect as of 31 October 1995 and is seen by many
commentators as the most significant part of the Act in relation
to making orders for the protection and welfare of a child. A
positive feature of the section is that sexual abuse of children
should not be confined to actual physical violation of a child by
rape. The publication of Putting Children First (1996) extends
the definition of sexual abuse. In other words, the definition of
sexual abuse has now been cast quite wide to include exposure
to pornography, sexual exhibitionism, perverse activities and
the viewing of sexual acts (Ward, 1997). Hence, a connection
was established with future legislation around trafficking and

pornography.

Supervision Order

The Act also allows for a health board to make an application
for a Supervision Order with respect to a child who resides in
its area and where the court is satisfied that there are reason-
able grounds for believing that:
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d. the child has been or is being assaulted, ill-treated, ne-
glected or sexually abused, or

e. the child’s health, development or welfare has been or is
being avoidably impaired or neglected, or

f. the child's health, development or welfare is likely to be
avoidably impaired or neglected.

This also took effect as of 31 October 1995. Under the powers of
a Supervision Order, a child may be monitored in the home by
a health board. This does not necessitate the child being for-
mally taken into care. From the health board’s perspective, the
Supervision Order has an advantage over a Care Order in the
area of producing a burden of proof as the District Court judge
needs only to “be satisfied” of reasonable grounds for concern
(meeting the grounds established in section 19(1)(a), (b) or (c).
The health board can decide where, when and how often it will
visit a child under a Supervision Order. This order has a maxi-
mum duration of twelve months and ceases either on expiry or
when the child reaches the age of eighteen.

The Act has been reviewed extensively (McGuinness, 1992;
Gilligan, 1993; Ferguson and Kenny, 1995; Ward, 1997; McEI-
wee, 1999b) and it has brought child protection and welfare
firmly into the public gaze, which is significant in itself. The
major Irish child-centred organisations such as the Irish Asso-
ciation of Care Workers, the Resident Managers’ Association,
the Irish Association of Social Workers, Barnardos, Focus Ire-
land and the Irish Society for the Prevention of Cruelty to Chil-
dren, to name but some, have given considerable time over to
the Act at conferences and seminars. Comparative research has
been published on the 1991 Act with the Northern Ireland Act,
1989 (O'Halloran and Gilligan, 1996).

It is difficult to assess the 1991 Act in isolation and it is cer-
tainly ambitious. Indeed, the Act attempts to address so many
diverse areas of care for children that it sets an almost impossi-
ble agenda for itself. It is important to acknowledge the social,
economic and political climate at the beginning of this decade,
and that certain topics move in and out of the public eye de-
pending on the media agenda. We ended the 1990s a wiser na-
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tion and one far less tolerant of mistakes, cover-ups and “in-
competent practice”. One area of increasing attention has been
that of child sexual abuse (Raftery and O’Sullivan, 1999).

THE DISCOVERY OF CHILD SEXUAL ABUSE OR “BADNESs”*

For decades the Irish public refused to confront the reality that
child sexual abuse was taking place daily in Irish families and
in residential institutions, although there is evidence to suggest
that many “ordinary people” had their suspicions. I remember
as a school boy in the early 1980s that there were certain char-
acters one was told to avoid by one’s older classmates as they
had a reputation for “touching you up”. I also have very clear
memories of children from a local industrial school (which was
subsequently investigated for child sexual abuse) attending my
school. The inability of some residents to concentrate in school
is now readily explainable.

McEKeown and Gilligan (1991) suggest that the increase in
referrals of child sexual abuse was due, in large part, to the ad-
vocacy of women's groups during the 1980s, but the desecu-
larisation of society added to the opening up of the economy
and social system more generally contributed to the increasing
knowledge base about things formally the preserve of the few
in the corridors of power (Raftery and O’Sullivan, 1999). We are
all now well familiar with child sexual abuse and with the in-
creasing number of prominent cases reported in the media in-
volving clerics such as Fr Brendan Smyth, Fr Ivan Pane, Fr Paul
McGennis and Fr Sean Fortune.’ The end of the 1990s saw a
high profile case involving a nun suspected of sexual abuse and
rape being eventually overturned in court, and of a male social
care practitioner being sent to prison for sexual abuse of clients

* “Badness” was the term used by children in Artane Industrial School to de-
scribe sexual abuse,

y Raftery and O'Sullivan (1999, p. 254) detail almost 150 religious Brothers
being implicated involving Artane, Salthill, Letterfrack, Tralee, Clonmel and
Upton industrial schools.
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in his care. This has helped to contribute to a climate of distrust
in child protection and welfare.

At the start of the 1990s, issues such as solvent abuse,
homelessness and truancy received a good deal of media and
academic coverage, but as the decade came to a close the
public became far more interested in child protection and
newspapers were more willing to print stories about suspected
child abuse. Homelessness, for example, has now been
(re)contextualised as child abuse. The sexual abuse of children
has now taken centre stage. Better services for children and
adolescents are expected as there are more resources avail-
able (unemployment fell from 17.2 per cent in 1990 to 9 per
cent in 1999 and there is a surplus of billions in the national ex-
chequer), but people disagree fundamentally as to how, and
where, resources should be deployed in the area of “margina-
lisation”. Let me outline just a few areas of concern below.

AREAS OF CONCERN IN THE 1991 CHILD CARE ACT: THE
TRIUMPH OF CHILD PROTECTION OVER FAMILY SUPPORT?

Although McGuinness (1992) argues that the 1991 Act tran-
scends the sense of negativity seen in the 1908 Act, I have to
agree with Duggan (18991/1992, p. 11) who asserts that it is dis-
appointing that it tends to focus more on the pessimistic risk
side of its understanding of child welfare as opposed to the re-
siliency side. Since the publication of the Act in 1991, social
services have increasingly concentrated their efforts on child
protection at the expense of family support.® There are prob-
lems with this. Ferguson (1996) notes that “enormous energy is
put into information gathering and investigations which, in a
high percentage of cases, end up offering little or nothing to the
families™. As recently as August 2000 the Labour party spokes-
person was calling for the Minister for Health and Children to
locate substantial funding for family support services to help

g Nigel Parton (1997) has recently asked (in relation to the 1989 Children Act
in the UK), is it practicable that social services should attempt to have a dual
focus in providing both family support and child protection, or should one
role go to another body such as a voluntary association?
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families to function well and meet the needs of their children
(Shortall, 2000).

USAGE OF THE 1991 AcT

Kenny (1995) makes the point that the rate of usage of the Act
for child protection purposes may well vary from area to area.
Something that may appear a non-controversial decision, such
as the movement of the age of childhood from sixteen to eight-
een, has created a further strain on resources and several child
care advocates have suggested at various conferences that
these two years will have significant practice implications for
both “clients” and professionals.”

There is always the fear that the more high profile cases of
children “at risk” will receive the attention of a health board
that feels it is under pressure, as opposed to what might be
considered by many as the more deserving cases. One thinks
here of the prominent Justice Peter Kelly based in Dublin who
has continually pressed health boards to provide adequate care
and protection for highly disturbed young people. His com-
ments are regularly reported in the media and are understood
by social care practitioners as being influential in politicising
certain cases.

WHAT HEPPENED TO THE DEVELOPMENT OF RESIDENTIAL CARE?

Residential care services in the Republic of Ireland are
stretched to their very limits. The Mid-Western Health Board
(1996, p. 71) acknowledges that “a very responsive and profes-
sional service cannot meet the full range of needs presenting
and, in particular, the compelling and urgent need for residen-
tial care provision for older children exhibiting challenging and
disturbing behaviour.” With the benefit of just nine years hind-
sight, it seems ironic that the Act fails to regulate the care and
protection of children in residential centres when one consid-

T This is for a multitude of reasons. Many young people of 17 feel they are
adults in their own right and resent “being treated as children” as they have
to be under the Act. See McElwee (1998a).
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ers the emerging stories of some ‘‘clients” resident in chil-
dren's homes over the past number of decades (Raftery &
O’Sullivan, 1999; RMA, 2000). The fate of children in residential
care will, perhaps, be the defining feature of the second part of
this decade when we could have learned so much from the
Kennedy Report (1970) and the Task Force Report on Child
Care Services (1980).° Of course, this assumes that children can
obtain a place in residential care, which is often not the case.

An increasing number of children, described in the media
as “out of control”, have had to be placed in wholly unsuitable
care as there is insufficient space available for them in appro-
priate secure facilities. This includes both males and females.
Such children with significant emotional and behavioural
problems do not belong in Garda stations, hospital wards or
adult psychiatric care, but in adequately staffed therapeutic
child care facilities.

There are literally dozens of examples to choose from, but I
will outline just one here. A fourteen-year-old girl described by
her psychiatrist as “the saddest case | have ever seen” was
forced to spend Christmas in a detention centre because there
was nowhere else for her to go. The young girl had a history of
drug and alcohol abuse, had exhibited suicidal thoughts and al-
leged that her father had sexually abused her. Needless to say,
her family were “well known to the social services”. Perhaps the
saddest comment I can make here is that this girl’'s case is not
unusual. In this regard, the 1991 Act has failed these children as
insufficient planning has gone into developing a coherent long-
term policy around considering how one might attract trained
residential social care practitioners into the system. Even less
has gone into a strategy of retention (McElwee, 2000b).

Perhaps the most complex area of social care practice takes
place in the High Support Units and yet these units appear to
have the lowest qualifications levels in residential care as few
social care graduates have elected to seek employment in
them. This may well result in serious contention within the vari-

® The Kennedy Report (1970) met sixty-nine times, an average of once every
two weeks.
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ous health board personnel offices over the next few years and
I predict that the boards will be asked to account for them-
selves by qualified social care practitioners. Of course, this is-
sue might be decided if the deliberations of the Department of
Health and Children’s workshops on statutory registration are
successful (McElwee, 2000c).

HOMELESS CHILDREN AND YOUNG PEOPLE

One might have thought that the area of homelessness would be
vastly improved after the implementation of the 1991 Act. Al-
though there have certainly been improvements, the situation
remains bleak for a disturbing number of children. National
figures for homelessness stand at approximately 5,000. Some
990 children were homeless in Dublin (with either one or both
of their parents) in 1999 with a further 250 teenagers living
homeless on their own. One in five people sleeping rough are
under the age of twenty. Despite the 1991 Act, a number of
prominent charities claim that there are inadequate resources
for streetwork aimed at rough sleepers, there is no emergency
accommodation for families, there are no hostels for homeless
drug users, there is no emergency accommodation for those
with alcohol or behavioural problems and there is generally
insufficient provision for homeless youth.’

AN EMPIRICAL CRITIQUE

It seems a fair criticism that the 1991 Act is not well grounded in
empirical critiques of child care services, although the publica-
tion of the annual reviews of each health board since 1995 is a
welcome development for scholars, administrators and manag-
ers alike. We now have some "hard” data and can make
grounded observations and predictions. Nonetheless, it could
be stated that these documents are overly descriptive at the
expense of rigorous and critical analysis. Whilst it is interesting
to note the involvement of health boards in various sectors, it

® These charities include Simon, Threshold, Focus Ireland, Failtiu Day Centre
and the Merchant’s Quay Project.
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might be more valid to obtain some qualitative commentary
from partners in this process.

SEEKING OUT CHILDREN “AT RISK”

I have also been, and continue to be, critical of the failure of
some health boards to actively seek out children “at risk” de-
spite section 3.(2) of the 1991 Act which reads:

In the performance of this function, a health board shall (a)
take such steps as it considers requisite to identify children
who are not receiving adequate care and protection and co-
ordinate information from all relevant sources relating to chil-
dren in its area (my emphasis).

I would like to see the health boards being far more proactive
in this regard than has been the case heretofore. Of course, this
will have significant resource implications (see McElwee,
1989Db).

INCREASING WORK LOADS FOR PRACTITIONERS:
THE MCCOLGAN CASE

I am consistently informed by both social care practitioners and
social workers that the 1991 Child Care Act has resulted in their
work loads increasing considerably, particularly in the area of
child sexual abuse cases. The work has also become more
complex as procedural and legal issues assume cenfre stage.
This point was brought to the fore in the McColgan case in the
North Western Health Board where four of the six McColgan
children were abused by their father Joseph from the late 1970s
to the early 1990s. When this case surfaced publicly, the ques-
tions that concerned child care professionals were (a) whether
or not the health board staff had an advanced understanding of
child sexual abuse and (b) could the staff have done more for
the children. It seems to me that the staff could have accessed
international data on child sexual abuse had someone been
more proactive than appears to have been the case. Indeed,
sexual abuse was discussed at an Annual Conference of the
Irish Association of Social Workers here in Ireland in 1983.
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A clear message is that the McColgan children despaired of
the professionals (adults) who entered and exited their lives
and still the abuse continued. One of the chapters in McKay
(1998), entitled “Trapped in a System”, elaborates on this point.
It documents the family's total of 392 contacts with the North-
Western Health Board between 1977-1993. Sophia continually
searches for a reason the abuse continued despite the inter-
vention of various professionals. The very last line in the book
speaks volumes. “There was a lot of flurry and after that, noth-
ing”, said Sophia. “A big zero”.

Allied to this is the fact that there are differing numbers of
children in the care of health boards as a result of child abuse.
Kenny (1995, p. 44) suggests that “this may reflect different
ways of identifying and responding to child abuse rather than
different rates of child abuse”. All of this has resulted in what
Ferguson (1986, p. 7) has described as an “opening out” of the
routines of the expert system and science of child protection.

THE MEDIA FOCUSES ON CHILD PROTECTION AND WELFARE

Risk is now synonymous with child protection and welfare
(Ferguson, 1996; Buckley, 1996; McElwee, 1998). Attention is
increasingly directed at what are variously termed “high risk",
“high challenge” and “at risk™ children with a child protection
service concentrated on an even smaller number of cases at the
heavy end of the (perceived) spectrum of risk. At the same
time, as noted above, professionals feel that they have been
targeted by a media insistent on sensationalising stories of ne-
glect which adds to a general feeling of crisis and despair
amongst professionals and the public.'

Sections of the media, over the past two decades, have at-
tempted to single out individual child protection workers rather

'% This has been a source of debate at a number of annual conferences of the
Irish Association of Care Workers.
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than concentrating on institutions.'' The litany of cases where
blame has focused on professionals has entered the public con-
sciousness. The Jasmine Beckford, Cleveland affair, Pindown
scandal, Orkney affair and the Kincora Boys Home in the UK and
the Madonna House, Trudder House, Kilkenny incest case, the
“Kelly” case to name but some child care scandals, all attest to
this. The Report on “Kelly” notably recognises the dangers of
blaming individuals, but at the same time is critical of the West-
ern Health Board by pointing to a systems accountability.

There will be those who will argue that individual practitio-
ners should be identified and held accountable. Responsibility
for inadequate or ineffective intervention must be seen to be
corporate rather than individual (Interim Report of the Joint
Committee on the Family, 1996, p. 211).

Social workers and social care practitioners do take risks in
the interest of the client, but continually argue that they have to
individually carry the responsibility for this in terms of social
policy ambiguity. This does not only affect social workers. A
leading medical doctor, based for a time at the Sexual Assault
Unit of the Rotunda Hospital in Dublin, has been heavily criti-
cised by a number of parents who claim they were wrongly ac-
cused of child abuse. Her pioneering work in validating cases
of child abuse during the 1980s has been called into question
and the Irish Medical Council established an inquiry into com-
plaints of her professional misconduct. This case was widely
reported in the media and has yet to be resolved.

MANDATORY REPORTING OF CHILD ABUSE

A particular disappointment with the 1991 Act is that it fails to
deal with the issue of mandatory reporting which was to be in-
cluded in the original Child Care Bill, but was defeated in the
Dail debates and subsequently removed from the later Child
Care Act. This has led to significant discussion amongst child

N Although the emphasis in Ireland has been on social workers over the past
decade, there is food for thought in all of this for the country’s social care
practitioners as they will, increasingly, come under public scrutiny.
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care professionals and academics. A great deal has been made
in the press about the recently published National Guidelines for
the Protection and Welfare of Children (1999), which states that:

All personnel involved in organisations working with chil-
dren should be alert to the possibility of child abuse. They
need to be aware of their obligations to convey any reason-
able concerns or suspicions to the health board and to be
informed of the correct procedures for doing so (DOH&C,
1999).

The stated aims of the new guidelines are to “assist people in
identifying and reporting child abuse and to improve profes-
sional practice in both statutory and voluntary agencies”. The
guidelines seek to “improve”, “clarify” and “enhance” the ex-
isting situation and are to be broadly welcomed, although I
have outlined a number of reservations elsewhere (McElwee,
1999Db). In terms of professional practice, the onus will now be a
legal and professional duty to report as distinct from the admin-
istrative and bureaucratic duties of the past (Tunstill, 1997). This
point is crucial.

Let me provide just a few examples here of the complexities
I have referred to earlier in this chapter. In relation to juvenile
prostitution, I feel that the new document gives out mixed mes-
sages to children. On the one hand it states that the “welfare of
children is of paramount importance” and yet it also acknowl-
edges that “the criminal dimension of any action cannot be ig-
nored”. This creates significant issues for outreach workers in
this area. What does one do about juvenile involvement in
prostitution where laws are being broken? It also states “chil-
dren have a right to be heard and taken seriously. . . . They
should be consulted and involved in relation to all matters and
decisions that affect their lives”. Again, what does one do if a
juvenile states expressly that they do not want their activity re-
ported? Perhaps most ironic of all is the statement that “early
intervention and support should be available to promote the
welfare of children and families, particularly where they are
vulnerable or at risk of not receiving adequate care or atten-
tion”. The reality is that children and adolescents are being
missed by the social services safety net on a daily basis despite
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the (supposed) presence of a duty social worker who is desig-

nated to deal with “cases of emergency”."

CHILD TRAFFICKING END PORNOGRAPHY

In many ways, the 1991 Child Care Act set the climate for the
introduction of the Child Trafficking and Pornography Act, 1998
as this Act also has the safety and welfare of children at its
heart. This Act is examined in detail elsewhere (see Shannon,
this volume), but let us consider some related issues.

Levels of Research on the Trafficking of Children for
Sexual Purposes

There has been little academic research published on traffick-
ing of children for sexual purposes in an Irish context with the
exception of my own background paper for the Department of
Foreign Affairs (McElwee, 1999c). The COPINE Project based at
University College Cork (with the assistance of the Gardai,
Customs and Department of Justice, Equality and Law Reform)
is involved in a European study on child trafficking and is about
to focus on the Irish situation.'® Currently, the project has no hard
data on trafficking of Irish minors (Delaney, 2000). The Gardai
suggest that trafficking for sexual purposes is not yet a problem
in this country, but outreach workers have expressed concerns,
particularly around “refugee’ populations and international mo-
bility. In my (1999¢) research I could find no reliable evidence to
support the claim that trafficking of Irish children for sexual pur-
poses was a significant problem, but I do not doubt we will have
to return to this issue. Indeed, at the time of completing this
chapter in July, 2000 what was described as “Ireland’s first sex
slave case” is under investigation by the Gardai.

'2 The aspiration “under no circumstances should a child be left in a danger-
ous situation pending health board intervention” is fine in principle, but does
not easily translate in practice.

¥ COPINE’s study is called “Child Sex Tourism and Child Trafficking in
Europe: A Case Study Analysis for Police Training".
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Child Pornography and the Internet: “Netiquette” for
“Nasty” People

A survey of 1,000 adults carried out by Amarach Consulting
found that 21 per cent of Irish adults said that they had come
across something they considered either illegal or harmful
while using the Internet and that only two of these people had
phoned the Gardai (Henry, 2000). One of the most difficult ar-
eas of pornography to police is the Internet, and Internet Serv-
ice Providers have recently been told by the Minister for State
and Children to ensure they do as much as possible to combat
child pornography (Hanafin, 2000). In relation to the Internet,
the Department of Justice, Equality and Law Reform estimates
that there has been approximately six convictions under the
1998 Act with two of these related to possession of computer
files (McElwee, 1999c)." In July 2000, a German national who is
a computer technician, Tobias Vollmer, was jailed for eighteen
months after admitting possession of child pornography.

I'reland now has an estimated 200,000 regular Internet users
(RTE, 9 September 1999) and the government is actively pursu-
ing a policy of attracting children in rural and urban areas into
using the Internet for educational purposes. In many households,
children are fully conversant with the Internet whilst their par-
ents feel helplessly ignorant and cannot navigate cyberspace.
Parents have to trust their children in their use of the Internet and
this is a cause for concern. Parents, as well as children, need to
be educated on the uses of the Internet.

The Expert Working Group on the Illegal and Harmful
Use of the Internet

The “down side of the net” is currently being considered by a
Working Group on the Illegal and Harmful Use of the Internet.
One of the points noted by the expert group was the need to
make a distinction between “harmful” and “illegal” material on
the net. Response strategies will, therefore, differ between

14 ,
' The Department of Justice feels that (at least from anecdotal evidence) there
is “not much” home produced child pornography.
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states and, even, within states and this point demands a chapter
in itself. Research from the COPINE project in University Col-
lege Cork suggests that the net is frequently accessed by pae-
dophiles and is the main point for distribution of pornographic
material. In her assessment of child pornography images Hol-
land (1999) downloaded pictures from 42 newsgroups includ-
ing images of soft child pornography and child erotica. The
COPINE project now has over 5,000 pictures analysed and en-
tered into their database.'®

The Expert Working Group on the Illegal and Harmful Use of
the Internet note that one of the central difficulties in attempting
to police the net from a legal perspective is that “the Internet
operates on an international basis whilst the law operates on a
territorial basis . . . the extent to which national law operates can
therefore be a complex issue to decide" (Working Group, 1998,
p. 3). At the end of the day, the only opportunity for policing the
Internet lies with international co-operation and if, and when,
Internet Service Providers agree to regulate the material they
receive.'® The main recommendations of the Working Group
were self-regulation, the establishment of a non-statutory com-
plaints hotline, the creation of a non-statutory Advisory Board, a
national awareness campaign by the Information Society Com-
mission, the “proofing” of all Internet legislation and the im-
provement of training programmes for Gardai, law enforcement
and the judiciary (Working Group, 1998, p. 7).

In November 1999, the Internet Service Providers' Associa-
tion of Ireland launched a hotline (www.hotline.ie) to mixed re-
views and an Internet Advisory Board has been established.

19 Eighty-eight per cent of the pictures are of girls with 12 per cent showing
boys.

1% See Horgan and Daly Jermyn (1999) for a legal interpretation of child por-
nography and the Internet in an Irish context.

'" A number of NGO's have expressed concern at the potential misuse of the
net. Barnardos in the UK has just published a report and a video titled Whose
Daughter Next? as a resource on children involved in prostitution and Barnar-
dos Ireland are about to produce a leaflet, directed at families, on the Inter-
net. This is in terms of children being de-sensitised to sexual images and the
potential of Irish children to be “sucked into” pornography.
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The hotline is an attempt at self-regulation as links will be con-
structed between members of the Association and the website.
On the one hand, the Internet Service Providers have voiced
concerns at the lack of government funding to the hotline and
on the other hand, some commentators have raised the ques-
tion of the validity of an intermediary such as a hotline. Would it
not be easier to simply report one’s concerns to the Gardai?
(Lillington, 2000).

Linking Pornography with Child Sexual Abuse

Is there any evidence to suggest a link between pornography
and sexual abuse? For me, there is. A frequent visitor to Ire-
land, the psychologist Ray Wyre, believes that fantasy and be-
haviour are directly related. He outlines that pornography is
present in every stage of sexual abuse and that men masturbate
with pornographic material legitimating their distorted think-
ing. The danger here is that this acts as a re-enforcer to the
ideas and behaviour of pornography (Wyre, 1992).

Pornography can be utilised to lead children into sexual
play by getting them to talk about sex. One sees countless
cases of paedophiles using pornography with minors as a gate
into a deviant world — one where the adult has the power and
the child is powerless. Finally, Van Parijs (1999) describes child
pornography as a plague which plays a real part in cases of
child sexual abuse; therefore, a differentiation between “real”
and “fictitious” images is not relevant.

PART 2: SERVICE INITIATIVES

TRAINING AND PROFESSIONALISATION OF SOCIAL CARE
WORKERS

It should be apparent at this stage that child protection and
welfare is a highly specialised and complex area of work. Chil-
dren who have been abused require sustained intervention,
encouragement, patience, consistency and time from staff
working with them and the training of child care workers has a
profound effect on whether or not they help or further harm a
child that has been abused (Kuykendall, 1990).
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It is of interest that social care in Ireland was born out of “se-
rious deficiencies in the running of children's centres . . . and
the recognition of the need for professionally trained staff”
(Kennedy and Gallagher, 1997). Put somewhat differently, so-
cial care has traditionally been associated with problems rather
than solutions in Ireland (McElwee, 2000b). One of the more
enlightened comments from the Kennedy Report (1970, p. 15)
in relation to staffing the Industrial Schools was that “there ap-
pears to be a tendency to staff the schools, in part at least, with
those who are no longer required in other work rather than
those specially chosen for Child Care work”. One wonders how
much the situation has really changed?

As was the case in the 1970s, there is a serious difficulty in
recruiting people into specific sections of the caring profes-
sions such as mental health nursing and residential social care
to name but two sub-disciplines. Anecdotal evidence available
to me from over 200 social care placement visits throughout
Ireland indicates that the perceived threat of allegations around
abuse has been a further disincentive, particularly over the past
five years. The reluctance of males to consider the caring pro-
fessions has wide-ranging implications that pressures of space
do not allow me to develop here (Wells et al., 2000).

INVESTIGATION, VERIFICATION AND NOTIFICATION OF CHILD
ABUSE

Many people involved in work with vulnerable children and
adolescents receive inadequate training in investigation, verifi-
cation and notification of child abuse and are at a distinct disad-
vantage when mandatory reporting is introduced, as they con-
tinue to be unfamiliar with the now expected codes of practice.
Furthermore, there is inconsistency in provision, access and
continuity of training around reporting, investigating and deal-
ing with disclosures of child sexual abuse between the health
boards and voluntary agencies. The areas of training around
child abuse targeted in North American child care practice fo-
cus on competence in communication, helping skills, disci-
pline, guidance and use of self (Bausch-Rossnagel and Worman,
1985).
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There is some good news. In relation to health board train-
ing, more resources are being put in place and more staff are
_receiving ongoing training on a consistent basis. For example,
in the Eastern Health Board (the country’s largest) over 300
training places were purchased from external training provid-
ers which dealt with a range of issues from child abuse to cul-
turally sensitive practice to family group conferences to name
but some (EHB, 1999, p. 78)."° Nonetheless the Eastern Health
Board does admit a shortfall in the following areas:

* Development of a regional strategic plan leading to region-
wide training framework

* Further development of multi-disciplinary training

* Development of a region-wide joint training programme
with An Garda Siochana

* Expanded response to service developments such as Pre-
."School Inspectorate, Therapeutic Crisis Intervention train-
ing, best practice and developments

* The Training and Development Unit requires enhanced ad-
ministrative support (EHB, 1999, p. 79).

This is worrying given the complexities of dealing with child
sexual abuse."®

The Children First (1999) document has a dedicated section
on training in child protection (chapter 14) and this sets out the
parameters for future training stating that “all agencies in-
volved with children have a responsibility to ensure that such
training is available on an ongoing basis” (DOHC, 1999, P-
117). Nonetheless, given the shoestring budgets that many
agencies operate under, this might be difficult to achieve.

The document targets two key groups for training in child
care and protection including staff in the health boards and An

18
Now re-named the Eastern Regional Health Authority.

19
It would also be useful if the health boards could break down their statistics in

a little more detail and let us know the particular grades and sub-disciplines
sent on these training courses.
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Garda Siochana by virtue of their statutory responsibility for
child protection. Finally, it is welcome news that a percentage
of the annual budget in each agency has been directed explic-
itly to cover child protection training.

REPORT WRITING AND RECORD KEEPING

Inadequate time is given to training in recording and reporting
in social care practice and this needs to be addressed at train-
ing level (Gloster, in press). I continue to see what I would term
“scrappy” and colloguial accounts of proceedings and delib-
erations in child care practice. The introduction of the Freedom
of Information Act, 1998 will go some way towards remedying
this, but child protection and welfare staff will require ongoing
support (Crowdle, 2000). I include here moral support (super-
vision) and technical support (photocopy machines, computers,
discs, dictaphones) in addition to legal support.

TRAINING IN SPECIFIC AREAS OF CHILD PROTECTION:
THE NEED FOR REFORM

I have written extensively on the issue of the training and pro-
fessionalisation of Irish social care work in the past and a recur-
ring theme for me is that, particularly at the lower levels of
training (Introductory Certificate and Certificate), the require-
ments between the various providers differ considerably. For
example, one can obtain a Certificate in Social Care through
distance education with limited seminar contact from one Irish
university, whilst a certificate from the Institutes of Technolo-
gies requires a minimum of two years attendance at college
over six academic terms with two/three structured, supervised
practice placements. This creates a scenario where there is
confusion amongst the public as to what courses are valid for
entry into professional social care work, amongst students at-
tending different courses and amongst service providers and
employers. It is also the case that some courses cannot allocate
the same amount of time to such topics as child sexual abuse
when they are of much shorter duration than other courses.

The formation of the Irish Association of Social Care Educa-
tors will go some way towards ensuring the training becomes
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increasingly politicised and standardised with employers and
our colleagues in education, but there is room for much im-
provement.”’ The health boards themselves will have to actively
rethink the qualifications issue and will be forced to co-operate
more than has been the case in the past with the various train-
ing providers.

My own view is that no one should be permitted to work in
social care with vulnerable populations without a minimum cer-
tificate (two years study period in a third level environment)
and that a degree should become the standard base qualifica-
tion within five years (McElwee, 2000a). Although one can un-
derstand the health boards allowing unqualified staff to work
with vulnerable children as there are so many vacancies in the
system (see McElwee, 2000c), this is not a desirable situation
and it is not one social care practitioners themselves should
permit. This is particularly the case in relation to work in the
area of child sexual abuse.

Since the mid-1990s, a degree programme has been made
available within the Institutes of Technology for social care
practitioners and has taken in graduates from allied disciplines
such as psychiatric nursing, remedial teaching and social work.
Despite this, there is some ambiguity from the health boards as
to their level of acceptance of further awards in social care and
the professional status of the awards ladder from certificate to
degree. Again, this may be redressed when, and if, statutory
registration of social care staff is passed through legislation.

MONITORING STAFF WORKING WITH VULNERABLE CHILDREN

There are a number of areas of social care that will require
close monitoring in terms of recruitment and retention of quali-
fied staff. The entire field of residential care is experiencing a
drain to community care and other disciplines such as youth
work and community work since the early 1990s. This will be-

?® The 1ASCE comprises membership from the Athlone Institute of Technol-
ogy, the Cork Institute of Technology, the Dublin Institute of Technology, the
Institute of Technology at Sligo, the Institute of Technology at Tralee, Water-
ford Institute of Technology and St. Patrick’s College Carlow.
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come even more problematic for managers of residential cen-
tres as social care falls in behind social work in terms of legal-
istic approaches to work (McElwee, 2000c). Indeed, a director
of a large residential care facility in the Mid-Western Health
Board area recently informed me that his problem was “at-
tracting in people with a diploma never mind a degree” as the
pay rates were seen as inadequate, the work was understood to
be difficult and there was a trend towards community child care
work.

THE NEED FOR A PROFESSIONAL REGISTER

I have also called for the establishment of a register of staff
working with vulnerable populations in social care (McElwee,
2000a) and am currently in negotiations with the Child Care
Policy Unit in the Department of Health and Children on this is-
sue. In ongoing research for a national profile of social care
practitioners in Ireland, 100 per cent of respondents currently
working in social care indicated that they were in favour of a
national register to practice (McElwee, 2000a). As I have men-
tioned earlier in this chapter, the Department is holding a se-
ries of workshops on this issue with various service providers,
but there are many areas to be teased out and the deliberations
of these workshops must be brought to the annual conferences
of all the associations involved.

Is SOCIAL CARE A PROFESSION?

Can we legitimately call social care a profession? The answer to
this is both yes and no. It seems to me that social care can best
be understood as an evolving or emergent profession (McEIl-
wee, 2000b). For example, drawing on my preceding discus-
sion in this chapter, the National Guidelines for the Protection
and Welfare of Children (1999) fail to specify a “social care
worker"” as a designated officer, but refer instead to “child care
workers”. I note that “public health nurses” are accorded their
own category and not given the generic title of “nurse” (which
is listed separately). This insistence by the Department of
Health and Children on maintaining the older terminology
(child care workers) as opposed to the terminology employed
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by the third level training institutes and graduates (social care
workers) “keeps social care workers down” to quote an ex-
student of mine. This must be proactively addressed by the
representative associations.

Social care has come a considerable distance since the
publication of the Kennedy Report in 1970, but it still has a long
way to go. A number of opportunities have been missed. These
include the harmonisation of social care and social work train-
ing, the movement between social care and mental health edu-
cation, the failure of successive governments to grasp the
thorny issues within social care (one thinks here of State regis-
tration and mandatory reporting) and the failure to place a
fence around social care as a distinct discipline. On the other
hand, the Institutes of Technology have begun to co-ordinate
training and education at third level, membership of the Irish
Association of Care Workers and Resident Managers’ Associa-
tion has grown significantly, the health boards have begun to
second staff to education programmes at a number of levels
and structured pay scales that take into account educational
qualifications have been developed.

WHAT SHOULD WE CONCENTRATE ON?

As the key discussion in this chapter is child sexnal abuse, it is
worth commenting on the level of training in this area. All of the
Institutes of Technology have modules on child abuse and a
number of them buy in external expertise to view specific treat-
ment programmes both nationally and internationally. There is a
concern that child abuse “may just be another module” and that
the colleges could concentrate on developing full modules
shared from a multi-disciplinary perspective drawing from social
workers, paediatricians, mental health workers and therapists.
Perhaps the colleges will explore in future years the viability of
their students gaining specific qualifications in the area of work-
ing with survivors of child abuse and CPD (Continuing Profes-
sional Development) is well placed to look further at this area.
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TRAINING PROGRAMMES

[ would like to see training programmes focusing on techno-
logical, sociological, environmental and psychological aspects
of child sexual abuse. Students should be given full courses on
how to safely navigate the Internet as many of them will be called
on to sit patiently with children as they, in turn, use the Internet.
Students should be exposed to all relevant legislation around
child abuse (in the widest sense of that term) and should sit rig-
orous examinations in this area. Furthermore, they should com-
plete at least one practice placement with children who have
been abused prior to gaining their professional qualification.

Child abuse should be fully explored in group dynamics
sessions and the reaction of students should be formally noted
by their tutors. Individual work should then take place with stu-
dents as this area is so complex. They must be adequately
trained and this must be a life-long process. Colleges and the
practice environment must continue to work together in part-
nership in the provision of courses.

CONCLUSION

This chapter has discussed the 1991 Child Care Act, the traffick-
ing of children for sexual purposes, child pornography and some
training issues pertinent to social care practitioners. All of us in-
volved in education and training must consistently emphasise a
child-centred approach. Work with children who have experi-
enced sexual abuse must be highly individualised and use of self
must be clearly thought through. Above all, the child must be
nurtured and a powerful image of normalcy developed.

There are connections between the four areas discussed in
this chapter. Our collective programmes must be unafraid to
challenge orthodoxy and must continually push forward an em-
pirically-led research agenda. A few years ago, none of our
courses included a formal study of the Internet and its potential
for further abusing children and young people who have been
damaged by sexual abuse. One thinks here of the reports in the
media of children “befriending” other children in Internet chat
rooms only to discover that they have been communicating with
adult men who are sexual predators.
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Many of our courses still do not have full modules on child
pornography or the trafficking of children for sexual purposes
and material on how social care practitioners might best work
with these very complex and emotive issues. I feel that students
(and, indeed, practitioners) should be encouraged to explore
their own moral value systems and how these impinge on their
work practice as the personal and professional views held by
them determines their choice of response to any abuse sce-
nario. This is a point reinforced in the earlier work of Gelles
(1975) over 25 years ago.

We are now aware that child sexual abuse was, and is, a re-
ality and have actively redefined abuse through legislation and
practice initiatives. We know that we need to be careful in vet-
ting the type of people who work with vulnerable children, We
owe it to children and young people to put in place protective
measures, but we cannot be complacent. David Murray, who was
sentenced to ten years in prison for child sexual abuse, is a case
in point. He was a graduate of the first child care course in Kil-
kenny and worked for 25 years in centres spread throughout the
State before he was arrested and prosecuted. For me, this clearly
illustrates the imperative for an independent registration body
dedicated to social care practitioners where professionals are
consistently monitored and tracked throughout their careers in
the social care system (see McElwee, 2000a for a lengthy discus-
sion on certification and registration in social care).

Despite the letter and the spirit of the 1991 Child Care Act, it is
clear that the health boards, as institutions, have failed a disturb-
ingly sigmificant number of “at risk” children who remain in unsuit-
able accommodation (if they have any), who remain addicted to
chemical substances, who are involved in exploitative sex and who
live in such adverse circumstances that their survival is threatened.
This was bravely articulated in the Kilkenny Incest case in the South
Eastern Health Board, the Kelly case in the Western Health Board
and, most recently, in the McColgan case in the North Western
Health Board. Indeed, surveys suggest only a minority of people
now trust doctors, social workers and psychologists to take swift
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action when they find out a child is being abused (Irish Times, 22
January 1998) and we should be concerned about this.*'

There remains too much variation within and between health
boards in relation to how professionals respond to children *at
risk” of sexual exploitation. We need more informed commen-
tary around what constitutes child abuse exactly and what pre-
cisely should be done about it. In this, the role of empirical re-
search is crucial as a tool for informed policy development. It is
also disturbing that only a minority of cases of sexual abuse
reach prosecution, and only a percentage of these succeed.

Both Finkelhor (1992), in an American context, and Lalor
(1998) in an Irish context, suggest child sexual abuse went un-
noticed for centuries, and only by highlighting it can we undo
the consequences of its invisibility. In this process, an informed
public awareness of child protection and welfare is essential.
Mandatory reporting of child abuse has to be seen as part of a
wider strategy enabling and facilitating children’s participation
in social and political life. Children deserve to be heard as in-
dividuals in their own right, not as something they might even-
tually become — adults. A difficulty here has been recognised
by Kenny (1985) who discusses the relationship between law
and practice.

In relation to child trafficking and pornography, State De-
partments and the Gardai are taking this issue seriously and a
sustained and co-ordinated approach has been adopted. Ire-
land is co-operating with our international peers and research
is being conducted at a number of sites nationally (University
College Cork, Waterford Institute of Technology, Department
of Health and Children, Department of Foreign Affairs, Depart-
ment of Justice, Equality and Law Reform). Further arrests and
convictions are expected.

Although it may appear that this chapter has dealt with very
diverse areas, the link is the child and young person. Perhaps
the most disturbing fact is that child sexual abuse, child por-

1 A recent IMS poll of 1,400 people (1998) reported 44 per cent believed
professionals could be relied upon, which of course, means that 56 per cent of
people in the survey did not trust professionals.
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nography and child trafficking for sexual purposes create a
category of children seriously “at risk” both physically and
emotionally (Kelly, 1992).

We should continue to look at embracing relevant sections
of existing international legislation whilst drawing up our own
law unafraid to challenge “problematic” terminology. We
should look at effective ways and mechanisms of reporting and
referring “at risk” children and we should continue to test the
boundaries of knowledge, education and training in social care
in the area of child sexual abuse.
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Chapter Three

Therapy with Sexually Abused Children
Deirdre O’Shea & Rosaleen McElvaney

INTRODUCTION

This chapter outlines the issues relevant for working therapeu-
tically with children who have been sexually abused. Any dis-
cussion of such work must begin with an overview of the impact
of sexual abuse, and the various theoretical frameworks which
are available to help us understand what happens to children,
and those around them, when they are sexually abused. Par-
ticular issues for therapists are outlined and a protocol offered
for proceeding with assessing a child and family's therapeutic
needs. Basic requirements for creating an environment where
healing can take place are suggested and the therapy process
itself is described, including a discussion of both individual and
group therapy, with reference to both abuse-focused therapy
and non-directive approaches. The importance of working with
families is highlighted and those issues pertinent to family work
are noted. Finally, a short vignette is offered to illustrate the
process of what happens when a child engages in therapy. Re-
source materials are listed at the end of the chapter which may
be useful when undertaking this work.

SERVICES

In Ireland, therapeutic services for children who have been
sexually abused are primarily offered by the statutory services
within each of the eight health boards around the country.
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These may be accessed through local health centres, by con-
tacting the local social worker or psychologist or they may be
offered by the Child Psychiatry Services and may require a re-
ferral from a general practitioner. Within the Eastern Health
Board region there are two specialist therapy services for this
group of children and their families, St. Clare’s Unit, The Chil-
dren’s Hospital, Temple St. and St. Louise’s Unit, The Hospital
for Sick Children, Crumlin. In the voluntary sector, Children at
Risk in Ireland (CARI) provide specialist services in both Dublin
and Limerick. Other voluntary organisations that provide a
wide range of therapeutic services to children and their fami-
lies include the Irish Society for Prevention of Cruelty to Chil-
dren (ISPCC) and Barnardo’s. Psychologists, social workers,
psychiatrists and psychotherapists also work in the private
sector and may have an interest or expertise in this area. Pro-
fessionals in both the public and private sector are usually reg-
istered with their professional body and their credentials can
be checked out quite easily.

IMPACT OF SEXUAL ABUSE

In any discussion of the impact of sexual abuse on an individual,
it is important to acknowledge that some children who have
been sexually abused do not appear to suffer adverse conse-
quences and are able to deal with the experience without the
need for professional intervention. Distress in children is not
always visible or easily assessed as some children may inter-
nalise the hurt causing, for example, poor self-concept. Other
children may be able to cope adequately at the time but may
experience difficulties in later life which can be re-triggered by
other life experiences as they grow into adulthood. Finkelhor
(1990) estimated that between one-quarter and one-third of
sexually abused children have adequate psychological and so-
cial resources to cope with the experience of sexual abuse
without adverse long-term consequences. Considerable re-
search has been carried out to ascertain why it is that some
children are traumatised as a result of sexual abuse and other
children are able to cope quite well following this experience
but with little consensus on findings.
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In order to assess individual impact it is necessary to take a
broad perspective and include the child, the family and the
broader network within which the child lives. The trauma lit-
erature suggests, according to Briere (1997), that the amount of
post-traumatic symptomatology an individual experiences is a
function of at least four broad variables:

e Characteristics of the stressor: Factors such as the dura-
tion and frequency of the abuse; the relationship between
the child and the abuser; the age and sex of the abuser; the
type of sexual activity; the use of physical force and vio-
lence; the age of onset; whether the child disclosed the ex-
perience and the reaction to this disclosure; whether the
child participated in the abuse experience (Sanderson,
1990).

e« Variables specific to the victim: The impact of abuse can
vary according to the psychological makeup of individual
children, their personal experiences prior to the abuse and
resultant coping strategies. However, it is also noteworthy
that a number of child molesters report that their assessment
of the child’s degree of loneliness and distress is a factor in
targeting children for sexual abuse and the finding that vul-
nerable children may be more often targeted by sex of-
fenders is supported by some research on victims (Salter,
1995). “Children are in every case hungry for love, but of-
fenders sometimes choose children who are starving for it”
(Salter, 1995).

¢ Subjective response to the stressor: how the child reacted
to the abuse.

¢ The response of others to the victim: the social supports
available to the child, for example, having someone to tell.

To understand the effects of sexual abuse, one must accept as a
starting point that a sexually abusive experience has the poten-
tial to inflict monumental suffering on children and their fami-
lies. There are potentially physical, psychological and social
consequences. The Department of Health Child Abuse Guide-
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lines (1987) details the behavioural and psychological sequelae
of child abuse on the individual child.

THEORETICAL MODELS

Therapeutic interventions with children who have been sexu-
ally abused need to be firmly embedded in theoretical models
of human behaviour in order to be systematically effective.
There are a number of different theoretical positions which in-
form the therapeutic work.

Feminist theory emphasises the role of power and degra-
dation as motivational factors in sexual violation and views child
sexual abuse/incest as an endemic societal manifestation of the
power imbalance between the sexes (Herman, 1992: Russell,
1986). Social conditioning into roles of power and domination
versus passivity and dependency contribute to the setting for
abuse to take place. There is a strong emphasis on
empowerment in the therapeutic process.

Feminism stresses the subjective knowledge of the individ-
ual. The client is the expert on their own experience and ther-
apy seeks to validate the victim’s experience. There is now a
widely accepted view which has its origins in Feminist theory
that symptoms are a creative adaptation to highly negative cir-
cumstances. Survival skills that enable the victim to cope in the
immediate aftermath may become maladaptive as the child
grows into adulthood, creating secondary difficulties which
need to be resolved in adulthood.

Post-traumatic Stress Disorder is defined as a traumatic
event in which both of the following are present: (1) the person
experienced, witnessed, or was confronted with an event or
events that involved actual or threatened death or serious in-
jury, or a threat to the physical integrity of self or others and (2)
the person’s response involved intense fear, helplessness or
horror. In children, this may be expressed instead by disor-
ganised or agitated behaviour (American Psychiatric Associa-
tion, 1994). Finkelhor (1988) has criticised the PTSD model for
its emphasis on effect, how the victim feels, without addressing
many of the cognitive effects observed in children who have
been sexually abused, and notes that it does not apply to all
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victims and is limited in its ability to describe the dynamics of
sexual abuse that lead to a certain set of symptoms. Other
symptoms which appear outside the PTSD model include fear,
depression, self-blame, guilt and sexual problems as well as
self-destructive behaviours such as suicide, substance abuse
and revictimisation (Briere and Runtz, 1988).

The Traumagenic Dynamics IModel of child sexual
abuse (Finkelhor and Browne, 1985) proposes four dynamics
which explain the impact of child sexual abuse: traumatic sex-
ualisation, betrayal, powerlessness and stigmatisation. Ac-
cording to Finkelhor and Browne these dynamics are:

not necessarily unique to sexual abuse. They occur in other
kinds of trauma. But the conjunction of these four dynamics
in one set of circumstances is what makes the trauma of sex-
ual abuse unique, different from such childhood traumas as
the divorce of a child's parents or even being the victim of
physical child abuse. These dynamics alter children’s cog-
nitive and emotional orientation to the world, and create
trauma by distorting children's self-concept, world view,
and affective capacities (pp. 530-531).

The model outlines the dynamics involved in the four factors,
the psychological impact of these dynamics on the child and the
behavioural manifestations. The model presents a descriptive
framework which accounts for the variety, diversity and extent
of observed effects of child sexual abuse. It helps to explain
similar effects with different manifestations. It conceptualises
child sexual abuse as a process, not simply as a distinct event,
and therefore takes into account the child’s life prior to the
abuse experience which may have made the child vulnerable
to sexual abuse, such as elements of betrayal or unstable family
relationships (Sanderson, 1990). This model reinforces the im-
portance of individualised therapy for each child rather than
adopting a formalised, structured therapeutic framework or
model.

Developmental Psychology and Object Relations Theory
suggests that chronic abuse by family members inevitably al-
ters the full development of the child (Courtois, 1988). It in-
volves the sacrifice of the self to the satisfaction or care of the
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family which can lead to serious damage to the child's sense of
self, often causing a fragmented identity to develop. Children
often talk about having a sense of “not being myself’. The
sense of a “normal self” is lost as defences and symptoms be-
come entrenched into the child’s developing personality. Ac-
cording to Van der Kolk (1987):

The earliest and possibly most damaging psychological
trauma is the loss of a secure base. When caregivers who
are supposed to be sources of protection and nurturance
become simultaneously the main sources of danger, a child
must manoeuvre psychologically to re-establish some sense
of safety, often becoming fearfully and hungrily attached,
unwillingly or anxiously obedient, and apprehensive lest
the caregiver be unavailable when needed (p. 32).

To survive, the child must resort to primitive ego defences to
protect him/herself. These include denial, projection, introjec-
tion, splitting, avoidance, and distancing. Children become
confused and the meanings of love and sexuality become in-
tertwined. It is necessary for the child’s survival to perceive
their parents as “good” yet what is happening is clearly bad,
thus the child sees themselves as “bad”, deserving the parent’s
treatment, therefore maintaining the image of the parent as
good. Roland Summit (1983), in the Child Sexual Abuse Accom-
modation Syndrome, describes how the sexually abused child
psychologically adapts to the sexual abuse and accommodates
so that life is turned into a seemingly normal event allowing for
psycholeogical survival. Secrecy and helplessness and possible
unpredictability and threat to life are constantly reinforced in
renewed invasions into the child’s physical and mental integrity
and autonomy. Although this helps the child maintain an illusion
of control, it can have very serious consequences for the child’s
sense of themselves and self-esteem. Child abuse in its many
forms inevitably interferes to some extent with the achievement
of the various developmental tasks which the healthy child
needs to complete to grow into a healthy adult.

In this model, therapy is about the search for the “true self”,
the dismantling and dissolution of the “false self” that devel-
oped in order to protect the child from psychological disinte-
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gration. Therapeutic work referred to as “inner child work”
draws to a large extent on this model and is about helping the
individual to both remember the trauma and to feel the emo-
tions which were split off at the time in order to survive the
abuse ordeal. Work focuses on family patterns and how the
child’s development fitted into these patterns. This model em-
phasises the importance of the therapeutic environment being
one of safety, consistency and reliability.

Grief Theory: Victimisation of any sort involves loss — of
control of life assumptions, of innocence, of a sense of safety in
the world, and very often of the self as it was before the victimi-
sation, of self-esteem, sense of personal worth and body integ-
rity; loss of trust. Many adult survivors refer to their sense of
“lost childhood"; children refer to not having a sense of them-
selves as “a child”. This can show itself in the growing child
developing a compulsive pattern of seeking out lost opportuni-
ties in a futile search for what was denied them in their child-
hood. Kubler Ross (1982) has written extensively on both theo-
ries of loss and the process of recovery. According to this
model, in order to heal, the individual must accept the losses,
stop trying to heal the family and stop the self-sacrifice entailed
in the effort. This involves admitting the inability to control the
circumstances. It is through this process that the pain associ-
ated with grief is experienced and the grieving process takes
over.

Tilman Furniss’ Syndrome of Secrecy (1991) highlights
the difference between child sexual abuse and other forms of
child abuse. Child sexual abuse as syndrome of secrecy for the
child is determined by external factors, by specific aspects of
secrecy in the abusive interaction itself and by internal psy-
chological factors. External factors relate to the lack of corrobo-
rative evidence, implicit and explicit pressure on the child not
to tell and anxiety about the consequences of disclosure. Inter-
actional aspects of secrecy describe the nature and process of
the abuser’s relationship with the child and how this contributes
to the powerful dynamic of secrecy. Internal psychological
factors refer to internal processes within the child and how this
maintains the secret. There is a similarity between Bastiaans’
(1957) (cited in Furniss, 1991) description of the concentration
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camp syndrome and the process of sexual abuse in that in both
situations an extreme survival mechanism of normalising the
experience can occur. A psychological state can evolve in
which the experience is psychologically wiped out and “for-
gotten about”, only to re-emerge in later life when new stressful
events result in flashbacks which threaten to flood and over-
whelm entirely the coping mechanisms and defences of the
survivor. A further similarity between the experience of child-
hood sexual abuse and concentration camp experience is that
the perpetrator in both scenarios is often also the caretaker and
provider, sometimes of positive emotional attention. This ele-
ment is crucial in understanding the seemingly bizarre attach-
ments and loyalties between victim and perpetrator.

These models do overlap although they place different em-
phases on different issues and all contribute significantly to the
understanding of child sexual abuse. However, they can only
be valuable in the context of a thorough knowledge of child de-
velopment and how the impact of child sexual abuse varies ac-
cording to developmental stage. Also, there are different im-
pact issues for boys and for girls which have not been ade-
quately explored in these models. It is therefore important to
take account of gender but also of race, culture, class, sexuality,
disability and religion which will influence the child and fam-
ily’s perception/beliefs about and response to the abuse.

ISSUES FOR THERAPISTS

Working therapeutically with children places demands on
therapists. This section therefore applies to any therapeutic
work with children but certain issues are particularly relevant
to the area of sexual abuse. Firstly, an understanding of the dy-
namics of child sexual abuse, theoretical models, abnormal
psychology and a thorough knowledge of child development is
essential. Regular access to supervision and support which
should involve formalised regular supervision is necessary,
both case management supervision in relation to decision
making and clinical supervision in relation to the therapeutic
process. Conscious awareness of one’s own family history, po-
tential personal issues, attitudes to sexuality and child sexual
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abuse as well as a willingness to seek help with unresolved
conflicts are essential. The therapist's own life experiences in-
fluence their belief systems and how they work in therapy.
Transference and counter-transference issues will operate
and influence the therapeutic work. In therapy, children can
often experience the therapist as a symbolic representation of
other psychologically important authority figures in their lives
and respond to the therapist in this way (both behaviourally
and emotionally). Similarly, the child or the therapy process
may evoke some unresolved conflictual feelings which need to
be recognised as counter-transference and brought to an ap-
propriate forum such as supervision or personal therapy.
Gender differences need to be acknowledged and how this
might impact on the therapeutic relationship. There are advan-
tages and disadvantages to both female and male therapists
depending on the gender of the child, the gender of the abuser,
the emotional relationship between child and abuser, the
child’s relationship with both parents, the child and family’s at-
titudes to men or women and the possible need for an alterna-
tive role model. It is important to emphasise that the gender of
the therapist is an issue for both the child and the therapist as
transference issues for the child can raise significant counter-
transference issues for the therapist. The impact of abuse mate-
rial on the therapist is also significant. Secondary post-
traumatic stress or vicarious traumatisation can arise for thera-
pists when working with children who have experienced
trauma. This can take the form of a tendency to discuss sexual
abuse excessively outside of work, feeling overwhelmed by the
abuse material, feelings of numbness and listlessness, experi-
encing a lack of safety in the world or experiencing flashbacks,
dreams or nightmares with abuse content. Boundary issues
need particular attention when working with children who have
been sexually abused, given that the trauma they have experi-
enced has been one of boundary violation. It is the role of the
therapist (similar to the parent) to create safety in the therapy
through the establishment and maintenance of appropriate
boundaries. Difficulties which may arise include moving ap-
pointment times, ending on time, touch, and therapist's self-
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disclosure (see Pearlman and Saakvitne (1997) for a full discus-
sion of vicarious traumatisation and boundary issues).

ASSESSMENT FOR THERAPY

Assessment for therapy is primarily about identifying the im-
pact of the abuse on the child and their family, determining
whether therapy is appropriate and necessary at this time and
deciding what form the therapy should take. A systemic ap-
proach involves assessing children in their context, their family
or care system and planning therapeutic interventions for the
whole system. For those children in residential care it may be
important to offer consultation and/or support in the issues that
arise in caring for children who have been sexually abused.

A thorough assessment involves a three-stage process, each
of which are examined below: (1) obtaining information rele-
vant to the therapy, (2) the initial assessment appointment(s)
between the child, family and therapist and (3) planning the
therapeutic intervention.

Obtaining Information Relevant to the Therapy

The information needed can be obtained from three sources:
the referring agency or other agencies involved with the family,
the assessment report and the family. In our legal context it is
necessary for a forenmsic interview to have been undertaken
with the child before engaging the child in therapy that is spe-
cifically abuse-focused. It is important to draw a distinction
between a forensic assessment which is for legal purposes and
a therapeutic assessment which is primarily to ascertain the
child’s needs. A thorough assessment would require the fol-
lowing information:

* Detailed family history including attitudes to sexuality, any
other traumatic experiences that the child or family may
have had, support available to the child and family

* BSpecific abuse details, how the abuse was discov-
ered/disclosed, the current situation regarding the child’s
safety, legal proceedings, contact with the abuser and the
family’s reaction to the disclosure
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e Child’s presentation and level of functioning; communica-
tion skills, developmental level (cognitive, emotional, sex-
ual), how the child is doing educationally, interests and
hobbies, the effects of the abuse on the child — emotions,
behaviour, relationships, current concerns about the child
and strengths in the child’s life

« The impact of the abuse on the family — the parents and
siblings, parents’ psychological functioning, parenting is-
sues and level of support available to them.

+ Previous experiences of therapy, if any, and the child's view
of this, parents’ expectations and views of therapy.

Assessment is an ongoing process throughout therapy. Some of
this information becomes available in the course of therapy and
may change over time, for example, family reaction to disclo-
sure. Disclosure is generally not a one-off incident but an on-
going process that often continues during therapy as the child
develops trust and a sense of physical and emotional safety.

The Initial Therapy Assessment

This is often the first meeting between the therapist and the
child and family and so is the beginning of the therapeutic rela-
tionship. A significant aim is to make a connection with the child
and their family. It involves a dual focus — information for the
child and family about therapy and information for the thera-
pist. This sharing of information is essential in order to em-
power the child and family to make an informed choice about
therapy and gives them a sense of choice and control in their
lives. This creates the sense of therapy as a collaborative proc-
ess.

Planning the Therapeutic Intervention
The following decisions need to be considered:
¢ Who in this family requires help and what form should this

be — individual, group or family therapy, support group for
parents?
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 How to match this child with a therapist in terms of models of
working, skills, experience and gender.

¢ Should the therapy be short term, focussed and directive or
more longer term, non-directive? In many cases it is appro-
priate to follow a combination of the two approaches. It is
important for the child and family that the initial contract is
clear. It may be that the therapy contract requires constant
reassessment and only becomes clearer as therapy pro-
ceeds.

¢ Where there are criminal/legal proceedings pending, con-
sideration needs to be given regarding preparing the child to
give evidence in court. It may be that the therapist is the best
placed person to undertake this work as the court case is
likely to have an impact on the child. However, for some chil-
dren it is better that this piece of work is undertaken by
someone independent, for example, victim support workers.

» Communication media: the media through which the child is
likely to engage and is best able to express themselves, for
example, art, play, drama, music, movement, writing, po-

etry.

CREATING A THERAPEUTIC ENVIRONMENT

Our understanding of the dynamics of child sexual abuse in-
forms our decisions as to how we create a space for the child
where they can feel safe enough to engage in therapy and
hopefully to benefit from it. Although many of the following
points are relevant to working with children in distress, some
are particularly important for the child who has been sexually
abused because of the nature of sexual abuse.

Child Safety

What makes a child feel safe? Firstly, the child needs to be in a
stable environment in order for them to engage in and benefit
from therapy. This may involve considerable work on the part
of the community services to ensure, for example, that the child
has no ongoing contact with the alleged abuser. Alternatively,
there may be a lot of disruption and chaos in the child’s family
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following a disclosure of child sexual abuse and this situation
may need to be addressed before the child will feel safe
enough to engage in therapy. This does not exclude the possi-
bility of supporting a child through a time of crisis but this sup-
port might best be offered by another health care professional,
for example, a child care worker or social worker in the com-
munity. Thus, it is important to distinguish between therapy and
support. Therapy can be distressing in itself and children need
to have a network of supports available to help them cope with
the possible secondary distress arising from attending therapy.
It is also true that after a child is engaged in therapy other is-
sues which are going on in their life (for example, placement
issues) indicate that a more supportive therapy is more appro-
priate for a period of time when difficult material would not be
explored and the focus may be on more practical day-to-day
issues in the child's life.

The Therapeutic Frame

It is the responsibility of the therapist to ensure that all the nec-
essary supports are established prior to engaging the child in
therapy.

Children need both practical and emotional support in
coming. They need to be brought, collected, and have an adult
nearby to call on if they are distressed and looking for a par-
ent/caregiver.

Comnsistency and predictability are important. Thus, children
should be confident that the same therapist will see them in the
same location, in the same room, at the same time, for the same
length of time, without interruptions, on a regular basis, usually
once a week. If for any reason this pattern has to change, it is
important to signal this in advance so that the inconsistency is
balanced with knowledge (predictability). Talking through as
much as possible what might or might not happen during the
course of the therapy helps the child develop a sense of secu-
rity and confidence that there will be no nasty surprises in
store. This is particularly relevant to establishing the therapeu-
tic contract. This involves talking about why they are coming,
what will happen (for a useful aid see Nemiroff and Annunziata
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(1990) in Children’s Book section at end of chapter), what in-
formation will remain confidential between the child and the
therapist and what type of information will need to be given to
the child's parents or caretakers and what reports may be re-
quested. It is usually best practice not to make promises about
never sharing information, but rather attempt to develop trust
and ensure that the child understands that if information is go-
ing to be shared, they will be informed of this in advance.

Confidentiality — what is appropriate? This is an ongoing is-
sue for therapists working with children. It is important that
children feel they have their own space to express thoughts and
feelings that they are unable to do elsewhere. They may be
afraid to distress their parents or feel misunderstood at home.
However, if a child is sharing information about difficulties at
home which need to be addressed with the family, it is not in
the child’'s best interests to keep this information confidential.
Also, if the child shares information indicating a risk to their
own welfare or the welfare of other children, it is the therapist’s
obligation to act on this information, with or without the consent
of the child. There are limitations to confidentiality and when
these are outlined in the beginning and incorporated into the
therapeutic contract, later difficulties can be easily avoided.

The physical environment is also important — the waiting
area and consultation rooms need to be child-friendly, with a
ready availability of toys for appropriate age levels, books,
crayons, paper. A comifortable warm welcoming room —
homely but not at home, a room that the therapist feels comfort-
able in. Some children need to have very little stimulation in the
room depending on distractibility levels, and one may have to
remove toys; for others, they need to engage with material at
their own pace and be able to explore the room.

It may be necessary to establish rules, for example, the
child may only play with one toy at a time. Practical safety also
needs to be attended to — plug covers, scissors, knives or
sharp instruments kept in a safe place.
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COMMUNICATING WITH CHILDREN

There are a variety of theoretical approaches which influence
one's therapeutic orientation, namely psychoanalysis, child
psychoanalytic psychotherapy, Jungian analysis, constructivist
psychotherapy, systemic psychotherapy, integrated psycho-
therapy, cognitive-behavioural therapy, gestalt therapy, psy-
chosynthesis, transpersonal theory and the person-centred ap-
proach. (Boyne, 1993). Those most featured in the literature on
child abuse are behaviour therapy, cognitive therapy, systemic
therapy and psychoanalytic psychotherapy. There is also a va-
riety of therapeutic media that are very useful in communicat-
ing with children: art therapy, play therapy, drama therapy,
music therapy, body psychotherapy and verbal therapies.
There is specialist training available in these areas, some in
Ireland and others are available in England.

Communicating with children requires a comprehensive
understanding of child development, particularly children's
language skills and their comprehension. Too often adults can
expect children to adapt to the adult world rather than adults
trying to get in touch with the child’s world. An ability to get in
touch with children is related to an ability to get in touch with
the child within oneself, that is, an ability to recall what it is like
to be a child and an ability to be playful.

A holistic approach to working with children is very impor-
tant. This entails taking account of the whole child and all that has
and is happening to them as well as focusing on the abuse. There
is a risk that the abuse can become the central focus of the work
and other significant issues can get lost. For all victims it is im-
portant that they are not just seen as the sexually abused child
but that their whole self/life is taken into account. A holistic ap-
proach therefore involves meeting the child where they are at.
Therapy can only work if children feel heard and understood.

The therapeutic relationship with the child is the wvehicle
through which children are able to explore their most painful
experiences and feelings. It can also provide an opportunity for
re-learning about relationships and about boundaries. The re-
lationship is also an opportunity for the child to address issues
and experiences from other relationships through transference.
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Some children are able to talk directly about their experi-
ences and feelings and benefit from the use of workbooks and
focussed techniques. For other children, direct verbal commu-
nication may not be possible. Children tend to think symboli-
cally rather than literally. It is especially difficult to talk about
painful and traumatic experiences as children often do not have
a language to communicate about sexual abuse and the result-
Ing emotional trauma. It is therefore important that we try to
find and understand each child’s own unique way of communi-
cating. Very often children can show us how they feel through
the use of different media. Therapy using art and play is a
helpful way for children to explore their inner worlds. The pro-
cess of playing itself may be therapeutic for children (Winni-
cott, 1871). Some children are able to immerse themselves with
this media and to work through their painful experiences in the
context of the therapeutic relationship. In other situations, it is
necessary for the therapist to help them make sense of their
feelings through the use of interpretation, reflection and mak-
ing connections.

It may be possible to have a play therapy room, a music
room and an art therapy room that are specifically equipped for
these purposes. More often therapists have to adapt other ther-
apy rooms and so may require play bags with different play
equipment available and art therapy boxes.

Therapeutic work with children can be either through indi-
vidual or group therapy and may be directive or non-directive.
Directive work involves having a pre-planned focus or agenda.
This is related to the child’s ability to work in a direct focused
way and the therapist’s assessment of the issues and feelings
that the child needs to explore. A number of workbooks have
been written that suggest different ways of addressing the is-
sues (see resource list at end of this chapter). Non-directive
therapy involves following the issues that the child brings into
the room either directly/verbally or through the play/art or
other media. In non-directive therapy the therapist may take
the role of following the child or may follow the child’s en-
gagement in art/play and be involved in guiding this. If a child
chooses to play with puppets the therapist may follow this and
use reflection or interpretation or may introduce a relevant
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theme/issue/feeling into the play and see how the child en-
gages with this.

It is important for parents to have some sense of how their
child is doing in therapy and to have feedback if there are any
concerns. This is an important boundary issue to discuss with
children when arranging the therapeutic contract. Discussing
with children what they think their parents need to know from
the session is an important way for children to feel that they
have some control and ownership over what is happening.

GROUP THERAPY

Group therapy can be very beneficial. It helps to reduce isola-
tion, can normalise feelings and can facilitate children in being
able to identify and explore feelings particularly through a sense
of not being the only one. It can help reduce shame and embar-
rassment. Often children who find individual therapy too intense
can find that the group experience encourages and facilitates an
exploration of issues related to the abuse. Also, discussion with
others who have had similar experiences can trigger previously
unexplored or unacknowledged issues for children. Undertaking
group therapy requires knowledge and understanding of group
processes which also involves a comprehensive understanding
of the role of the group and group leaders.

When considering groupwork there are a number of key
questions to consider:

¢ Timing: It may be appropriate to start with individual or
group therapy. However, it may also be that a combination of
therapies is appropriate, for example, individual then group,
group then individual. Children who are experiencing crises
may require individual therapy alongside group therapy.

» Hge range: It is important to take account of not only the
child’s developmental and cognitive level but also their
level of social and emotional functioning.

* Gender mix: Generally, for younger children it is possible
to have mixed gender groups, whilst for teenagers it is bet-
ter to have same gender groups.



16

The End of Innocence

Group numbers: Minimum participants should be five,
maximum eight to ten, depending on age of participants,
developmental level and number of facilitators.

Mix of group membership: While it is good to match group
members according to similar issues, the benefits of group-
work may be undermined if one group member has mark-
edly different issues (for example, intrafamilial v. extrafa-
milial; gender of abuser). This is important in reducing iso-
lation and stigmatisation.

Gender of therapists: Where possible it can be very bene-
ficial to have leaders of mixed gender as this is useful role
modelling for children and also opens opportunities to ex-
plore transference.

Focussed or process-oriented group: A focused group in-
volves a prepared programme that aims to address par-
ticular themes/issues/feelings. A process-oriented group
works on two levels — to address the issues that are most
pertinent to the group members each week/at that time and
to use the group process to explore relationships. Children
may play out roles in the group that are reflective of family
patterns of relationships or peer relationships.

Open or closed groups: Closed groups have defined
membership from beginning to end and tend to provide
more safety and security which is vitally important for mem-
bers to be able to engage in therapy. A continually chang-
ing membership may raise difficulties in developing trust
and encouraging people to share their innermost feel-
ings/thoughts/worries. However, an open group may be
appropriate if there are predetermined entry and exit times.

Length of groups: This will vary according to the needs of
the children and their age. Generally, a minimum of eight
weeks is required for a focussed group. Process-oriented
groups usually require a longer period which can vary from
12 to 18 weeks or longer.
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WORKING WITH FAMILIES

When a child has been sexually abused it has an impact on the
whole family. A circular pattern of mutual influence can de-
velop in that the emotional impact on each family member will
impact on and influence how the child copes and vice versa. It
is therefore important to take account of the whole family’s
needs, for their benefit and for the benefit of the child. Work
with the family may involve parents, siblings and other ex-
tended family members.

Working with parents involves allowing them the time and
space to discuss the emotional impact of their child's abuse on
themselves and to explore how this has influenced their rela-
tionships. It is important to assess how the family is dealing with
the child’s disclosure. The range of family reactions may in-
clude: trying to pretend that it has not happened, focussing all
their energy and time on the abuse so that their life becomes
organised around this, over-protectiveness, disbelief of the
child and failing to take action to protect the child. Many par-
ents feel tremendously guilty about the abuse, often question-
ing how did they not know, did not realise, did not see the
signs. They may feel responsible for the abuse if they left their
child in the care of the person who abused them. Parents also
question why their children may not have told them or delayed
in telling them. Parents’ own level of distress influences their
behaviour which impacts on their relationship with their child
and can lead to miscommunication and misunderstandings of
each other’'s behaviour and actions. Children may choose not to
talk about the abuse with their parents in order to protect them
from further distress. Parents may interpret this as the child not
trusting them and feeling very angry with them. Parents may
feel very angry about the abuse of their child and children may
interpret this as anger with them for “letting it happen” or “not
telling”. Some parents may wish to compensate for the abuse
and do so by removing/reducing boundaries, which can be
very frightening and confusing for children.

Parents can be overwhelmed by their own feelings of guilt
or anger which may influence how emotionally available they
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are to their children. It is difficult for children to express their
feelings if their parents have unresolved feelings of their own.

Clearly the impact of the abuse on the family is affected by
whether the abuse is intrafamilial or extra-familial, which cre-
ates different dynamics for family members. There may be dif-
ferent alliances for family members depending on the nature
and history of their relationship with the abuser. Where one
child is abused by an older adolescent sibling the issues are
especially complicated. Parents may have divided loyalties and
feel joint obligations to both children, as well as strong feelings
of guilt — how did this happen? In situations where the abuser
is a partner or one of the parents there may be ambivalent
feelings about them and complex feelings of loyalty to their
child, their partner and to themselves. They may feel guilty for
choosing an unsuitable partner and putting their child at risk.

In our experience, addressing the wider systemic issues is
vital for therapy for the child to be effective and to reduce the
longer-term detrimental effects of the abuse.

The other key focus of work is in relation to parenting a
child who has been sexually abused. Meeting and talking with
other parents is often a very important way to share ideas and
experiences. However, when one’s child has been sexually
abused this is more complex and difficult for parents. They may
feel very isolated and stigmatised and so do not know how to
seek help or advice. Parents often raise questions: should we
talk to our children about the abuse? How do we do this? How
do we help our child to cope with learning how to trust, or to
cope with the feelings of sadness and anger? How do we cope
with the changes in their behaviour? A support group for par-
ents of children who have been sexually abused can be invalu-
able. Groups such as this can also be educational, for example,
sharing information about the impact of abuse on children,
ways of managing concerning behaviour. Support groups for
parents are usually set up by individual services where chil-
dren are attending therapy, when there is a demand for such
groups and sufficient numbers to constitute a group.

Thus, assessment for therapy involves assessment of the
whole family’s needs. In considering family work, it is impor-
tant to think about the timing. Sometimes family therapy is indi-
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cated from the outset and needs to be part of a parallel process
alongside the therapy with the child. In other cases, it may be
too painful and difficult for the family to meet and talk together
at the outset and it may be that the child requires time in indi-
vidual therapy initially and the parents also require some time
to explore their own issues first. In our experience it can be
beneficial to find a way of re-joining the child and parents once
the child’s individual therapy is drawing to a close. The child
may need the opportunity to explore particular issues in their
relationship with family members.

Couples therapy may be required to explore the impact of
the abuse on the parents' relationship (for example, sexual dif-
ficulties). Also, the abuse may raise issues for parents about
their own experiences and they may require individual per-
sonal therapy.

It is necessary to consider the other children who are in the
family, that is, the non-abused siblings. These can often be the
“lost children”. It can be helpful to explore what the siblings
know about the abuse. Is the abuse a secret in the family? How
does this affect family relationships? How do they understand
and make sense of the abuse? How has the abuse affected fam-
ily dynamics? Siblings can often sense that something serious is
happening in their family and may fear that it is something to do
with them. They may also feel left out, possibly feel jealous of
the time and attention given to the victim. Some siblings may
feel guilty for not having known, not protected or not believed.
If siblings are not given some information then it is difficult for
them to make sense of what is happening in their family. These
issues need to be explored with parents. Is it appropriate to tell
siblings about the abuse? How will the victim feel about this?
What is appropriate to tell them given their age and under-
standing? Family therapy can provide a useful forum for ex-
ploring these issues, particularly to look at family communica-
tion and relationships.

Finally, family therapy does not necessarily require that the
whole family attend together initially. Sessions may be offered
to the parents, the parents with the victim, the parents with the
siblings, the victim and siblings together, the siblings on their
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own. Various meetings may be appropriate and it is important
to consider the individuality of each family.

CASE VIGNETTE: SEAN

Family History

Sean, aged 4, has three older siblings, Seamus (8 years), Sio-
bhan (10 years) and Donal (13 years). They live with their par-
ents Teresa and Mark. All identifying details have been
changed to protect the family’s confidentiality.

Background to the Referral

Sean was referred by a social worker from the local community
care team. Some weeks earlier whilst playing outside in the
front garden Sean had gone missing. The Gardai were called
and searched for Sean, who was found approximately two hours
later further up the street. Sean said a neighbour, Michael (17
years) had taken him to his house. Sean had extensive bruising
to his body and a medical examination was arranged. Sean told
the Gardai that Michael had “hit him and hurt him on his pri-
vates”.

Following an assessment it was confirmed that Sean was
sexually and physically abused by Michael. The sexual abuse

involved penetrative anal abuse. Sean was then referred for
therapy.

Therapy Intake

Sean attended this appointment with his parents. Teresa and
Mark explained that since the abuse Sean's sleep pattern had
become very disrupted, he did not like to sleep in his own bed,
had lots of nightmares, appeared more angry and aggressive,
was very fearful of Michael returning and had become sexually
curious with his peers, was using sexual language particularly
with his brothers and wanting to engage in sexual play. Sean
was colouring a picture whilst his parents talked. He then got
up, moved a chair to the corner and commented “this is the
naughty chair where Michael should sit”. The therapist re-

Therapy with Sexually Abused Children 81

peated what Sean had said and acknowledged that Michael had
been very hurtful to him and that he might want to come and get
some help with the feelings that this has left him with.

Decision

It was agreed that Sean would be offered individual play ther-
apy and that sessions would also be offered to the parents with
a different therapist. Family sessions were to be considered at a
later time.

Therapy with Sean

Sean was seen by a female therapist (there were no male
therapists available). He attended a total of 38 sessions over a
period of one year.

In view of Sean's age and developmental level the therapist
decided to undertake non-directive play therapy initially and
follow the child's lead, keeping an open mind to use more di-
rective approaches if indicated. Sean chose to explore the play
materials available and showed a particular interest in the sand,
the play figures and the dolls’ house.

Through the play Sean started to explore and express his
feelings about the sexual abuse. Sean played with the toy sol-
diers in the sand, splitting them into *goodies and baddies™.
Initially the baddies would always win the fights and would kill
the goodies. Elements of his own experience were represented
in the play, for example, the goodies were often trapped by the
baddies and unable to get away, the goodies were hidden in the
sand and could not be found by anyone. The therapist would re-
flect on the symbolic themes in the play and explore with Sean
the feelings connected with this, for example, the fears of the
trapped soldiers, feelings about being hurt. One week Sean put
a “bad” soldier in the slime commenting that “he had taken a
child away and assaulted him”. As the sessions progressed
Sean's play changed so that the goodies began to develop more
strength and would win the fights, indicating Sean's attempts to
have a sense of mastery over his experiences.

Sean then moved into pretend play — choosing the scary
face mask and pretending to take away the soft toys. Sean
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talked about the big boy killing the teddy bear. This indicated
Sean playing more directly about his own experience and pos-
sibly expressing fears that he was going to die. He engaged in
play fights with the swords, pretending that he was the baddie
who had hit Teresa's little boy. The therapist started to make
connections with Sean's own experience and ask questions
about this.

Following this Sean began to talk more directly about Mi-
chael — he would comment that Michael was not allowed to
come to this special room. He started asking questions, for ex-
ample, did his Mum and Dad like Michael? Why did Michael
take him away? Why could his Mum and Dad not find him? And
he described how he had tried to get away. This led to a differ-
ent stage in the therapy. Sean started expressing feelings of
anger towards Michael and towards his parents, which related
to his sense of feeling let down.

Sean spoke about his bad dreams and his fears that Michael
would try and take him away again. He used the clay to make
the dragon from his dreams and then a magic wand so that he
could make the dragon go away. Sean practised using the
magic wand in the sessions and spoke directly to the dragon
about his fears and his anger. He continued with pretend play
where he was the policeman who arrested Michael and sent
him away.

Sean's play then changed to curiosity about the differences
between boys and girls. The therapist introduced some focused
work on bodies, exploring Sean’s questions, good and bad
touches, good and bad secrets, safe places and safe people.

Three review appointments were held with Sean and his
mother — at the 6th session and then at 12 session intervals. His
parents began to report considerable improvement in Sean —
reduced preoccupation with the abuse and with Michael, re-
duction in his level of anger and nightmares, and describing
him as becoming more like “his old self”. It was agreed to work
towards ending therapy and appointments were changed from
weekly to fortnightly for the final six sessions as a way of pre-
paring Sean. Sean began to express some anger and frustration
with the therapist. The therapist considered the possibility of
this being transference of Sean’s earlier feelings of being let
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down and abandoned or whether in fact it was an inappropriate
time to end. Through regular supervision she was able to ex-
plore her own feelings about finishing with Sean and her fear
that she was “abandoning” Sean. She was then able to explore
these issues in the play with Sean and look at creating positive
experiences of endings.

Work with Parents

Teresa and Mark were offered and attended eight sessions.
They used the time to talk about their own feelings about Sean’s
abuse and to discuss parenting issues. They discussed feelings
of shock, disbelief, anger with Michael and his parents, distress
at the thought of what Sean went through and feelings of guilt
for not having protected him. They spent time recalling the de-
tails of the day Sean went missing and when he was found,
which seemed to help them process the experience and feel-
ings attached to it. They also raised questions about the abuse
— Why did Michael do it? What would happen to him now? And
how it would affect Sean in the future?

A number of sessions focused on parenting issues — how to
talk to Sean and his siblings about the abuse, ways of helping
Sean with the nightmares and with his anger.

Family Sessions

Four sessions were held with Teresa, Mark, Seamus, Siobhan,
Donal and Sean. These focused on the children’s understanding
of what had happened to Sean and answering their questions
about it. Time was also spent discussing Teresa and Mark's
concerns about sexual play, normalising sexual curiosity,
looking at how children can find safe ways to raise their ques-
tions and creating safety rules and boundaries.
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RESOURCES

Play Equipment

Play people, farm and zoo animals, dinosaurs, sea animals,
monster people spiders/snakes. Cars, car mat, police cars, fire
engine and ambulances. Farm yard. Toy soldiers, tanks and
trucks. Hand and finger puppets — people, animals and “feel-
ings face” puppets. Dolls, dolls house, dolls bed, bath, potty,
baby’s bottle. Play kitchen and play food, toy money. Tele-
phone. Face masks. Dressing up box, including doctor’s bag,
police hat, gun, and handcuffs. Face paints. Soft toys. Play
dough, shapes and plasticine.

Art Equipment

A variety of colours of poster paints, powder paints and finger
paints. Clay, clay boards, clay tools and hardener. Paint
brushes, water pots, trays, rollers, sponges, splatter tools,
aprons. Pens, pencils, crayons, felt tip pens — large and small,
chalk, charcoals, pastels. Crépe paper, tissue paper, and a
selection of colours and sizes of art paper. White board and
pens.

Children’s Books

Churtis, J.L. (1998). I feel silly today and other moods that make my day,
New York: Joanna Cotler Books.

Crary, E. (1992,1992,1994) Dealing with Feelings Series, Seattle, WA:
Parenting Press.

Davis, N. (1996) Once upon a time: Therapeutic stories that teach and
heal. Oxon Hill, MD: Psychological Association of Oxon Hill.

Nemiroff, M. & Annungziata, J. (1990). A Child’s First Book about Play
Therapy Washington, DC: American Psychological Association

Patterson, 5. & Feldman, J. No No and the Secret Touch, California: The
National Self-Esteem Resources and Development Center.
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Rouf, K. (1989). Mousie, London: The Children’s Society

Books on fairy tales, books on feelings, sex education books.

Resource Packs and Books

Celano, M. Hazzard, A., Simmons, M. & Webb, C. (1991 ) Recovery
from Abuse Project. Atlanta, GA: Emory University School of Medicine.

Karp, C & Butler, T. (1996) Treatment Strategies for Abused Children,
Thousand Oaks, CA: Sage.

Karp, C & Butler, T. (1997) Activity Book for Abused Children. Thousand
Oaks, CA: Sage.

Karp, C & Butler, T. (1997) Treatment Strategies for Abused Adoles-
cents. Thousand Oaks, CA: Sage.

Karp, C & Butler. T. (1998) Activity Book for Abused Adolescents. Thou-
sand Qaks, CA: Sage.

Madell, ].G. & Damon, L. (1989) Group Treatment for Sexually Abused
Children. New York: Guildford Press.

Spinal-Robinson, P. & Easton-Wickham, R (1992) Flip Flops, a work-
book for children who have been sexually abused, ages 7-9. Notre
Dame, IN: Jalice Publishers.

Sunderland, M. & Engleheart, P. (1993). Draw on your Emotions, Crea-
tive ways to explore, express and understand important feelings. Min-
neapolis, MN: Winston Press.
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Chapter Four

Current Issues in Therapy for Adults
Sexually Abused in Childhood

Rosaleen McElvaney & Deirdre O’Shea

INTRODUCTION

In recent years in Ireland there has been a growing number of
adults approaching counselling services seeking help in deal-
ing with difficulties associated with childhood experiences of
sexual abuse. This population of clients has grown steadily. In
the early 1980s the majority were attending Rape Crisis Centres
around the country. Some of these clients had been raped in
adulthood but most were not. Similarly in the public health
services, the numbers of adults presenting for therapy with the
problem “sexually abused in childhood” were increasing. In
addition, many adults already engaged in therapy began dis-
closing childhood experiences of sexual abuse. These new dis-
closures were no doubt influenced by the growing public rec-
ognition of the existence and prevalence of child sexual abuse.
However, there was also a growing awareness among health
care professionals of the secrecy surrounding such experiences
and the reluctance on the part of both children and adults to
disclose sexual abuse. These professionals were therefore
more open to hearing about sexual abuse, and so less likely to
inhibit clients from talking about these difficult experiences.
Detailed statistics of adults seeking help were not available
across all the health board regions but concern about the de-
mand for counselling resources resulted in the Eastern Health



90 The End of Innocence

Board (now the Eastern Regional Health Authority) establishing
a separate service specifically to deal with this client group.
The LARAGH Counselling service, established in 1993, was the
first statutory counselling service established within the UK and
Ireland to offer an exclusive service to adults who had been
sexually abused in childhood. In 2000 the brief of the LARAGH
service has broadened to incorporate those clients who have
experienced physical abuse in childhood in line with the work
of the Child Abuse Commission and the establishment of other
counselling services throughout the public health service in
Ireland.

The previous chapter considered in detail therapeutic work
with children who have been sexually abused. Many of the
points discussed are also relevant to working with adults. This
chapter will focus on those issues which we feel are particularly
pertinent as we enter a new millennium when health care pro-
fessionals are seeking to place a new emphasis on the broad
range of childhood abuses which are prevalent in our society.

LONG-TERM IMPACT OF SEXUAL ABUSE

Factors Influencing Impact

Those factors which have been identified as influencing the im-
pact of child sexual abuse have been outlined in the previous
chapter. The time delay between the abuse itself and seeking
help can contribute to difficulties or ameliorate difficulties de-
pending on certain exacerbating or mediating factors.

Life experiences prior to the abuse are relevant when con-
sidering the impact of childhood experiences. These include
attachment history to parents or relevant carers, other signifi-
cant life events including the occurrence of other traumatic ex-
periences. Coping mechanisms used over the years influence
how the individual and his or her family cope with the disclo-
sure of sexual abuse. Many adults present in therapy, having
made attempts over the years to tell others, only to feel re-
jected, dismissed and determined to tell no one ever again. The
impact of a negative reaction to disclosure can for many indi-
viduals be as significant as the impact of the experience itself.
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The extent to which they were believed if they did disclose, any
action taken as a result of their disclosure (either by family or
by authorities), or opportunities for therapy, are all relevant.
Also significant is the level of secrecy which has been main-
tained and the effort required to do so. Many clients, particu-
larly those who have been abused by family members, have
continued to have close contact with the offender; indeed, the
abuse may have continued into adulthood. There may have
been pressure, internal or external, to maintain the outward
appearance of a positive relationship with the offender.

The individual’'s current life situation including current rela-
tionships which may be either supportive or abusive can be a
mediating or exacerbating factor. Support networks available
to the client throughout childhood and into adulthood are cru-
cial, including those available to the client at the time of seek-
ing therapy.

The reason for seeking help is particularly important for
adults who maintained silence around their experience of
childhood sexual abuse. Significant life events may act as trig-
gers for seeking therapy: consensual sexual relationships; mar-
riage; birth of children; children reaching the age at which the
adult was when they were abused; deaths of family members,
close friends, or the offender; other traumatic events such as
car accidents; hearing of other instances of child sexual abuse,
either through the media or through acquaintances; sexual
abuse of their own children.

Effects of Trauma

When considering the specific difficulties with which adults
may present in therapy it is more helpful to think in terms of the
effects of exposure to traumatic events rather than the effects of
child sexual abuse per se. Often children not only experienced
sexual abuse but also emotional abuse and perhaps physical
abuse. The effects of these experiences are not neatly catego-
rised. As Berliner & Briere (1999) note, exposure to traumatic
events can be associated with a wide variety of subsequent
psychological difficulties, including post-traumatic and acute
stress, dissociation, anxiety, depression, low self-esteem, guilt,



92 The End of Innocence

psychosomatic symptoms, sexual difficulties, relationship
problems, substance abuse and suicidality (for example,
Boney-McCoy & Finkelhor, 1995; Briere, 1992; Davidson & Foa,
1993; Herman, 1992; Kulka et al., 1890; Singer, Anglin, Song, &
Lunghofer, 1995; Suedfeld, 1990; Weaver & Clum, 1995; Yule &
Williams, 1990). Difficulties may persist over many years, de-
pending on the varying influence of certain mediating or exac-
erbating factors mentioned above, resulting in adults seeking
help as late in life as their sixties and seventies.

THEMES IN THERAPEUTIC WORK WITH ADULTS

It is helpful to have a theoretical framework for understanding
the impact of child sexual abuse which informs the therapeutic
work. Different theoretical models are outlined in the previous
chapter. Browne & Finkelhor (1986) have provided the most
comprehensive framework to date to offer an understanding of
the aetiology and effects of childhood sexual abuse and how the
impact of the abuse can manifest itself in adulthood. Their
Traumagenic Dynamics theory outlines four dynamics which
encompass the range of difficulties experienced: Traumatic
Sexualisation, Betrayal, Powerlessness and Stigma. While this
model is useful, it is our belief that it needs to be incorporated
with a systemic approach which takes account of the impact on
the family and how the family coped at the time of the abuse as
well as how this then impacts on the child and later the adult. A
holistic approach would take account of both intrapersonal and
interpersonal perspectives on understanding the impact of the
abuse. The intrapersonal perspective may well address the
level of self-blame and guilt the person feels in relation to the
abuse which impacts on self-esteem and sexual identity among
other issues. However, it is also necessary to explore how the
child/adult’s relationships have both impacted on these per-
sonal issues and vice versa. The systemic family therapy ap-
proach stresses the importance of looking at individuals within
the context of their family lives, past and present, and how this
influenced, and continues to influence, their constructions of
who they are. Individual one-to-one therapy needs to take ac-
count of this. No one exists in isolation but in the context of
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many relationships and the dynamics of the sexual abuse occur
within this context and need to be addressed as such.

Hall and Lloyd (1993) identify the following themes in thera-
peutic work: issues around “the child within”, being believed,
the nature of the abuse, responsibility for the abuse, work on
the family of origin, flashbacks and memories, regression, trust,
loss, getting in touch with feelings, anger, confrontation, for-
giveness, living in the present: from victim to survivor. It is not
possible to elaborate on their work in this chapter but the
reader is referred to Hall and Lloyds’ text along with Courtois
(1988), Sanderson (1990) and Meiselman (1980).

Bookshops abound with texts on how to counsel adult vic-
tims of child sexual abuse. What is sometimes lost in the quag-
mire of specialist techniques is the core principle that adults
who have been sexually abused in childhood are first and
foremost human beings and their primary need in seeking help
is to establish a caring and supportive relationship where they
can feel safe enough to talk about and explore difficult feelings,
thoughts and behaviours. Therapists and counsellors who work
with this population do need training in the area of sexual
abuse. They will inevitably encounter certain difficulties in this
area of work which they would undoubtedly not experience
with clients who have not had a sexual abuse history. They need
continuing education and training in this area along with super-
vision to enable them to provide the best possible service to
their clients. Nevertheless, they also need to keep the central
focus on the individual client rather than the “sexual abuse la-
bel” with which clients come looking for help. The develop-
ment of specialist training courses and specialist services can
lead to a sense of de-skilling on the part of counsellors and
therapists who do not have the opportunity to pursue the area of
sexual abuse as a specialist area of work. This should not pre-
clude counsellors and therapists from continuing to work with
clients when they disclose sexual abuse in the context of a
trusting relationship, provided they seek and receive the nec-
essary training and supervision to enable them to continue their
work.
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SERVICES

The regional health boards around the country provide com-
munity services to adults who have been sexually abused, usu-
ally within their mental health programme. O'Doherty (1998)
provides a list of contact numbers in her appendix and the Di-
rectory for women who have suffered from domestic violence or
the threat of violence also lists health services which are appro-
priate for adults who have experienced sexual abuse in child-
hood (WNational Steering Committee and Department of Justice,
Equality and Law Reform, 2000: see also Appendix 1 this vol-
ume). Although some psychiatric services require a referral to
be made through a general practitioner, most psychology
services accept self-referrals. Therapy is usually offered on an
individual basis with groups being set up in response to de-
mand in a particular area. The greatest advantage to group-
work with these clients is the reduction of isolation and stigma-
tisation experienced by participants which may facilitate com-
munication about the abuse. Groupwork approaches may be
directive with a specified agenda or process — orientated
where the content of the work depends on what is happening
for people on a week to week basis. There are particular com-
plexities involved in planning groupwork for adults who have
been sexually abused in childhood. The nature of the abuse is
significant. Including clients of both intrafamilial and extrafa-
milial abuse will generate different issues which need to be ad-
dressed. Groupwork with an all-female group may vary signifi-
cantly from an all-male group. Research suggests that focused
educational work may be more helpful for all-male groups in
the first instance while women may more easily engage in dis-
cussions about how they feel about their experiences. The gen-
der of the offender is also significant. A woman who has been
abused by a woman may find it difficult to feel identification
with a group of women who have all been abused by men. The
impact of sitting in a group of women may in itself be inhibiting
rather than therapeutic in the first instance. Similar issues apply
to men. Finally, the gender of the therapist will have its own
impact on the group, whether male or female.

=
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Within the specialist services such as the Rape Crisis Cen-
tres and LARAGH Counselling Service groupwork is more
commonly found due to the availability of sufficient numbers of
clients with similar needs. St. Louise’s Unit (Our Lady of
Lourdes Children’s Hospital) also currently provides group-
work for parents of abused children who have themselves ex-
perienced sexual abuse in childhood in conjunction with
LARAGH Counselling Service.

Couples therapy and psychosexual therapy may also be re-
quired. Sexual abuse often impacts on intimate relationships
and couples may need help with dealing with difficulties that
arise, particularly difficulties in sexual relationships. Also, cli-
ents may undergo considerable change during the course of
therapy and this may in itself create difficulties in current rela-
tionships.

Many adult clients have multiple problems and therefore
may need the involvement of other services such as mental
health services, addiction counselling, child protection. Whilst
it may be appropriate for an individual to attend one service
only and focus on particular difficulties, other clients may need
to attend various services simultaneously to enable them to en-
gage in the work of addressing the impact of the sexual abuse.
For a client who is addicted to drugs, it may be difficult to en-
gage in therapy about their abuse experiences at an emotional
level as the drugs can block their ability to explore feelings
aroused by the discussions. These clients may also rely on
drugs to cope with the emotions triggered in therapy. However,
the difficulties associated with the abuse may well be the un-
derlying cause of the addiction and therefore has to be ad-
dressed alongside the addiction. This is also the case for peo-
ple experiencing severe mental health difficulties and who may
require medication in order to help them cope with the feelings
aroused by the abuse. Good inter-agency communication is es-
sential when dealing with this group of clients.
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IMPACT OF THE WORK ON THERAPISTS

Organisational Issues

When staff are working with clients who have been sexually
abused they need to be cognisant of how the dynamics of sex-
ual abuse can be mirrored or reflected within their own work-
ing group, in particular the dynamics of secrecy and feelings of
being threatened or being abused. The secrecy inherent in the
experience of sexual abuse may be replicated in the therapeu-
tic relationship as in when a client binds a therapist to secrecy,
even when to do so may endanger the client and/or others. An
example of this is when a therapist unintentionally colludes with
a client’s belief that to maintain secrecy in relation to an abuser
who may currently be abusing other children is in the client's
best interests. Furniss (1991) has paid exceptional attention to
how the syndrome of secrecy in child sexual abuse penetrates
the multidisciplinary professions involved in working with cli-
ents with these difficulties. Furniss advocates challenging the
secretive tendencies of the client, bringing the abuse “out into
the open'. When the therapist is able to discuss his/her work
openly in supervision, this combats the mirroring referred to
above.

Another dynamic is when the therapist can empathise too
strongly with the client’s feelings of being unprotected so that
the therapist may feel vulnerable in discussing his/her work.
Constructive criticism may be experienced as attacking rather
than supportive, persecutory rather than stimulating. Therapists
need support with these feelings and also clear guidelines as to
their roles and respomnsibilities. It may sometimes be necessary
to recruit an outside facilitator to help the staff group deal with
how the sexual abuse dynamics are affecting the group of
therapists.

Debriefing

It can be very distressing to hear the details of a client’s expe-
rience of sexual abuse. A therapist may feel overwhelmed in
their reaction to these details or alternatively may have emo-
tional reactions such as anger or complete disconnection. The
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therapist may then respond to the client from this position, thus
interfering with the client’s own work. It is helpful to be able to
discuss these reactions in supervision but also the therapist
may require some debriefing time following the client sessions.
This may present difficulties for therapists working in isolation
and requires the therapist to develop support systems whereby
they can avail of the opportunity to talk about his/her work.

Supervision

There are two aspects to supervision. Firstly, there is the thera-
peutic work itself, the quality of the work, what happens in the
room between the client and the therapist, and secondly, there
is the management of the work from an organisational stand-
point. The first we refer to as clinical supervision and the latter
as case management supervision. Clinical supervision can be
operated on an individual basis or in a group setting. The
therapist has the opportunity to explore the quality of his/her
work along with its impact on the worker in a supportive rela-
tionship. It is best if in this case the supervisor is not responsi-
ble for the worker as a manager. Therapists usually seek su-
pervision from a more experienced counsellor/therapist whose
therapeutic orientation may match their own training. Group
supervision may either take the form of a small group with one
supervisor or a peer group with no identified leader.

Case management supervision, on the other hand, is con-
ducted by the therapist's manager, usually in a group setting
where therapists from other disciplines and/or therapeutic ori-
entations share the responsibility for contributing to discussion.
This forum addresses the monitoring of the work, the therapeu-
tic contract, the most appropriate and best use of resources,
sharing of skills and expertise in the group and record-
keeping. Limitations on confidentiality can be usefully explored
in this context.

Personal Therapy

The motivation to become a therapist can come from various
sources. Therapists may be seeking to help others and share
some of their own positive experiences of life or they may be



ag The End of Innocence

motivated because of their own experiences of difficulties.
Cecchin, Lone & Wendell (1994) have categorised this as the
missionary therapist and the wounded therapist. It may be that
therapists are motivated by both, which does not preclude
them from being good therapists. However, personal issues can
interfere with the ability of a therapist to remain neutral and
objective. It is therefore necessary for therapists to explore
their own personal issues in therapy so they do not unduly in-
fluence the client in the therapeutic process. In addition, it is
helpful for the therapist to have the experience of being a client
in therapy.

Therapists have reported difficulties in their own relation-
ships due to the impact of their work — sexual difficulties,
overprotectiveness of children; difficulties with trust in relation
to men,; sleeping difficulties; flashbacks, intrusive thoughts. This
is referred to in the literature as vicarious traumatisation
(Conte, 1999). It is therefore important for any therapist who is
working with a number of clients who have been sexually
abused to pay attention to the management of vicarious trauma:
having a clear theoretical framework to inform one’s work, set-
ting clear boundaries in the therapy contract with the client
(whether therapy contract is time-limited/open-ended, limits of
confidentiality, agreed contact between therapist and client
and whether any contact is acceptable outside the sessions),
knowing oneself, one's vulnerabilities and strengths, and su-
pervision. Conte (1999) stresses the importance of having a
self-care plan whereby the therapist can nurture him/herself
and ensure that other aspects of one’s life are given the time
and attention they require. An excellent textbook on this sub-
ject is Pearlman & Saakvitne’s (1996) Trauma and the Therapist.

LIMITATIONS OF CONFIDENTIALITY

With the publication of Children First (Department of Health and
Children, 1999) and recent debates about mandatory reporting,
there is increasing pressure on all therapists to familiarise
themselves with their reporting obligations and with how the
social services and gardai operate when dealing with sus-
pected cases of child sexual abuse. The current situation in
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Ireland is that there is a professional obligation on therapists to
report current concerns about children at risk of abuse. The
Child Abuse Guidelines (1987) defines abuse and outlines indi-
cators to assist professionals in determining the level of risk
presented. These guidelines have been updated as Children
First and are due to be implemented pending the training of
professionals.

Therapists working independently may find themselves re-
lying on their professional codes of ethics about confidentiality
in the therapist/client relationship and discover that these are
open to varying interpretations. In the absence of appropriate
consultation, therapists may be vulnerable to engaging in poor
professional practice despite their best intentions. As Furniss
(1996) points out:

Therapists who insist on working in therapeutic confidential
isolation therefore also need to take full formal responsibil-
ity for child-protection and for prevention of possible fur-
ther abuse (p. 109).

The Immunity from Prosecution Bill of 1998 will relieve anxiety
relating to possible litigation for those who report suspected
child abuse “in good faith” but does little to tackle the ethical
issue of breaching confidentiality of the client-therapist rela-
tionship. The impact of mandatory reporting of retrospective
reports of child sexual abuse made by adults presenting for
counselling can have serious implications for both the mental
health of adults and the protection of children potentially at risk
of being abused (Blau, 1996; Blau & Hallahan, 1996; Blau &
McElvaney, 1999). The LARAGH Counselling service has been
operating a mandatory reporting policy in relation to adults’
childhood sexual abuse disclosures as a result of legal advice to
the Health Authority yet the Rape Crisis Centres, though re-
ceiving statutory funding, are not bound to the same reporting
policies. The Child Abuse Commission has sought — and ob-
tained — immunity from any obligations to report information
obtained during the course of its investigations save when the
person “reasonably believes that such disclosure is necessary
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in order to prevent an act or omission constituting a serious of-
fence” (Government of Ireland, 2000, p. 20).

Another area of concern is when clients either disclose
thoughts of self-harm, suicidal ideation or intent, or have in-
deed taken action in this regard, such as overdosing. It is im-
portant to have contact details of general practitioners, family
members or significant others who may need to be contacted in
the event that the client is in need of emergency support.

Thus, it is not possible in therapeutic work to offer complete
confidentiality and this needs to be clarified at the outset of
therapy.

INSTITUTIONAL ABUSE

Over the past ten years there has been increasing recognition
of the experiences of abuse of children in institutions. Institu-
tions in this context includes "“a school, an industrial school, a
reformatory school, an orphanage, a hospital, a children’s
home and any other place where children are cared for other
than as members of their families” (Commission to Inquire into
Child Abuse Act, 2000).

There are psychological dynamics which are distinctive to
the experience of institutional abuse. Firstly, children who are
placed in institutional care are an identified vulnerable group
who are often in care due to difficulties around safety within
their own families. The impact of being abused in an environ-
ment which is deemed to be safer and more caring than the
child’s home compounds the degree of confusion and damage
to trust which is apparent in children who have been sexually
abused outside an institutional context. Those in care are also
more isolated, with less opportunity to disclose the abuse to
trusted others. In many situations, children are not in the insti-
tution by choice and therefore feel powerless to complain. The
level of powerlessness is exacerbated as institutions by their
very nature are controlling and use the dynamics of power to
ensure discipline and enforce acceptable behaviour. In many
ways, for these children, there is no sense of control or auton-
omy. This reduces their ability to protect themselves and to
seek help.
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If the abuser is an employee of the institution, this person is
often viewed by the child as representing the institution with
the concomitant power that is invested by the institution. They
may therefore believe that others within the institution know of
the abuse and either condone it or deliberately abandon them
to the abuse, therefore exacerbating their sense of betrayal.
Often the sexual abuse does not occur in isolation but there
may be physical and emotional abuse also. Although this is the
case for all experiences of abuse, the public nature of the abuse
in institutions — often in front of other children — can lead to a
perception that the abuse was known and tolerated, thus re-
moving the possibility of telling about it. Physical abuse was
often experienced alongside sexual abuse in institutions be-
cause this was seen as an acceptable form of discipline. Survi-
vors of abuse in institutions have described severe emotional
and physical degradation which often occurred in full view of
other children and/or staff, thus compounding the feeling of
shame.

CHILD ABUSE COMMISSION

The Child Abuse Commission was established in May 1999 to
inquire into abuse in institutions in Ireland. The focus of the
commission covers the broad areas of abuse. The Commission
has statutory functions, the purpose of which is to:

listen to persons who have suffered abuse in childhood in in-
stitutions, telling of this abuse and making submissions; . . .
conduct an enquiry into abuse of children in institutions since
1940 or earlier and where abuse occurred to find out why it
occurred and who was responsible for it; . . . report directly
to the public on the results of the enquiry and on the steps
which should be taken now to deal with the continuing effects
of abuse and to protect children in institutions from abuse
now and in the future (Committee to Inquire into Child
Abuse, 2000).

The events leading to the establishment of the Commission
have led to an increase in the number of adults disclosing
childhood sexual abuse (among other abuses) and seeking
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therapy. It is anticipated that referrals will continue to increase
arising from the work of the Commission. For some the primary
need is for their story to be heard and validated at a public
level. For others, financial compensation and justice are issues
which will need to be addressed in a comprehensive manner.
This presents both legal and ethical dilemmas to the organisa-
tions who managed/funded these institutions, the government
and to therapists involved with these clients. Therapists are
being asked to provide reports based on their assessment of
the psychological impact of the experience of abuse as part of
civil legal proceedings. The changing role from “therapist” to
“assessor” has its own psychological impact on the therapeutic
relationship and on the client's view of themselves. “Assessors”
offer professional opinions, something which “therapists” may
be reluctant to do, depending on the stage in therapy and how
this may influence the client’s own opinions. Many therapists
are reluctant to fulfil the “assessor” role, and although experi-
enced therapists, may have little training in formal psychologi-
cal assessment work. The legal system favours a particular style
of investigative interviewing which is at variance with how in-
formation is obtained during the course of therapy. Therapists
can therefore be cross-examined on their work and while found
wanting from a legal perspective may have acted appropriately
from a therapeutic perspective.

There are other dilemmas in preparing these types of re-
ports. It is difficult to predict how effects of abuse may be
manifested in the future, and what mediating factors may oper-
ate in an individual's future life which will help them cope with
their difficulties. Reports which focus on the impact of the abuse
may highlight the differences between people’s coping strate-
gies rather than how upsetting the experience of abuse was for
the individual. Should the client who has more effective coping
strategies and more supports from their family and friends re-
ceive less financial compensation than the client who does not
develop effective ways of dealing with his/her psychological
difficulties and has no one to lean on?
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THE RECOVERED MIEMORY DEBATE

There has been considerable controversy, both in research and
practice, regarding the emergence of “recovered memories”
or “false memories”, the term used depending on the perspec-
tive taken, particularly when these memories are first discov-
ered during the course of therapy. The accuracy of recollec-
tions may or may not be important during therapy. However, as
Berliner and Briere (1999) point out, when therapy clients re-
port being victims of a crime, this brings the therapeutic work
into the legal arena where the accuracy of memories is para-
mount as memory may constitute the only evidence that exists
regarding the occurrence of the crime. The British Psychologi-
cal Society (1995) reviewed the research evidence concluding
that: (1) Complete or partial memory loss is reported following
psychological trauma, including child sexual abuse, which are
sometimes fully or partially recovered after many years, both
within and independent of therapy; and (2) Persuasion by an
authority figure, such as a therapist, could lead to the retrieval
of “memories” of events that never actually happened. Cogni-
tive scientists and clinicians agree that both recovered and
false memories occur, both in and out of therapy (for example,
Briere, 1995; Lindsay & Briere, 1997; Read & Lindsay, 1997;
Williams & Banyard, 1997). In more recent years, the debate
has moved from questioning whether recovered memories are
true or false to a debate as to the frequency of both. A lot of at-
tention has been drawn to examining therapeutic techniques
which are thought to influence introducing fabricated memo-
ries. Schooler (1999) suggests two main areas of research
which are needed: Firstly, looking at the extent to which sexual
abuse associated with recovered memory reports can be cor-
roborated, and secondly, longitudinal studies of documented
victims of various types of traumas to enable us to identify the
specific situations, personality factors and mechanisms that may
mediate forgetting, remembering and fluctuations in access to
memories for trauma.

The unfortunate casualties of the lack of consensus in this
area are the clients — both those who have recovered memo-
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ries of abuse and those against whom accusations are made
which are not substantiated.

The British Psychological Society (1985) advocates that
therapists should be open to both “the emergence of memories
of trauma which are not immediately available to the client’s
consciousness” and to “'the dangers of suggestion”; avoid pre-
mature conclusions about the truth of a recovered memory; tol-
erate uncertainty and ambiguity; be alert to a range of possi-
bilities including the possibility that the memory may be “liter-
ally true, metaphorically true or may derive from fantasy or
dream material”. The guidelines caution against the use of hyp-
nosis, suggestion or leading questions when the therapist is
seeking forensic evidence, and of diagnosing child sexual
abuse on the basis of presenting symptoms alone.

DELAYS IN REPORTING AND LEGAL IMPLICATIONS

Despite the growing trend in reported sexual offences as noted
in Gardai annual reports between 1988 and 1997, from 18 per
cent of reported indictable crimes against the person in 1988 to
56 per cent in 1997 (Murphy, 1998), the rate of reporting both of
adult sexual assaults and reports of retrospective child abuse
are exceptionally low. The delay in reporting raises difficulties
for the courts in both prosecuting such cases and in preparing
defence for the accused. The Director of Public Prosecutions
has been reluctant to prosecute such cases given the lack of
evidence. Those cases which do proceed to the first stages of a
criminal trial are often appealed to the High Court for Judicial
Review proceedings to prohibit the trial from proceeding on
the basis of unfair prejudice to the accused. Irish law recog-
nises the right of an individual to a speedy trial (See Finlay C. J.
in State (O’Connell) v Fawsitt (1985) 1R 362 at 318., Article 38. 1,
Irish Constitution). The legal argument is that this right is con-
travened due to the delay in the victim of the assault coming
forward to make a complaint. Psychologists have been inveolved
in assisting the courts deliberate on this issue, in particular as-
sessing the long-term impact of the alleged abuse and the ex-
tent to which the delay in reporting is associated with the ef-
fects of the abuse itself. Although the High Court has ruled

Therapy with Adults Abused in Childhood 105

against these prohibitions in several cases, an appeal to the Su-
preme Court has resulted in many of these judgements being
overturned. Thus, after many months or even years of legal in-
vestigation and proceedings, the trial is prohibited from pro-
ceeding. The reasons given are primarily associated with the
prejudice to the accused in terms of not being able to present
an effective defence due to the passage of time since the crime
is alleged to have been committed. In some cases, ill health or
poor memory on the part of the accused, and the lack of avail-
ability of corroborative witnesses pertinent to the case, are
cited as relevant issues. Unfortunately, these cases are not en-
couraging for adults who are considering, after many years of
silence, to come forward and make formal complaints about in-
dividuals who have abused in the past and could well be con-
tinuing to abuse in the present.

In conclusion, therapy with adult clients who have been
sexually abused in childhood is a much researched and docu-
mented area, with many valuable texts. However, it is important
to be aware of the changing contexts and new developments in
the field, both in terms of how this impacts on the client, the
therapist, the therapeutic process and how sexual abuse is per-
ceived in the society in which we live.
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Chapter Five

Understanding and Treating Adult
Perpetrators of Child Sexual Abuse

Olive Travers

The focus of this chapter is on the adult perpetrators of child
sexual abuse. The myth that sex offenders are a homogeneous
group is challenged and the different categories of offenders
are outlined. Common characteristics of sex offenders and the
factors which contribute to sexually abusive behaviour are ex-
amined. A case for treatment of sex offenders is made. Factors
which contribute to successful treatment programmes, includ-
ing the importance of the underlying ethos, are discussed. Fi-
nally, the inadequacies of our current system are highlighted
and suggestions made as to how to rectify this.

Child sex offenders, more than any other criminal group,
provoke strong feelings of revulsion among both the general
public and professionals. They are despised, reviled and
viewed as essentially evil. It is right and proper that the sexual
violation of a child by an adult should be viewed as grievously
wrong and inexcusable. It is also true that moral outrage, how-
ever justified, does not contribute to the wellbeing of current
victims or the protection of future potential victims. The amount
of publicity given to a small number of horrific high-profile
cases (for example, the “West of Ireland Farmer” and Brendan
Smyth) has contributed to the public demonising of sex offend-
ers. There have also been the horrific reports of the sadistic
physical and sexual abuse of children in state run institutions by
persons in positions of power and influence. This media cover-
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age has resulted in the belief that sex offenders are a homoge-
nous group of dangerous criminals rather than a heterogeneous
population who vary greatly in terms of degrees of
dangerousness, insight and openness to rehabilitation and re-
morse. The move from individualisation to classification within
the court system as described by O'Malley (1999) has also
contributed to this erroneous belief. In the past all offenders
were treated as individuals and sentencing took account of the
offender’s history, personality, problems, strengths and weak-
nesses. In recent years, however, people are classified solely
on the basis of the offences for which they are convicted. Eve-
ryone convicted or suspected, therefore, of child abuse is now
routinely branded as a paedophile. The courts are now ex-
pected to select a punishment that fits the label (paedophile)
rather than the individual (O'Malley, 1999). In this way all sex
offenders are wrongly tarred with the one brush and this ob-
scures the need to treat offenders as individuals and, where
appropriate, to find more creative ways of responding to
proven abuse than the current response of “anger and desire
for revenge” (Hassal & Wood, 1996). Classifying a whole group
of people solely on the basis of offences they have committed
also serves a socially complacent agenda (O'Malley, 1999). It
enables us to distance ourselves from sex offenders and allows
a “them” and “us” comfort zone.

WHO ARE THE SEX OFFENDERS?

Some facts about sex offenders are as follows:

* The vast majority are male (80-95 per cent) (Finklehor,
1886). However, there is increasing evidence that the num-
ber of female abusers has been underestimated (Briggs,
1995; Saradjian, 1998).

¢ One-third of all sexual abuse is perpetrated by adolescents
under the age of 18 years (O'Reilly, this volume).

» Eighty to ninety-five per cent of child sex abuse is perpe-
trated by someone known to the victim: 50 per cent by a
family member; 50 per cent by others — teachers, religious
and youth leaders (Safer Society Foundation, 1995). In Ire-
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land, 2 per cent of the population of clergy have been con-
victed of sexual abuse of children.

The majority of men who sexually abuse children are hetero-
sexual. The common use of the term paedophile to refer to all
men who sexually abuse children is very misleading. Paedo-
philes are individuals who have a primary sexual preference
and sexual arousal to children (Wyre, 1987). The paedophile
can also be described as being *“fixated"” in his sexual prefer-
ence for children, that is, “recurrent, intense sexually arousing
fantasies, urges or behaviours involving sexual activity with a
prepubescent child or children” (DSM-IV, 1994, American Psy-
chiatric Association). Paedophiles can be subdivided into three
main groups:

e Moral Conflict Paedophile. This abuser has a compulsive
sexual preference for children. He is, however, aware of the
wrongness of his sexually abusive activities and he will feel
guilty in relation to it. He is very amenable to treatment to
assist him in gaining control over his sexually deviant be-
haviour.

¢ Social Conflict Paedophile. This abuser sees nothing
wrong with sexual activity with children and argues that it is
society’s attitude which is wrong. He has no feelings of guilt
and believes that his sexual activity with children is a normal
part of a loving relationship. Social conflict paedophiles see
themselves as part of a persecuted sexual subculture. They
use the Internet and join clubs which provide them with a fo-
cus for their sexual perversions. They are unlikely to benefit
from treatment as their cognitive distortions are so strong.
However, the extent to which intervention at an early stage
may be successful in challenging their distorted thinking
needs more research. Legal sanctions such as the prosecu-
tion in their home countries of those who go on “sex tourism
trips” is certainly needed to modify their behaviour.

s Sociopathic Offenders. While these abusers are included
under the paedophile heading they are, in fact, not strictly
paedophiles. Some may have an exclusive preference for
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sex with children but many do have age-appropriate sexual
preferences. These abusers do not identify at all with their
victim who is seen only as an object for use as a means of
sexual gratification. They are frequently violent and punitive
and have no moral constraints about their crimes. They will
sometimes use abduction and murder to avoid detection.
They are highly dangerous and, as they are essentially
amoral, not amenable to treatment. However, these socio-
pathic offenders form a tiny minority of all abusers but they
are given the most publicity and universally inspire horror
and revulsion.

However, while the sociopathic abuser and the moral and social
conflict abusers obtain most publicity, the majority of children
are not abused by fixated paedophiles but by heterosexual
men. These “non-fixated” abusers can be subdivided into (1)
transitional offenders and (2) regressed or compensatory of-
fenders (Wallis, 1995).

1. The transitional offender does have the capacity to be-
come sexually aroused by adult females. However, he lacks
the ability and social skills to form age-appropriate rela-
tionships. He turns to children to meet his intimacy and sex-
ual needs and his sexual abuse of children is usually his
only sexual experience.

2. The regressed or compensatory offender. This abuser
does have sexual relationships with adults. However, at dif-
ferent times in his life and for different reasons, he turns to
children to meet his sexual and intimacy needs. He is usu-
ally married and may abuse within his own family. He is the
classic incest offender.

Faller (1990) classified men who sexually abuse children into
three major types: interfamilial (including incest); extrafamilial
(but known to the victim) and strangers. However, all of the
above classification schemes for offenders have been shown to
be unreliable and need to be viewed as approximate (Fischer &
Mair, 1998). For example, seven per cent of child abusers also
sexually assault adult victims (Elliott et al., 1995). One-third of
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incest abusers sexually abuse both their own and other peo-
ple’s children. Transitional and regressed offenders can also
sometimes be true paedophiles and comprehensive assess-
ment of all abusers is necessary. All perpetrators can, however,
be divided into those who have a deviant pattern of sexual
arousal in that they are only sexually attracted to children and
those others who are heterosexual and who do not have a devi-
ant pattern of arousal but who tend to convert non-sexual
problems into sexual behaviour (Salter, 1988).

Other researchers have classified sex offenders on the basis
of the levels and types of denials used by them in order to justify
their abusive behaviour and excuse themselves from responsi-
bility (Salter, 1988; Kennedy & Grubin, 1992). DeVolder (1998) in
a study of 86 untreated sex offenders in Arbour Hill Prison in
Dublin found four recognisable patterns of denial amongst an
Irish sex offender population. These were similar to the four dif-
ferent groups identified by Kennedy and Grubin (1992) in re-
search on convicted sex offenders in Britain on their patterns of
denial. In the Irish study the following groups were identified:

e Group 1 was composed of men who admitted their offence
and accepted that their action brought some degree of harm
to their victim. However, they were most likely to attribute
their actions to a drunken or enraged state, denying any de-
viant sexual preference. They had a tendency to blame the
offence on the victim or other third parties whom they feel
contributed to the offence taking place. This group corre-
sponds to Kennedy's “internaliser” group, that is, men who
were most likely to admit fully to the offence and to accept
that it harmed their victim but who blamed an abnormal
mental state and/or third parties. As well as their internal
style of attribution, this group displayed high levels of dis-
tress.

e Group 2 had an external style of attribution and tended to
blame the victim and/or third parties. They denied harming
the victim (most often an adult woman) and were dissatisfied
with the way the legal system dealt with their offence, taking
on a persecutory tone when speaking of the police or courts.
They were least likely to admit to the offence they were
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charged with. This group correspond to Kennedy's “exter-
naliser” group.

* Group 3 contained the highest proportion of offenders of
children under the age of 16 of both sexes. Offenders in this
group accept that they have a deviant sexual preference
and are the most motivated to obtain treatment specifically
aimed at their deviant behaviour. They are characterised by
a combination of ready admission and acceptance of harm
to the victim along with the acceptance of sole responsibil-
ity. This group, while equivalent to Kennedy's “rationaliser”
group, differ significantly in that they acknowledge that
their behaviour was harmful to their victims. In contrast,
Kennedy's group denied causing harm to their wvictims,
claiming rather to have helped them. Kennedy's group cor-
responded much more to the “social conflict” paedophile.

e Group 4 are termed the “absolute deniers” and composed
mostly of offenders against children. This group denied they
had even committed a crime and, thus, were the least likely
to feel they could benefit from treatment. A minority were
willing to accept treatment for other problems such as alco-
hol or substance abuse. In Kennedy's study of UK offenders,
this group contained the highest proportion of men from
ethnic minorities.

In the Irish study, the four recognisable patterns of denial were
found to be related to personal characteristics, that is, person-
ality, lifetime psychiatric history, child sexual abuse, physical
abuse in childhood and psychosexual characteristics (De
Volder, 1998). The identification of these patterns of denial and
the factors most likely to be associated with these patterns are
of particular value in devising therapeutic programmes. In the
past, offenders presenting with a high level of denial have been
excluded from treatment programmes on the basis that denial
is seen to indicate that the offender does not consider his be-
haviour to be a problem that he wants to overcome
(O'Donoghue and Letourneau, 1993). There has, however, been
concern about the fact that offenders who deny their offences
remain untreated and can be viewed as having a higher risk of
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recidivism (McGrath, 1991). In response to this, clinicians who
have devised programmes to help convicted offenders to admit
to their offences have shown encouraging results. Marshall
(1994) reduced the number of “deniers” from 31 per cent to 2
per cent in his programme while Barbaree (1991) reduced the
number of “deniers” from 22 per cent to 3 per cent. Similarly,
O’Donoghue and Letourneau (1993) reduce the “deniers” in
their programme from 17 per cent to 4 per cent. These results
emphasise the value of clinicians working with sex offenders
who are in “denial”, rather than letting the potentially most
dangerous offenders remain untreated (De Volder, 1998).

CHARACTERISTICS OF SEX OFFENDERS

Marshall and Barbaree (1990) put forward a theoretical frame-
work in which they identify a number of factors that are influen-
tial in the aetiology and maintenance of deviant sexual behav-
iour. There is a strong link between childhood abuse and sub-
sequent sexual offending and this may also reflect the interac-
tion of a number of other causative factors as not all of those
who have been subject to abuse and neglect become abusive
(Finkelhor, 1996). However, research indicates that the majority
of offenders grew up in families where there were disruptions
in parent/child relations and where violence, abuse and ne-
glect were common (Barbaree, Marshall & McCormick, 1998).
These experiences result in a failure to develop the skills and
capacities necessary to establish intimate adult relationships
(Marshall, 1989). This failure to meet one’s intimacy needs
leads to the experience of emotional loneliness, and this type of
loneliness has been shown to predict the aggressive, seli-
serving behaviour evident in the sexual abuse of children (Bar-
baree et al., 1998). Therefore, as a result of poor childhood at-
tachment with their parents, sex offenders grow up ill-equipped
to meet the demands of adult social and sexual relationships.
They also lack self-confidence and are unable to experience
the empathy necessary to share fully the emotional issues rele-
vant to adult partners. They have also been found to be low in
self-esteem as it manifests in social interactions (Marshall,
1993). There is evidence that the capacity of the offender to
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benefit from treatment is impeded by low self-esteem and that
assisting offenders to improve their self-confidence has been
shown to increase the effectiveness of treatment programmes
(Marshall et al., 1996). Research done with over 800 offenders
in Australia indicated that sex offenders are less socially com-
petent than non-offenders. Non-fixated offenders perceive
themselves as powerless (Briggs, 1995). These men have very
traditional views about the roles of men and woman. They see
themselves failing in their male role and also feel that they are
unable to develop and maintain relationships with women.
Their inability to live up to gender role stereotypes results in
their feelings of self-doubt and over-dependence. Their sexual
offending is usually triggered by some form of real or imagined
threat to their dependence. Their victims are usually female
children onto whom they transfer their dependence needs.
Many offenders, therefore, retreat from problematic adult rela-
tionships to seek emotional and sexual fulfilment in a sexnal
relationship with a child. They project adult needs and expec-
tations onto their victims and the children are expected to for-
sake childhood and become pseudo-adults. It is a minority of
sex offenders, therefore, whose behaviour can be understood
in sexual terms alone. Other factors such as the need for con-
trol, emotional insecurity or feelings of inadequacy outweigh
the former.

FACTORS WHICH CONTRIBUTE TO SEXUALLY ABUSIVE BEHAVIOUR

It is not enough to know the individual characteristics and life
history of the individual offender. All men who are sexually at-
tracted to children do not sexually abuse them. Neither do all
men with poor emotional detachment, poor self-esteem and in-
timacy deficits abuse children. Finkelhor (1983) identified four
preconditions for the sexual abuse of a child to occur:

1. The offender has the motivation to abuse, that is, an emo-
tional need to relate intimately with someone is coupled
with a sexual interest in children which leads to abuse.

2. The offender overcomes his own internal inhibitions by us-
ing cognitive distortions or through substance abuse.
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3. The offender overcomes external inhibitions such as the su-
pervision of the child by others.

4. The offender overcomes the resistance of the children by
building up trust, using blackmail or physical force.

In addition to Finkelhor's four preconditions, we also need to
understand the factors which promote a sexual assault cycle.
The abuse cycle can be summarised as follows (Wolf, 1984):

¢ The adult experiences sexual arousal in relation to a child.

¢ He uses the recall of this experience as a content of his sex-
ual fantasy which results in masturbation.

¢ He continues to do this, often for many months, and the fan-
tasy involving sexual activity with the child becomes his
only source of sexual arousal.

¢ He targets a child and focuses on creating the conditions in
which he can act out his fantasy.

« He grooms the child.
+ He abuses the child.

+ He experiences fear and guilt afterwards and thinks “I'll
never do this again”.

« He uses distorted thinking to make himself feel better about
what he has done, for example, “it was only horse-play”.

¢ The child does not tell and his anxiety recedes.

¢« He starts to use the recall of the abuse of the child as a basis
of his sexual fantasy and masturbation.

¢ He will distort and repress the nature of the abuse to allow
him to do this, for example, “she did not tell, she must have
enjoyed it".

» Above all, he will engage in denial, that is, an inability to
accept the sexual behaviour he indulged in as harmful to the
victim, is not desired by her and is, in fact, criminal and co-
ercive.
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All of our understanding of the individual characteristics and
psychological functioning of the offender and of the cycles of
abuse needs to be placed within a wider understanding of soci-
ety’s role in creating a climate conducive to individual aggres-
sion. The sexual abuse of children needs to be viewed as just
one aspect of the many inequalities and abuses of power which
permeate our society (Keenan, 1999). Keenan highlights the
need for sexual abuse to be viewed within the context of the
social constructions of masculinity, male sexuality and the fam-
ily and issues of inequality and oppression. Feminist research-
ers have documented how women and children have tradition-
ally been expected to endure high levels of abuse (Herman and
Hirschman, 1998). Bentovim (1998) is a proponent of the sys-
temic family therapy approach as a way of acknowledging the
complexities of the relationships within a family in which sexual
abuse occurs. This approach does not mean that the sexually
abusive behaviour is not the sole responsibility of the abuser. It
rather acknowledges that issues which involve the individual
also extend to the family and the wider social context.

THE CASE FOR TREATMENT

The case for providing treatment for sex offenders is based on
the belief that it contributes to the protection of children and
community safety. The use of the term “treatment” is felt by
many practitioners to not accurately reflect the nature of inter-
vention with sex offenders. There is a risk that the term treat-
ment implies the possibility of “cure” while the emphasis of all
work done with sex offenders is rather on “control” of their de-
viant sexual behaviour. Practitioners working with sex offend-
ers see their work more in terms of re-education and training
and management. Treatment is viewed as being tough for of-
fenders rather than a soft option, with the insistence on offend-
ers facing up to and taking responsibility for their crimes.

There is ample evidence that treatment works. Hanson &
Bussiere (1996) found that the overall recidivism rate in a sam-
ple of 23,393 treated sex offenders was 13.4 per cent (18.9 per
cent were rapists, 12.7 per cent child abusers). There was a
median follow-up of their behaviour of four years. These rates
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are much lower than those of the general prison population and
would be even lower if account was taken of the small number
of perpetrators who have a very high rate of offending (Stur-
geon et al, 1979). Marshall & Barbaree (1988) found that treated
offenders had less reconvictions than non-treated offenders,
both at two-year follow-up (5.5. per cent) and (12.5 per cent)
respectively, and four-year follow-up (25 per cent) and (64 per
cent) respectively. Deviant sexual preference, criminal lifestyle
and dropping out of treatment were the biggest risk factors to
re-offending. In the UK the STEP study (Sex Offender Treatment
and Evaluation Project) (Beckett, Beech, Fisher and Fordham,
1994) evaluated six representative community-based treatment
programmes for sex offenders, together with the Gracewell
Clinic, a specialist residential treatment programme for child
abusers. Short-term group work, averaging 54 hours of treat-
ment, successfully treated 62 per cent of offenders entering
treatment with low deviancy profiles, compared with only 42
per cent of men who started treatment with a highly deviant
profile. However, long-term therapy, averaging 462 hours of
treatment, increased the successful treatment of low deviancy
men from 62 per cent to 80 per cent and highly deviant men
from 42 per cent to 60 per cent. In an evaluation of prison sex
offender treatment programmes in Britain (Beech, Fisher,
Beckett & Scott-Fordham, 1998) it was found that 67 per cent of
offenders attending programmes showed a significant positive
treatment effect. Browne, Fordham and Middleton (1898) found
that 81 per cent of sex offenders attending a community treat-
ment programme showed some improvement and all of those
completing the programme (63 per cent) showed improvement
in one or more of the treatment targets. In an Irish community
treatment programme run by the North Western Health Board
and the Probation and Welfare Service, a 10-year follow-up of
the approximately 100 men who had attended the programme
indicated a 3 per cent reoffending rate. An in-depth follow-up
of 16 of these men (Travers & Moriarty, 1998) indicated that in-
cest offenders were at least risk of reoffending as the majority
had been reintegrated back into their families and had bene-
fited from the resulting family monitoring and support. Their
sexual and intimacy needs were also being met within the fam-
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ily context. The extra-familial offenders were experiencing
more difficulties in meeting their sexual and intimacy needs,
which was a cause for concern. Research indicated that it is a
lack of intimacy and a failure to develop a capacity for intimacy
that contributes to the development of sexual offending (Mazr-
shall, 1983; Garrick, Marshall & Thornton, 1996). The extra-
familial offenders had, however, successfully taken on board
the relapse prevention aspects of the programme, in particular
the need to avoid contact with children.

It is, therefore, evident from this research that treatment of
all convicted sex offenders will contribute significantly to the
reduction of child sexual abuse. However, Murphy (1998) out-
lines the inadequacy of what is currently happening within the
Irish prison system. Out of four prisons holding the majority of
the 250 imprisoned sex offenders, only one (Arbour Hill) has
the resources to provide a sex offender treatment programme.
The programme there has been running successfully since 1994
but offers an intake of only ten places. A programme is planned
for the Curragh Prison, the main institution catering for sex of-
fenders, in the near future. However, even the provision of the
much needed treatment within the prison system will remain
inadequate without follow-up treatment in the community to
maintain positive changes in attitude and behaviour (Murphy,
1998). To date, community-based treatment programmes are
not widely available within this country. There is one rural pro-
gramme provided since 1985 by the North Western Health
Board and the Probation & Welfare Service in the North West
and one Dublin-based programme provided at the Granada
Institute as part of the St. John of God Services. The Department
of Justice, Equality and Law Reform Strategy Statement 1998-
2000 announced the establishment of the first government-
supported community-based programme for sex offenders un-
der the aegis of the Probation & Welfare Service. This pro-
gramme is to cater for those sex offenders processed through
the criminal justice system and placed on statutory supervision
under the Probation & Welfare Service. There are, at present,
approximately 100 such offenders in this category. However, to
date, a lack of resources has meant that this programme has
not, in fact, materialised. The Sex Offenders’ Bill (1999) makes
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provision for the post-release supervision of sex offenders in
the community but the absence of the back-up of community
programmes will reduce the effectiveness of this welcome
measure.

Other advantages of community-based treatment pro-
grammes include:

+ They provide a therapeutic option for the majority of sex
offenders who never reach the courts. Eighty-eight per cent
of the offenders attending the community-based treatment
programme in the North Western Health Board Area had no
legal sanctions on referral. Sixty-nine per cent of the offend-
ers attending a community-based treatment programme in
Northern Ireland had no legal sanctions on referral (Leon-
ard, 1998).

» Community programmes enable those offenders who are
awaiting the often very lengthy processing of their cases
through the criminal justice system to avail of treatment.
Twelve per cent of the offenders attending the community-
based treatment programme in the North Western Health
Board Area attended on this basis. The offender may have
selfish reasons for engaging in treatment but this is sufficient
to engage him in a challenging process in which he will dis-
cover how to live a life that is not abusive (Walsh, 1998).

¢ It is acknowledged that, while treatment in prison is essen-
tial for incarcerated offenders, prison is an unsuitable envi-
ronment in which to facilitate change. In the prison envi-
ronment, sex offenders are not exposed in any realistic way
to the kinds of stresses, temptations or opportunities which
present in the community which may lead them to re-offend
on release (Murphy, 1998). Much of the work which needs to
be done with offenders to ensure that they will not re-offend
can be done more effectively through a community-based
approach (Walsh, 1998).

¢ Community-based programmes facilitate the involvement of
the offender’s family and significant others in his treatment.
This is essential in order to effectively assess how well the
offender is acquiring the attitudes, perceptions and behav-
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iours which will enable him to meet his needs in non-
abusive ways. Responsible family members are able to
monitor the offender’s progress and play an active role in
his relapse prevention programme. The fact that 68 per cent
of the offenders attending the community treatment pro-
gramme in the North Western Health Board Area had either
direct or indirect contact with children and that 55 per cent
of the offenders attending a community treatment pro-
gramme in the Western Health and Social Services Board of
Northern Ireland had either direct or indirect contact with
children, and many lived in family situations, highlights the
importance of this (Leonard, 1998).

* The provision of alternatives to custodial sentences may en-
courage more victims of sexual abuse to disclose their
abuse. Marshall (1998) found that almost 100 per cent of a
sample of children who had disclosed sexual abuse re-
ported that they would not do so again. Among their reasons
was the hostility towards them for getting the abuser into
trouble and removing him from where he was needed.

The success of any community-based programme is dependent
upon a number of factors. Competent clinical assessment of
each individual offender is essential. The community’s right to
safety is the primary issue and only those offenders assessed as
being in the low to moderate risk should be considered eligi-
ble. McGrath (1992) highlights five factors relevant to any risk
assessment process:

1. Offence type. Quincy (1995) found that abusers of unrelated
boys had a higher recidivism rate than those who abused
unrelated girls.

2. Multiple paraphilias.

3. Degree of force used. The more violence the abuser uses in
his sexual attacks the more difficult he is to treat.

4. Criminal lifestyle. Sex offenders with prior sexual conviction
pose a higher risk of reoffending. Offenders who have a
history of non-sexual crime are also unsuitable for commu-
nity treatment. Patterns of antisocial behaviour such as the
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need for stimulation or parasitic lifestyle, poor behaviour
controls, impulsivity and irresponsibility are also viewed as
negative indicators for inclusion in community programmes
(Walsh, 1998).

5. Treatment for alcohol or substance abuse is also a prerequi-
site for acceptance onto a community-based programme.

In 1992 the British Home Office commissioned a research proj-
ect to evaluate the impact of community-based treatment pro-
grammes on sex offenders. Beckett et al. (1994) developed a
Sex Offenders’ Assessment Pack (SOAP) to measure both the
personality characteristics and “offence specific” characteris-
tics of child abusers both before and after treatment. In addition
to evaluating the impact of treatment on child abusers, this as-
sessment pack also provides useful information in determining
risk assessment. The assessment measures fall into three broad
categories:

1. Offence specific, that is, measures of empathy, cognitive
distortions and justification for offending

2. Personality measures, that is, measures of self-esteem, as-
sertiveness, general empathy, locus of control and emo-
tional loneliness

3. Faking and social desirability — such measures include sex
offenders’ general propensity to present themselves in so-
cially desirable ways and to deny sexual drives and interests.

Most treatment programmes for sex offenders employ a cogni-
tive behavioural approach with a relapse-prevention compo-
nent. Core themes covered in treatment programmes include:

« Offence cycle, including role of fantasy, in offending
* Cognitive distortion

e Victim empathy

e Sexuality

¢ Self-esteem, social skills, anger management, assertiveness.
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Walsh (1998) identifies the main tasks facing the offender in a
treatment programme:

1. The uncovering and acknowledgement of the pattern of
abuse perpetrated

2. The identification of the factors which create the conditions
under which the perpetrator abuses and continues to abuse

3. The development of some understanding of the impact on
the victim of the abuse and a fundamental change and atti-
tude to and feeling for those abused

4. The commitment to a process whereby the abuser can avoid
situations which may increase the risk of re-offending.

A combination of individual treatment, group treatment and
family work is necessary to enable the offender to achieve
these tasks. It is important that the clinicians know the function
of the abusive behaviour for the individual offender. An under-
standing of the specific “pay-off” for the offender, whether it be
outright sexual pleasure, the acting out of anger and revenge,
or the opportunistic actions of someone who lacks social skills
will determine the content of the individual's treatment pro-
gramme (Walsh, 1998).

In addition to programme content, the ethos underlying
treatment programmes is an essential element in ensuring suc-
cess. Barker and Morgan (1993) found that in successful pro-
grammes offenders were treated as individuals and felt that they
were not viewed as men without hope of changing. A context
needs to be set in treatment of working together to protect chil-
dren. The recognition of the whole person in treatment rather
than acceptance of society’s view of the one-dimensional mon-
ster is crucial. It motivates the offender to change his behaviour,
rather than to respond to the experience of being shamed in an
angry, blaming way. The individual offender's capacity to be-
come a caring, protective, non-abusing adult needs to be ac-
knowledged. Tanner (1999) includes the need for sex offenders,
regardless of the nature of their crimes, to be treated with re-
spect and dignity by all members of the treatment team, in his
guiding principles to working with sexual offenders.
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CoNCLUSIONS — THE WAY FORWARD

The provision of treatment programmes for sex offenders both
in prison and in the community are just one of the initiatives
necessary to reduce the risk of sexual victimisation of children.
In recent years, the government implemented a number of
other measures to increase the protection of children (see
Chapter 2, this volume). While treatment for sex offenders
alone is not a sufficient response to protecting children, the
treatment facilities and procedures in this country remain in
their infancy. Kelly (1998) in his review of effective treatment
strategies in the USA and Canada stresses the need for any re-
sponse to sex offenders to have a clear protocol for inter-
agency co-operation to ensure quality services and to establish
community safeguards which will not fail. The slow progression
of over-lapping treatment stages, typical in the USA and Can-
ada, highlight the gross inadequacy of what is currently hap-
pening in this country. In the former regions, there is a highly
structured exit sequence from inpatient treatment to transition
groups to outpatient groups to self-help groups. For example,
in Canadian prisons 90 per cent of sex offenders participate in a
treatment programme prior to release, compared to 15 per cent
in Ireland. There is also mandatory treatment and supervision
for sex offenders released from prison while, to date, in this
country sex offenders are denied access to temporary release,
making it impossible to provide such a service (Murphy, 1998).
There is, in this country, a lack of options for dealing with con-
victed sex offenders compared to the more flexible approach in
other countries, with options ranging from prison sentences
with mandatory treatment and post-release treatment monitor-
ing to non-custodial sentences with supervision and treatment
options. In addition to the government initiatives in Britain,
Browne and Lynch (1998) make recommendations to further
reduce the risk of sexual assault which are also applicable in
Ireland. These include “additional legislation to deal with the
majority of alleged sex offenders who are not convicted 'be-
yond all reasonable doubt' and are, therefore, not covered by
the Sex Offenders Act”. Here, as in Britain, a large number of
sex offenders are known to statutory health board child protec-
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tion services but there is no way of mandating them to receive
treatment in the absence of criminal charges brought against
them. In 1998 only 18 cases of incest were dealt with by the
criminal justice system, a tiny fraction of the 598 cases of incest
known to the health boards and gardai. Health boards have to
deal with serious child protection issues in relation to the re-
integration of families where incest has occurred, yet the North
Western Health Board, together with the Probation & Welfare
Service, is the only health board in the country to provide a
community-based treatment programme for adult sex offenders.
This is an integral aspect of its child protection policies. At pres-
ent, other than within this one health board area, there is no
wide-spread integration of the legal and statutory systems to en-
able effective treatment, combined with supervision of offenders
in the community, to reduce the risk of recidivism.

There is a strong “business case” why both the Probation &
Welfare Service and health boards should support the devel-
opment of inter-agency sex offender treatment programmes
(Beckett and Goodman, 1994). The health services already
deal, both directly and indirectly, with the consequences of
sexual abuse. Adults who have been sexually abused as chil-
dren present, directly or indirectly, to a variety of mental health
services (Browne and Finkelhor, 1986). A disproportionate
number of young people referred to child and adolescent
health services have been sexually abused (Fredrich et al.,
1986; Herman, 1981; Reich and Guttierres, 1979).

Successful treatment programmes would also reduce the
work done by social work departments supervising families
where an untreated sex offender returns from prison. The opti-
mistic outcomes of treatment effectiveness outlined earlier in
this chapter point to the value of regarding treatment pro-
grammes as an integral aspect of child protection policies.

The setting up of an Irish branch of the British National Or-
ganisation for the Treatment of Offenders (NOTA) in 1999 is an
important step towards bringing together practitioners in the
field, to both develop and update their knowledge and skills
and to influence government policy, which will contribute to the
necessary integration of the legal and statutory systems.
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In this country we have much laudable concern about sexual
violence against children, but what we also need is the will to
provide the necessary resources to implement effective pre-
ventative measures.
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Chapter Six

Adolescents Who Sexually
Abuse Others

Gary O'Reilly’

INTRODUCTION

Sexually abusive behaviour committed by adolescents is a sig-
nificant but often hidden problem in our society. This chapter
provides an introduction to what we know about juvenile males
who sexually abuse others and describes current approaches
used in assessment and intervention with this population.
Throughout the chapter material is organised around three
themes. These are (a) supporting the discussion with research
evidence, (b) framing the material within an Irish context, and
(c) given that the primary focus of this chapter concerns ado-
lescents an attempt is made to present information within a de-
velopmental framework.

THE AGE DISTRIBUTION OF PERPETRATORS OF SEXUAL ABUSE IN
IRELAND

Evidence from two comprehensive and reliable studies of con-
firmed cases of child sexual abuse conducted in the Eastern
Health Board Region and in Northern Ireland has supplied us

! This chapter was the basis for a keynote address at an European Commis-
sion sponsored conference on sharing models of good practice in the pre-
vention of the sexual victimisation of children and adults — ACCESS 2000,
Birmingham, May 10-12, 2000.
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with important information on the age distribution of perpetra-
tors of child sexual abuse (McKeown, Gilligan, Brannick,
McGuane, & Riordan, 1989; The Research Team, 1990). These
studies are respectively based on 512 and 408 confirmed cases
of child sexual abuse occurring in a one-year time frame and
reveal that in 36 per cent of cases the perpetrator is under 20
years of age, and in 21 per cent of cases the perpetrator is un-
der 15 years of age:

Table 6.1: Age Distribution of Perpetrators of Child Sexual
Abuse in Ireland

Bge . Eastern | Bge | Northern

Health Board | i Ireland Study
Study !
15 Years and 21% of cases 15 Years and 20.5% of cases
Under Under

16-20 Years 16% of cases 16-19 Years 16.2% of cases
21-35 Years 24% of cases 20-39 Years | 34.4% of cases
36-45 Years 17% of cases 40-59 Years 18.5% of cases

| 46-86 Years 9% of cases | Over 60 Years | 11% of cases

This surprisingly high proportion of sexually abusive behaviour
by children and adolescents is not a uniquely Irish phenome-
non and is further confirmed by a variety of sources in the UK
and North America (Vizard, Monck & Misch, 1995; Barbaree,
Hudson & Seto, 1993). The extent of sexually abusive behaviour
by adolescents and children has prompted many professionals
and health care providers to recognise the importance of de-
veloping services for young people who abuse others. The ra-
tionale of these services is to prevent further sexual abuse by
working with children and adolescents who can be considered
to be at risk of engaging in sexual abuse in the future. Given the
space available, the present chapter will present information on
what we know about the developmental experiences and be-
haviour of male adolescents who sexually abuse others and will
outline some of the approaches currently popular in assessment
and intervention. Readers who are interested in a discussion of
prepubescent children who engage in sexually abusive be-
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haviour are referred to two excellent books on this topic by
Toni Cavanagh Johnson (1999) and Sharon Araji (1997) which
are listed in the reference section of this chapter.

DEVELOPMENT PRIOR TO THE ONSET OF SEXUALLY ABUSIVE
BEHAVIOUR

At present we have available to us two key sources of informa-
tion on the early development of adolescent males who engage
in sexually abusive behaviour. These are the theoretical for-
mulations of clinicians and researchers experienced in this
field, and a limited number of empirical studies. It is to each of
these two sources that we now briefly turn our attention.

The Barbaree, Marshall and McCormick Model

Barbaree, Marshall and McCormick (1998) outline one of a
number of important models of the development of sexual of-
fending behaviour, (see Figure 6.1 below). In their most recent
formulation of their model they emphasise the role played by
growing up in an abusive family to the development of sexually
abusive behaviour. Barbaree, Marshall, and McCormick are
concerned with describing this particular developmental path-
way as it leads into sexual offending for some individuals. Their
approach should not be confused with erroneous conclusions
such as “all people from abusive family backgrounds are at risk
of sexual offending” or “all adolescent offenders come from
abusive family backgrounds”.
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Figure 6.1: Model of the Development of Sexually Deviant
Behaviour (Barbaree, Marshall & McCormick (1998))
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Barbaree, Marshall, and McCormick outline a view that families
characterised by physical, emotional and/or sexual abuse are
developmental environments that limit a child's experience of
healthy interpersonal relationships while simultaneously pro-
moting a style of relating to others that is characterised by co-
erciveness. This double-sided coin of family experience limits a
child’'s development of healthy relationship skills and concur-
rently teaches a child that they best way to get others to re-
spond to you is through coercive behaviour. A child with lim-
ited healthy relationships skills and a tendency to be coercive
in his behaviour is ill-equipped to meet the challenge posed by
environments outside the family such as school and the suc-
cessful establishment of relationships with peers. A child in this
situation is unlikely to form stable and satisfying relationships
with peers, teachers and other adults who find their aggressive
and coercive relationship style to be unappealing. This further
impedes the development of pro-social skills. Ultimately this
developmental pathway may lead to what Barbaree, Marshall
and McCormick call the intermediate outcome of the abusive
family experience which they characterise as a “syndrome of
social disability”. They describe the five main features of the
syndrome of social disability as follows:

1. An inability to establish and maintain intimate relationships

. Low self-esteem

2
3. Diverse anti-social and criminal attitudes and behaviours
4. A lack of empathy

5

Distorted thinking that supports and justifies criminal
behaviour.

A young person whose development brings him to a point
where these characteristics have a relevance in describing his
relationships and behaviour is at a disadvantage in facing the
many challenges heralded by the onset of puberty. In particular
he may find it very difficult during adolescence to successfully
develop appropriate relationships that have a more intimate
and sexual quality with suitable age-equivalent partners. This
may lead a young person to feel that he is powerless in estab-
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lishing healthy relationships, and is emotionally isolated. This
may promote strong feelings of anger and resentment. For
some these become directed at the object of desire; intimate
contact with others based upon sexual attraction. A young per-
son in this situation may fall back on the aggressive, manipu-
lative and coercive strategy learnt from negotiating relation-
ships with important figures in the abusive family environment.
Such a young person may seek sex either forcefully or with
younger, more vulnerable children. These inappropriate sexual
contacts may become reinforced through fantasy and mastur-
bation, thus promoting an orientation towards coercive and/or
paedophilic sexual behaviour.,

In summary, Barbaree, Marshall and McCormick see the
following as the key causal factors in the development of sexu-
ally abusive behaviour:

1. Disruption in relationships with attachment figures (parents)

2. Experiences of sexual, physical and/or emotional abuse as
a child

3. Dysfunctional family relationships including parental rein-
forcement of coercive, disruptive and aggressive behaviour
Inherent temperamental factors that predispose impulsiveness

Repeated failure to successfully relate to peers

The development of a syndrome of social disability

Hoe 3 k

The application of a coercive relationship strategy to
achieve sexual contact with others

8. The reinforcement of inappropriate sexual contact through
fantasy and masturbation.

Research Evidence Concerning Pre-offence
Development

There is a limited but growing body of research available to aid
our understanding of the development of adolescents who en-
gage in sexually abusive behaviour. As can be seen below the
general trend of the available research supports and further re-
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fines the Barbaree, Marshall and McCormick model. O'Reilly,
Sheridan, Carr, Cherry, Donohoe, McGrath, Phelan, Tallon and
O'Reilly (1998), and Sheridan, McKeown, Cherry, Donohoe,
McGrath, O'Reilly, Phelan, and Tallon (1998) provide the only
currently available Irish research studies on adolescents who
sexually abuse. O'Reilly et al. (1998) compared 23 sexually abu-
sive adolescents referred to a community-based treatment pro-
gramme in Dublin with a group of non-offending adolescents
who were matched for age, sex and socio-economic status. Sup-
porting the Barbaree, Marshall and McCormick model this study
confirms important differences in the developmental experi-
ences of adolescents who engage in sexually abusive behaviour.
When compared to non-offending peers adolescents who sexu-
ally abuse others are (a) more likely to have been the victim of
physical abuse, (b) more likely to come from families where
parents have separated, (c) more likely to have experienced
specific reading difficulties, (d) more likely to have significant
school-based behavioural problems, and (e) more likely to have
been expelled from school. O'Reilly and colleagues (1998) also
report the following abuse histories for the adolescents who en-
gaged in sexually abusive behaviour: 21 per cent had been
sexually abused, 65 per cent were physically abused, and 87 per
cent had been subject to emotional abuse. O'Reilly et al.’s study
also indicated that those adolescents judged by their therapists
as still being at high risk of sexually re-offending post-treatment
could be distinguished from low risk adolescents by their inde-
pendently rated self-report of the levels of care they perceived
in their relationships with their parents. High risk adolescents
reported lower levels of maternal and paternal care. This study
indicates that prior to engaging in sexually abusive behaviour
young people who sexually assault others have been subject to
life experiences that set them on a different developmental tra-
jectory. For a fuller description of empirical studies on adoles-
cents who sexually abuse others interested readers are referred
to the above studies and to review articles by Davis and Leiten-
berg (1987); Vizard, Monck and Misch (1995) and Boyd, Hagan
and Cho (2000).
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THE SERIOUS NATURE OF ASSAULTIVE BEHAVIOUR BY JUVENILE
BABUSERS

It is clear from our discussion up to this point that, on their own,
the life experiences prior to offending of many young people
who sexually abuse put them in a category that for most people
would suggest the appropriateness of therapeutic intervention.
In determining the characteristics of a fitting intervention we
need to balance our empathy for their developmental experi-
ences with an understanding of the seriousness of their sexually
abusive behaviour. O'Reilly (1996) and O'Reilly et al. (1998)
provide the following information on the sexually abusive be-
haviour of the 23 adolescent abusers attending a community-
based treatment programme discussed above. These 23 young
people had an average age at the time of their first known of-
fence of 14.2 years. Their average age at the time they began
treatment was 15.5 years. Despite their youthfulness only 6 (26
per cent) had only one known offence while the remaining 17
(74 per cent) had perpetrated between 3-50+ assaults. In total
they had perpetrated sexual assaults on 41 children and adults.
Only 13 (56 per cent) of the juvenile abusers had just one victim
while 10 (44 per cent) had more than one victim. The serious
nature of their abusive behaviour is further underlined by the
range of sexual assaultive behaviour from fondling to penetra-
tive acts. Of the total number of people victimised 26 (63 per
cent) were under 10 years of age. The gender ratio of victims
was 3.1 females: 1 male. Abuse was both familial (29, 71 per
cent) and extrafamilial (10, 24 per cent). The most frequent lo-
cation where the abuse took place was in the victim’s home and
15 (65 per cent) adolescent abusers were acting as babysitters
at the time of their offence. The above findings are summarised
in Table 6.2 below.
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Table 6.2: Findings on the Nature of Sexual Assaults by 23
Adolescents in Ireland (O ’Rezﬂ.'}r et al., 1998)

. Varable _ Value ]

'EJAEAQE";;e}I?&Ié'LE; offirstoffence | l4.2years

| Average age when enlermg treatment 15.?.??%.{5mmﬁw
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THE STRUCTURE OF ASSESSMENT AND INTERVENTION SERVICES

The underlying philosophy of assessment and intervention
services for young people who engage in sexually abusive be-
haviour is to prevent future sexual victimisation of children and
adults by working with those who have been involved in this
behaviour in the past. At present there are four programmes in
the Republic of Ireland and three in Northern Ireland whose
remit is to work therapeutically with this population. To operate
effectively, programmes usually endeavour to develop a multi-
disciplinary and multi-agency structure. Given the many needs
of these adolescents successful programmes require the co-
operation of services that often run independently of each other
such as community care services, child and adolescent psy-
chiatry services, residential child care services, gardai, proba-
tion and welfare services, the judicial system, educational psy-
chology services, schools and vocational training services (see
Figure 6.2). A commonly employed strategy in Ireland is that
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each or some of these agencies release members of staff from a
variety of disciplines for part of their working week to come to-
gether to offer assessment and intervention for young people
who engage in sexually abusive behaviour. In what follows we
will outline some of the approaches that inform the clinical
practice of those involved in this work.

Figure 6.2: Services that Need to Co-operate to Provide an
Effective Service for Adolescents Who Sexually Abuse

Child and
Adolescent
Psychiatry

Residential
Services

Adolescent Abuser
Assessment and
Treatment Service

Educational
Psychology

Schools and
Vocational
Training

Judicial
System

CHARACTERISTICS OF A GOOD ASSESSMENT

Assessment represents a pivotal point in successfully working
with a young abuser and his family. Consequently it is impor-
tant to give some consideration to what constitutes a good as-

sessment. A good assessment incorporates the following fea-
tures:

1. It allows for the fact that the young person and his family can
be at various points along a continuum from complete de-
nial to acknowledgement of sexually abusive behaviour.
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2.

10.

11.

12.

13.

14.

15.

It is guided by clear theoretical models and research find-
ings.

It incorporates strategies to motivate engagement in as-
sessment and intervention.

It conveys to the young person and his family that the crises
and dilemmas they face are understood by the assessment
team.

It offers hope when appropriate.

It assumes that most juvenile abusers will not be motivated
to disclose full details of their offending behaviour during
the assessment.

It incorporates strategies for the detection of faking.

It has access to third party information such as victim state-
ments to gardai and/or social services.

It incorporates psychological testing as an integral part of
the assessment process.

It attempts a formulation of the strengths and weaknesses of
the young person and his family that can use to rebuild their
lives in an abuse-free way.

It formulates a considered opinion of the degree of future
risk of re-offending posed by the young person.

It concludes with feedback to the young person and his
family on the formulation and treatment plan reached
through multi-disciplinary team discussion.

It concludes with a contract for intervention if this is the rec-
ommendation of the assessment team.

It has access to a mechanism to ensure mandated atten-
dance at assessment and intervention if the young person
and his family decline the offer of voluntary assistance.

It shares appropriate information from the assessment with
the child protection network.
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CLINICAL ASSESSMENT

Clinical assessment usually takes a number of appointments to
complete and incorporates meetings with the young person
and key members of his family or care network. Below are
listed the main areas usually covered during an assessment:

* A comprehensive developmental history from pregnancy to
the present day (incorporating what we know from the lit-
erature on the pre-offence development of young people
who sexually abuse)

* Family history

+ Family attitude to the abusive behaviour

¢ Family attitude to assessment and treatment

¢ School-related experiences

* Past and cwrrent capacity for making and maintaining
friendships

* History of delinquent or conduct disordered behaviour

* Psychosexual development

* Antecedents, behaviours and consequences of the sexually
abusive behaviour

* Understanding of the perspective of the child or adult who
was sexually assaulted

» Distorted ways of thinking that support sexually abusive be-
haviour

» Attitude towards assessment and intervention

» Current access to children.

Psychological testing is a central part of the assessment proc-
ess. At present most treatment programmes in Ireland use a
battery of psychological tests that are currently being devel-
oped specifically for this population known as the Adolescent
Sex Offender Assessment Pack (ASOAP) (Beckett, 1997). The
ASOAP tests cover three broad areas of psychological func-
tioning: (1) personality functioning related to sexually abusive
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behaviour, (2) attitudes and behaviours related to deviant
sexuality and the young person’s sexual assault, and (3) pro-
viding dishonest and inaccurate information during the assess-
ment. Using the ASOAP allows the young person’s psychologi-
cal test profile to be incorporated into the formulation based on
the clinical assessment and included in feedback. These tests
can also be re-administered after treatment as part of an
evaluation of treatment outcome. Further details on assessment
can be found in Sheerin and O'Reilly (2000a).

THE STRUCTURE OF INTERVENTION

Intervention for adolescents who have engaged in sexually
abusive behaviour is a lengthy process and is usually based on
cognitive behavioural and relapse prevention models. Most
intervention programmes in Ireland operate using a group
therapy structure. Whether or not group rather than individual
therapy is more effective is as yet an unanswered empirical
question as no-one has compared each approach in a con-
trolled trial. However, a group therapy approach has a number
of features which differentiate it from individual therapy that
may help explain its relative popularity. These are (1) a group
approach can allow for a greater number of clients to be seen,
(2) offering group therapy means that staff will be able to co-
work, which allows staff to support one another and helps pre-
vent burn-out while working with a difficult client population,
(3) group therapy allows adolescents to benefit from feedback
from one another and not just from their therapists; this works
particularly well if intervention is offered in a “rolling group”
format which is made up of those at beginning and advanced
stages of therapy, and (4) therapy groups can be used to pro-
mote the emergence of healthy social skills in interactions with
peers and adults.

On average a young person will attend a community-based
intervention programme once a week for roughly one year to
eighteen months. During this time they will work their way
through a series of modules around which most programmes
are structured. Typically these modules include the following:

¢ Understanding the rules of the group
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* Giving an initial account of his abusive behaviour

* Understanding and improving his motivation to change his
sexually abusive behaviour

* Understanding and changing his distorted thinking about
his sexually abusive behaviour

* Understanding and taking responsibility for his sexually
abusive behaviour

* Developing victim awareness
* Outlining his life story
* Relationships and sexuality education

* Positive life skills development; anger management, social
skills and problem solving

* Developing a relapse prevention plan.

Further details on intervention can be found in Sheerin and
O'Reilly (2000b).

THE PROCESS OF INTERVENTION

The above description gives a sense of the task-focused orien-
tation adopted in structuring intervention for juvenile abusers.
However, equal consideration needs to be given to the process
of treatment. An essential part of the therapeutic process is
delicately balancing appropriately breaking down denial and
minimisation of responsibility for abusive behaviour without the
young person being subjected to feelings of self-derogation
that will result in him adopting a defensive position that will im-
pede progress in therapy. Many people expect that in order to
break down denial and minimisation we need to adopt a con-
frontational style. However, a confrontational style is more
likely to be counterproductive as it produces a defensive re-
sponse from clients thus blocking progress. Instead it is more

effective to cultivate a therapeutic experience with the follow-
ing four attributes:
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1.

Where a distinction is made between a person’s behaviour
and their underlying personalitfy. When a young person ac-
knowledges engaging in something as damaging to others
as sexual abuse he must confront the negative impact that
his actions have had on those he has assaulted. This appro-
priate step has deep negative implications for the young
person’s self-concept and, unfortunately, experiencing a
negative self-image is often an important feature of the
emotional, cognitive and behavioural cycle which leads to
offending (Lane, 1997). Consequently, if during treatment
we aim to help young offenders to abandon denial and
minimisation and realistically acknowledge their abusive
behaviour and its impact on abuse survivors we must be
sure that in doing so we are not in fact increasing their risk
of re-offending by further undermining their self-concept.
One possible solution to this therapeutic dilemma is to ex-
plicitly make a distinction between a person’s behaviour
and his underlying personality. Working with a young per-
son in treatment to co-construct a perception of their sexu-
ally abusive behaviour as distinct from their underlying per-
sonality allows treatment to proceed by appropriately re-
jecting the abusive behaviour while exploring personal
strengths the young person may have that can be capital-
ised upon to prevent relapse.

A non-collusive collaborative style rather than a confronta-
tional style should be promoted from first contact with the
client. In adopting this style the therapist presents the client
with the idea that they will be working together to attempt
to fully understand his development to the point where he
engaged in sexually abusive behaviour, with the aim of us-
ing this understanding to help him develop skills that he can
use to choose to avoid being abusive in the future. By twin-
ning a collaborative venture to understand the young per-
son and his behaviour with the aim of preventing abuse in
the future the therapist gradually builds a situation where
difficult questions can be asked and difficult realities can be
faced without forcing the young person to adopt a defensive
and uncooperative position.
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3. The adoption of therapist features demonstrated by research
to have a positive impact on treatment outcome also contrib-
utes to breaking down denial and minimisation without un-
dermining progress towards an abuse-free lifestyle for the
young person. Marshall, Anderson, and Fernandez (1999)
describe the following therapist features as being reliably

identified as positively linked with successful treatment out-
come:

¢+ Empathic
¢ Non-collusive
e Respectful
* Appropriately self-disclosing
¢ Warm and friendly
* Appropriate use of humour
¢ Sincere and genuine
* Communicates clearly
* Rewarding and encouraging
* Encourages active participation
* Directive and reflective
¢ Encourages pro-social attitudes
e Confident
» Asks open-ended questions
¢ Interested
¢ Deals with frustration and difficulties
* Non-confrontational challenging
* Spends appropriate time on issues.
4. The inclusion of a holistic life development focus in conjunc-
tion with offence specific treatment tasks. Young people who

engage in sexually abusive behaviour often present with a
range of emotional, behavioural and vocational difficulties
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that may play a maintaining role in their offending behav-
iour. Consequently it is important that these are tackled ei-
ther during treatment or as an adjunct to treatment. For ex-
ample, areas that may require attention are enuresis, con-
duct problems, attention deficit difficulties, bullying be-
haviour, communication problems, depression, educational
and vocational drop-out. In tackling these areas we are at-
tempting to return the young person to a life-development
pathway that is more normative and consequently supports
an abuse-free lifestyle for the future.

PARENTS’ SUPPORT GROUPS

Most programmes also run a parallel group for parents. They
attempt to help families come to terms with their child’'s sexu-
ally abusive behaviour, to begin to tackle family factors that
may have had a role in precipitating and maintaining abusive
behaviour, and to help family members become a proactive
and constructive part of the young person’s network of people
who will form their relapse prevention support system.

POST-OFFENCE DEVELOPMENT

At present we quite simply do not know how to predict the post-
offence developmental pathways of young people who abuse
and how these might or might not be influenced by therapeutic
intervention. Becker and Kaplan (1998) theorise three untested
potential outcome pathways following sexually abusive behav-
iour. These are:

» A dead end pathway, where the young person discontinues
his sexually abusive behaviour in the face of negative con-
sequences and, perhaps, therapeutic intervention

» A delinquency pathway, where the young person may con-
tinue to be involved in sexual assaults in the context of the
commission of other non-sexual crimes

» A deviant sexual interest pathway, where the adolescent com-
mits further sexual crimes and develops a paraphilic arousal
pattern. This group is likely to be made up of those adoles-
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cents who found their sexually assaultive behaviour very
pleasurable, experienced no or minimal consequences in
relation to the commission of their sexual crimes, experi-
enced reinforcement of their deviant sexual behaviour
through fantasy and masturbation, and continue to have defi-
ciencies in their ability to relate to age appropriate peers.

At present we also do not have any methodologically sound
studies that inform us of the re-offence rate of treated juveniles
compared with untreated juveniles with sexually abusive be-
haviour. In reality these studies are practically and ethically
very difficult to conduct as they are long-term (2-20 years)
pieces of research requiring control groups of untreated ado-
lescents and access to police records and sophisticated psy-
chological testing. However, some interesting sources of data
do exist. Abel, Mittelman and Becker (1985) investigated a
group of 240 untreated adult sex offenders who began their
sexual offending behaviour prior to age 18. These adolescents
who continued to offend as adults had an average of 580 at-
tempted or completed sexual offences. In contrast, Alexander
(1989) reports that from a sample of 875 treated adolescents
with sexually abusive behaviours against both children and
adults the rate of re-offence was just 7.5 per cent. These studies
illustrate the considerable potential for both an escalation and
an extinction of sexually abusive behaviour by young people.

FUTURE DIRECTIONS

It is unrealistic to think that at present we can successfully un-
derstand and intervene with all young people who engage in
sexually abusive behaviour. However, we are beginning to suf-
ficiently understand their development and current psycho-
logical functioning to initiate the process of constructing effec-
tive assessment and intervention services to meet their thera-
peutic needs and work towards the primary goal of preventing
other children and adults from being subjected to sexual vic-
timisation in the future. Hopefully this chapter has illustrated
that attempting these goals is possible. Our success in reaching
them will be determined by the quality of the services we de-

Adolescents Who Sexually Abuse Others 151

velop, their integration within the overall child protection and
judicial systems, and our commitment to methodologically
sound research.
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Chapter Seven

Child Sexual Abuse Victims
and the Legal Process

Geoffrey Shannon

INTRODUCTION

The term “child sexual abuse” is a relatively recent addition to
legal and social discourse. It is defined in the Department of
Health guidelines entitled Children First: National Guidelines for
the Protection and Welfare of Children as occurring “when a
child is used by another person for his or her gratification or
sexual arousal, or that of others” (1999, 6).' Prosecutions for the
sexual abuse of children have risen significantly in recent
years. This may not necessarily signpost an increase in the in-
cidence of child sexual abuse but rather a more frequent re-
porting of the offence. Cases of sexual abuse of children are
very difficult to prove. The prosecution is frequently left with
little other than the victim's testimony. Indeed, the conduct of
child sexual abuse cases reflects the current uncertainty at-
taching to the law in this area. In this chapter it is proposed to
address the law and trial procedures relating to child sexual
abuse. We shall examine the removal of a child into care where
there are allegations of child sexual abuse, the processing of
such cases, the rules of law and evidence that apply in the

! Department of Health (1999) Children First: National Guidelines for the Pro-
tection and Welfare of Children. Dublin: Government Publications.
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hearing of such cases, the impact of international law and re-
cent statutory developments.

REMOVING CHILDREN INTO CARE

The general welfare of the child is a matter of concern not only to
the family of which it is a member but also to society at large. It is
no longer accepted that the State should defer to the autonomy of
the family in all matters relating to children. There are clearly
defined circumstances in which the State is not merely entitled,
but obliged to intervene with a view to safequarding children
from harm, even from within their own families.” Such interven-
tion is regulated by the Child Care Act, 1991.

Care Proceedings

Part IV of the Child Care Act, 1991 allows for the making of
various orders designed to protect a child in the medium to
long term who is believed to be in danger, whether currently or
in the past. In particular, part IV empowers the health board in
whose functional area a child resides or is found to make an
application for a care or supervision order (as it sees fit) where
it forms the view that there is reasonable cause to believe that
the child has been sexually abused.

The two key orders that may be made in this situation are as
follows:

e (Care Order — this allows a child to be committed to the care
of the health board. For these purposes the child may be
removed from the care of their parents or other custodians.

e Supervision Order — this allows a child, while remaining in
the custody of their parents or other custodian, to be visited
periodically by the health board.

Only a health board may apply for such orders to be made.
There is an international obligation, imposed by Article 3 of

the European Convention of Human Rights, to protect children

from harm and ill treatment. In Z. and Ors v. U.K. (a case now

2 . . . -
One such circumstance is where allegations of child sexual abuse arise.
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before the European Court of Human Rights) the Commission
on Human Rights held that a local authority has a positive duty
to see that measures are taken to protect a child at risk.” The
Commission noted, in particular, the local authority’s failure to
assign a senior social worker or guardian ad litem in respect of
the child at the centre of that case, more of which later.

Standard of Proof

In cases of child sexual abuse, applications by health boards to
remove children from the custody of their parents are generally
contested by the civil standard of proof on the balance of prob-
ability. That said, the court is always alert to the inalienable
rights of parents in relation to their children under Articles 41
and 42 of the Constitution. Indeed, most recently in the North
Western Health Board v. HW and CW McCracken J. held as fol-
lows:

Quite clearly the welfare of the child is not the only matter to
be considered under 5.3 of the Act [of 1991], and the rights
of the parents and the position of the family unit is clearly
both recognised and emphasised in subsection (2) (b) and
(c) of that section. Article 41.1 places the family in a very
special position as being the natural primary and funda-
mental unit group of society. It also provides that the family
possess rights which are antecedent and superior to all
positive law . . . There have been a number of cases which
have spoken of a hierarchy of rights under the Constitution,
but the wording of Article 41.1 certainly would appear to
place the rights of the family in relation to their children,
very high up in this hierarchjr."

Procedural Safeguards

The case of State (D. & D.) v. Groake® set down certain proce-
dural safeguards which should apply in cases where allegations

* No. 28392/95, Comm. Rep. 10.9.99.
* Unreported, High Court, October 27, 2000, at pp. 12-13.
¥ [1990] 1 IR 305.
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of child sexual abuse are made. In that case the supreme court
stated that the court deciding such issues, must have before it
basic evidence from which a conclusion of child sexual abuse
has been drawn. The lawyers acting for the parents are entitled
to have, in sufficient time for the trial, reports or summaries of
the evidence which is to be given, and an examination of any
video recording made.’ Where anatomically correct dolls have
been used a demonstration of the precise use and the expert
witness’s belief in the meaning of the use by the child should be
given. In the later case of M.Q. v. Glesson' Barr J. held that in
abuse cases, the complaint should be put to the alleged abuser
in the course of the investigations and he/she should be given
an opportunity of responding to the allegation.

In cases where information is not made available to the law-
yer acting for the alleged abuser, it is now possible to seek dis-
covery in the District Court pursuant to the District Court (Dis-
covery of Documents) Rules 1998.° The case of W.W. (4 Minor)
v. P.B.° should be noted wherein Barr J. held that material was
prima facie discoverable if it came into existence prior to the
date when the plaintiff first consulted a solicitor about his alle-
gations.

Provision of Reports to Parents Defending Allegations of
Child Sexual Abuse

Failure to consult or provide a parent with adequate information
regarding their children in care constitutes a violation of Article
8 of the European Convention on Human Rights, save where it is
justified under Article 8(2). In McMichael v. UK the European
Court stated that a parent’s lack of access to reports or docu-
ments affected participation in the decision-making process
and may breach Article 8.'"° The denial of such information also
raises an issue under Article 6 which guarantees the right to a

® No. 28945/ 95, T.P. and K.M. v. UK, Comm. Rep. 10.9.99.
! Unreported, High Court, February 13, 1997.
® 5.1. No. 285 of 1999.

® Unreported, High Court, March 18, 1999.
' [1995] 20 EHRR 205.
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“fair and public hearing”. Such a fair hearing necessarily in-
volves access to reports or documents, save where they may be
detrimental to the interests of the child. The Commission re-
cently in T.P. and K.M. v. the UK expressed the view that par-
ents, defending serious allegations regarding children, should
be provided with full information as to their factual basis."' The
European Court has yet to issue its judgment on the matter.

Delay in Care Proceedings

Delays in care proceedings may fall foul of either Article 6 or
Article 8 of the Convention. Alternatively, as was the case in W.
v. U.K., the delay may result in a violation of both provisions."” A
review of the jurisprudence of the European Court of Human
Rights reveals that national authorities must display special
diligence in expediting proceedings. Indeed, exceptional dili-
gence is required where the maxim “justice delayed is justice
denied" is fully applicable. This might arise where custody and
access proceedings are initiated by parents of children in the
care of health boards as such proceedings are decisive for the
parents’ future relations with their children and have a “par-
ticular quality of irreversibility”."” The current delay in the pro-
curement and completion of Section 20 reports'* and the diffi-
culties encountered in retaining guardian ad /ifems must surely
fall to be considered under this heading.

" No. 28945/ 95, T.P. and K.M. v. UK, Comm. Rep. 10.9.99.
"% [1987] 10 EHRR 29 at p.65.
" For example, because of claims of sexual abuse against them.

" In the course of private family law proceedings a court can order a report
under section 20 of the Child Care Act, 1991 where it believes that in order to
adequately protect the children in a case a care order or supervision order
may need to be made. Specifically, the court can of its own motion or on the
application of any person adjourn private family law proceedings and direct
the health board to undertake an investigation of the child's circumstances
and the court may also give directions as to the care and custody of the child
or may make a supervision order pending the outcome.
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Access to Children in Care Consequent upon Child Sexual
Abuse

Article 8 of the European Convention on Human Rights guaran-
tees parents and children access to each other when a care or-
der is in place as a result of proceedings concerning child sex-
ual abuse allegations. Access is the right of the child rather than
that of the parents. This has long been the case in England
where Wrangham J. in M. v. M. stated that access by a parent
should not be denied to the child except where the interests of
the child so required.'® Up until the 1990s in this jurisdiction the
Supreme Court seemed to view access as a right of the parents
as opposed to a basic right of the child.'®

It was not until the High Court judgment of Carroll J. in the
case of M.D. v. G.D. that the tenor of the language in access
cases assumed a child focus."” In that case Carroll ]. held, inter
alia, that the welfare of the child is paramount and that it is the
right of the child with which the court is concerned not the right
of the adult. This view has been expressed by the European
Court of Human Rights in the case of Hendriks v. Netherlands'®,
W.v. UK", R v. UK®, O. v. UK*, H. v. UK®, McMichael v.
U.K.* and Olsson v. Sweden®. It also now forms part of Article
9(3) of the 1989 UN Convention on the Rights of the Child which
provides for:

the right of the child who is separated from one or both par-
ents to maintain public relations and direct contact with both

'*[1973] 2 AL ER 81 (Fam. D).

'® See State (D&D) v. G [1990] ILRM 10 and State (F) v. Superintendent (B)
Garda Station [1990] [LRM 243.

' High Court, 30 July 1992.
'® (1983) 5 EHRR 223.

' (1988) 10 EHRR 29.

% (1988) 10 EHRR 74.

#! (1988) 10 EHRR 82.

#% (1988) 10 EHRR 95.

% Application No. 16,424/90.
# (1988) 11 EHRR 259.

Child Sexual Abuse Victims and the Legal Process 161

parents on a regular basis, except if it is contrary to the
child’s best interests.

Section 37 of the Child Care Act, 1991 concerns access to chil-
dren in care. This section specifically provides for parents and
persons acting in loco parentis to be allowed access.

There is, in addition, a positive duty on the health board to
facilitate access between the parent and child.”® For example,
in Olsson v. Sweden the Court noted that there was a positive
obligation on each State to take appropriate measures to facili-
tate reunion between children and their parents.” In that case,
three children from one family (the Olssons) had been placed
in foster care with different foster parents living a considerable
distance from each other and from the parents of the children.
As a result of the geographical distance between them, contact
between the children themselves and between the parents and
the children was made virtually impossible. This, the Human
Rights Court concluded, constituted a breach of Article 8 of the
Convention, the State having failed to make adequate provision
for intra-familial contact. The administrative difficulties (such as
the apparent shortage of appropriate foster families) asserted
in defence by the State were deemed not to be of sufficient
weight to prevent a ruling against it. Little guidance is given,
however, as to what is an acceptable distance by which chil-
dren and their parents can be separated.

Supervised Access

It is, indeed, exceptionally uncommon for an application of ac-
cess to be refused. Where it is felt that unsupervised access may,
for whatever reason, be unwise it is the standard practice of the
Court to grant access subject to the condition that it be super-
vised. In O'D. v. O'D. (C.) & Others, for instance, the High Court
granted supervised access to the father where there was a rea-
sonable suspicion that he might have sexually abused his child,
Geoghegan ]. pointing out that the primary matter to be consid-
ered by the court in determining access rights to a child was the

® 5ee Eriksson v. Sweden (1989) 12 EHRR 200.
% (1988) 11 EHRR 259.
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welfare of the child.”” Indeed, supervised access is an important
facility in situations involving allegations of child sexual abuse.
Investigation and validation of such allegations take consider-
able time. Facilities for supervised access by the parent “under
suspicion™ are practically non-existent. Only a health board may
apply for a supervision order under section 19.

From a child welfare perspective, a supervision order fa-
cilitates continuity in that it enables a child to be monitored in
their own home without the child having to be taken into care.
The Law Society of Ireland’s Law Reform Committee in its re-
port on domestic violence highlighted the important role of
court orders providing supervised access.” The Probation and
Welfare Services should be given a dominant role in super-
vised access arrangements and should be allocated adequate
resources to fulfil this role.

HELPING THE CHILD VICTIM TO GIVE EVIDENCE

A court can be an intimidating place even for a worldly aduit.
For a child sexual abuse victim it must be especially so. A key
concern must be to avoid the process causing additional trauma
for the children involved. Several commentators have referred
to the stress involved in testifying in open court as a “revictimi-
sation” or secondary victimisation. A child already scarred by
the subject matter of the proceedings may be further trauma-
tised by the process of testifying in court. In addition to pre-
venting trauma there is also a further concern of a more judicial
nature. The court will also be concerned to ensure that a child
giving evidence will be able to give as full, accurate and co-
herent an account of their experiences as possible. A belief that
this is not always possible added to the fear of further trauma-
tising the child often results in the courts failing to hear the evi-
dence of children. The prevailing wisdom, it seems, has been
that the benefit of hearing the child's evidence is generally

*' [1994] 3 Fam. L.]. 81. See also H. v. H. and C. [1989] 3 All ER 740 and Re B (A
Minor) (Contact: Stepfather’s Hostility) [1997] 2 FLR 579.

% Law Society of Ireland Law Reform Committee, Domestic Violence: The case
for reform, (Law Society of Ireland: Dublin, 1999).
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outweighed by the danger of the child incurring “secondary
trauma” as a result of being exposed to the formal questioning
of legal personnel.

That children have a right to have their evidence or their
views and concerns heard in cases that determine their future
safety or welfare is no longer questionable given our obliga-
tions under the 1989 United Nations Convention on the Rights of
the Child. A child’'s testimony is of central importance in cases
concerning sexual abuse, even more so than other types of
child maltreatment litigation, because of the fact that there may
be no other corroborating evidence, and as the case load in this
area increases so will the pressure to facilitate child witnesses.

In this regard some advances have been made. Statutory
reform has allowed the family courts to reduce to a minimum
the formality involved in a family case. Great efforts have been
made to alleviate unnecessary formality, for instance by pro-
hibiting the wearing of wigs and gowns by either judges or legal
representatives in family proceedings in the Circuit Family and
High Courts. This is a worthy gesture designed to normalise the
atmosphere of the court in such cases. It was effected by section
33 of the Judicial Separation and Family Law Reform Act, 1989,
which further requires that all such proceedings be as informal
as is possible in all the circumstances. It is worth noting, in addi-
tion, that the personal kindness and concern of judges and legal
personnel alike frequently comes to the fore in such stressful cir-
cumstances. The courts must be careful, however, not to throw
caution to the winds — such informality as is permitted must be
consistent with the administration of justice and must be without
prejudice to the rights of the parties.

Procedural changes have also allowed the child to be seated
in the well of the court along with the judge, counsel and so-
licitors and to be accompanied by a friend or relative, willing
and able to support the child if needs be. Amplification equip-
ment has been installed in some courts to facilitate greater ease
of communication. Occasionally, an interpreter may be ap-
pointed to clarify or explain certain questions being asked of,
or answers being made by, the child.

Furthermore, several innovative methods have been for-
mulated to enable a child's voice to be heard in the judicial
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process, in some cases without requiring the child to be pres-
ent in court.

Hearsay Evidence

The rule against hearsay states that a statement initially made
outside court by any person may not be repeated in court.
There are indeed many exceptions to this rule but the basic
thrust is described succinctly by Cross as follows:

A statement other than one made by a person while giving
oral evidence in the proceedings is inadmissible as evi-
dence of the fact stated.”

The rationale behind this may simply be that what a person says
is not always good evidence of what they in fact do. Nonetheless,
enforced to its full extent, it is obvious that such a rule would
cause great hardship. In the context of child law proceedings,
and particularly where such proceedings relate to child sexual
abuse allegations, it may prevent evidence being given by a
person who has interviewed a child as to the content of that in-
terview. Thus, short of presenting the child as a witness, such
evidence could not be admitted. In recent times in family law
proceedings, however, the rule has been eroded considerably.
In the context of public child law cases the inclusion of hear-
say evidence is permitted, albeit at the discretion of the court.
The Supreme Court affirmed this proposition in Southern Health
Board v. C.H." In effect, this case dealt with the admissibility of
a videotape interview with the child, and the purpose for which
the court could view the interview. Was the video recording the
hearsay evidence of the child or was it part of the expert testi-
mony? The court determined that the video tape interview was
part of the expert testimony to be given by the social worker.
Section 23 of the Children Act, 1997 furthermore permits the
inclusion of hearsay evidence of any fact in all proceedings re-
lating to the welfare of a child, public or private. The legislation
also applies in cases relating to any person who has a mental

# Cross, Evidence (London: Butterworth's, 1974) at 6.
% 1996] 1 IR 218.
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disability to such an extent that independent living is not feasi-
ble. However, in all cases to which section 23 relates, several
conditions apply. These conditions are listed in section 23 of the
Children Act, 1997.

Section 24 of the Children Act, 1997 contains provisions re-
garding the weight to be given to the hearsay evidence under
Section 23, with regard to all the circumstances from which in-
ferences as to its accuracy or otherwise can be drawn, and a list
of other considerations in section 24(2).

Section 25 of the Children Act, 1997 allows evidence regard-
ing the credibility of the child to be admitted, notwithstanding
the fact that the child is not, strictly speaking, a witness.

Section 26 of the Children Act, 1997 provides that where a
document is admissible in proceedings permitting hearsay
evidence, it may be given in evidence by producing an
authenticated copy (including a faxed copy) of it.

Hearsay evidence has recently been held to be admissible
in wardship proceedings when the judge is satisfied of the ne-
cessity for so doing and that the evidence is reliable. In the
case of the Eastern Health Board v. M.K. and M.K. the judges of
the Supreme Court recognised the changes introduced in the
Children Act, 1997.*' Indeed, the law applied by the Supreme
Court bears a resemblance to the statutory approach, and thus
this decision is relevant to the interpretation of the Act, a factor
considered by Barron J. in his judgment. He noted that the real
difference would not be in the admission of hearsay evidence,
but in the ability of the courts to give direct weight to such
statements.

Video Link Evidence

Stress experienced by children during the trial process is of
concern because firstly, child witnesses should be protected
from trauma caused by the legal process itself and secondly, it
interferes with the child's ability to give a coherent, complete
and credible testimony which will facilitate justice. Minimising
stress suffered by young children in open court will encourage

*! Unreported, Supreme Court, January 29, 1999 (S.C. Nos. 65 & 67 of 1996).
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future reporting, lessen the need for plea bargaining (in order
to avoid a child witness having to testify), and minimise the
possibility of a case collapsing due to a child’s inability to re-
count the traumatic details and go through the cross-
examination process.

Video link systems enable the evidence of a child to be
broadcast live in court during the trial from a separate room. This
facility is now available in Dublin courts and it is hoped that this
alternative will significantly reduce the level of stress involved.

The first live television/video link evidence was permitted
in criminal cases by virtue of section 12 of the Criminal Evi-
dence Act, 1892, Section 13 of the 1992 Act allows for the giving
of evidence through an intermediary where evidence is being
given through a television link, so long as the court is satisfied
that such is required having regard to the witness’s age or
mental condition. The intermediary must be a person who, in
the opinion of the court, is competent to act as such.

The videotaping of children’s evidence for tendering at a
trial was facilitated by section 15 of the Criminal Evidence Act,
1992. However, by section 15(2), this can only be done in cir-
cumstances where a particular witness is available for cross-
examination and the court is content that it will not result in un-
fairness to the accused. Section 15 1(b) of the 1992 Act is worthy
of particular note as it provides that in the case of a child under
14 years of age, video recordings of any statement by a victim
of an offence is admissible where the statement is made to a
member of the Garda Siochana or to “any other person who is
competent” for that purpose. In relation to the second situation,
this provision would seem to facilitate the admissibility of video
recordings made between a child sexual abuse victim and a
child psychologist in a child sexual abuse assessment unit. Sec-
tion 15(1)(b), however, is also curtailed by section 15(2) which
provides that a video recording will not be admitted in evi-
dence if the trial judge takes the view that it should be ex-
cluded, particularly if he considers that its admission would
“result in unfairness to the accused".

Section 16 of the 1992 Act empowers the court to transfer
proceedings to a Circuit or District Court District which has the
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necessary technical facilities for enabling evidence to be given
through a television link or by means of video recording.

The provisions introduced by the 1992 Act for easing the
trauma of children giving evidence by providing television
links have always been open to challenge on constitutional
grounds. While welcome and necessary these provisions rep-
resented a major departure in the conduct of courtroom pro-
ceedings. The Supreme Court in the case of Donnelly v. Ireland™
upheld the constitutionality of this facility, affirming the ap-
proach of the High Court in the earlier case of White v. Ireland.™
It concluded that an accused person in Ireland had no constitu-
tional right to have a witness to give evidence in his presence
or to “confront” him. Hamilton C]J stated:

[A]n accused person’s right to a fair trial is adequately pro-
tected and vindicated. Such right does not include the right
in all circumstances to require that that the evidence be
given in his physical presence and consequently there is no
such constitutional right. i

The fact that the video link provisions were upheld is to be wel-
comed. That said, there appears to be some limits placed upon
the use of television links. In particular, the Supreme Court was
clear that the use was not a breach of fair procedures in the
case presented as there were sufficient other safeguards, in-
cluding the giving of evidence on oath.

The Children Act, 1997 extends the use of video link evi-
dence to civil proceedings concerning the welfare of a child.*
Part III of the 1997 Act allows the giving of evidence by children
through television link in civil proceedings concerning the
welfare of a child. Section 21 of the Act allows for the Court to
permit the giving of evidence in private law cases by means of
a live television link. While such evidence will be broadcast
live there is also a further requirement that it be video-

% 1998] 1R 321.

% [1995] 2 IR 268.

#11998] 1 ILRM at 413.

% The relevant part of the Act, part III, came into force on 1 January 1999.
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recorded (presumably for the further perusal of the judge and,
where necessary, of any appellate court).

One remarkable feature is that such evidence may be made
from outside the State. However, any material statement made
during the proceedings by a child giving evidence outside the
State will be treated as if made within the State. Thus where the
child makes a statement that he or she knows to be false or
does not believe to be true, that child will be guilty of perjury
or of an offence under section 28 of the Children Act, 1997 as if
such offence had been committed in Ireland.

A standard procedure associated with court proceedings is
that of identification in open court. Where a person is men-
tioned, particularly in connection with an allegation of wrong-
doing, a court may require the person mentioned to be identi-
fied by the speaker in open court. This would of course under-
mine the efficacy of section 21 of the 1897 Act and to this end it
is possible for a child to forego this requirement. If the child
gives evidence by television link, as contemplated by section
21, that they knew a person before the commencement of the
proceedings, it will not be necessary for the child to identify
such person in open court. This obviates the trauma often asso-
ciated with court proceedings where alleged wrongdoers and
their victims are thrown together in open court.

A further safeguard is contained in section 22 of the 1997
Act. This allows evidence, given by means of a television link,
to be conveyed through an intermediary. This may be done
provided that the court is satisfied that, having regard to the
age and mental condition of the child, evidence should be
gathered through such an intermediary.” The benefit of this
approach is that it enables questions to be put to the child in
language that they understand. Indeed the Act requires as
much.”’ This is particularly important in a case concerning alle-
gations of child sexual abuse. The Court must also be satisfied
that the intermediary is competent to perform such a task.™ It

% section 22(1).
 section 22(2).
* Section 22(3).
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may not be sufficient that the intermediary be experienced as a
social worker per se.” In some cases at least, more specific ex-
perience with children may be required.

A key fear may be that the interposition of an intermediary
will blunt the opportunity for robust cross-examination of wit-
nesses. All parties are still, of course, entitled to put questions
to the child but only indirectly. The Supreme Court considered
the use of the television link and intermediary in child law pro-
ceedings in Eastern Health Board v. M.K. and M.K.*° While critical
of the handling of the particular interview, the remarks of the Su-
preme Court were generally favourable to video link evidence,
as two judges noted that one could see the conduct of the inter-
view and thus be in a better position to judge its veracity. Inter-
estingly, the Supreme Court classified the videotape interview as
simply back-up material to the testimony of the social worker in
the same way a doctor might rely upon a medical report.

In light of the decision in Donnelly v. Ireland, it is indeed un-
likely that the new provisions in the Children Act, 1997 will face
constitutional difficulties.*’ That said, caution is still required. The
latter mentioned case underlines the particular need to ensure
that such procedures as are followed do not prejudice the right
of all concerned to natural justice, in particular to challenge the
veracity of evidence delivered by television link.

The main practical concern surrounding these innovations,
however, is one of resources. Few Irish courts have adequate fa-
cilities to carry out a remote television link. Indeed, until re-
cently there was only one room in the Four Courts complex that
facilitated evidence to be given in this manner. The commence-
ment of Part III of the Children Act, 1997 (in January 1999) could
only have compounded these shortcomings. With this in mind
section 27 of the Act allows the court, where it lacks such facili-
ties, to transfer proceedings to a Circuit or District Court build-
ing that has adequate facilities (although this can only put further
pressure on already limited resources).

* See the dicta of Hamilton C.]. in Eastern Health Board v. M.K. and M.K, Unre-
ported, Supreme Court, January 29, 1999,

0 fhid.
! Ibid.
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Unsworn Evidence and Corroboration

Section 26 of the Criminal Evidence Act, 1992 allows a child un-
der fourteen years of age to give evidence otherwise than by
oath or affirmation once certain conditions specified in section
26 are satisfied. In private law cases the general requirement
that a person giving evidence before a court must do so under
oath or on affirmation is removed where the provisions of sec-
tion 28 of the Children Act, 1997 are satisfied. Section 28 ap-
plies to all civil proceedings and not just to those contemplated
by the Act itself. It permits the court to accept the evidence of a
child under the age of 14 years, even where such evidence is
given otherwise than on oath or affirmation. The provisions also
apply to any person, regardless of age, who has a mental dis-
ability.*” Such evidence as is given in both public and private
cases may be taken as corroborating other evidence, whether
the latter is sworn or unsworn.

There are, however, certain important conditions. The court
must be satisfied that the child is able to give an intelligible ac-
count of all relevant events to justify the reception of the evi-
dence and understands the duty of speaking the truth. It is fur-
ther stipulated that, the absence of an oath notwithstanding, a
child who gives evidence knowing it to be false or not believ-
ing it to be true shall be guilty of an offence. Such person shall,

on conviction, be treated as if guilty of perjury and sentenced
accordingly.

The Use of Anatomically Correct Dolls

In many cases, especially those involving alleged sexual abuse,
a child may lack the language necessary to describe their ex-
periences. An innovative solution to the problem of the child’s
limited vocabulary is the use of anatomically correct dolls.
These enable a child to convey to the court, by gesture rather
than words, the nature of their experiences. For instance, a
child allegedly the victim of sexual abuse can point to the
places where they have been touched, thus obviating the need
to mention what to the child may be embarrassing words. This

“ See also section 20(b).
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was first used in the criminal case of D.P.P. v. J.T.*®> While this
case involved the alleged sexual abuse of a person who was
mentally disabled, it is submitted that the Court’s decision is
equally applicable to civil cases involving minors.

SEPARATE REPRESENTATION FOR CHILDREN IN CHILD SEXUAL
ABUSE PROCEEDINGS

Evidence Gathered by Means of Social Report

Despite the strictures of the adversarial approach, it has been
the frequent practice of the courts to request section 20 reports
in respect of children who are the subject of child sexual abuse
proceedings. These reports allow the court to order the making
of an investigation with a view to determining whether a care
order or supervision order is appropriate in relation to a child
who is the subject of the proceedings. The court may order
such investigation of its own motion or following the request of
any party to the proceedings. As a condition precedent to such
an order, it must appear to the court that it may be appropriate
to make such an order, although the court obviously need not
have made up its mind on this point. If it comes to such a con-
clusion it may order the health board in whose functional area
the child resides to undertake an investigation of the child’s
circumstances.

Following such an order proceedings will be adjourned
pending the publication of the results of the investigation. In the
interim, the court may make such orders regarding the
child(ren)’'s care and custody as appear proper, including a su-
pervision order. During the adjournment, the health board will
be obliged to investigate the child's circumstances. In doing so
it must consider in particular whether it should apply for a care
order or supervision order in respect of a child, provide serv-
ices or assistance for the benefit of a child or their family or
take any other appropriate action in relation to the child. Once
made, such report must be delivered in writing to the court. If
the health board, having completed its investigation, decides

*3 3 Frewen 141.
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not to proceed to obtain a care or supervision order, it must in-
form the court of its reasons for so deciding and of any service
or assistance that it has provided or intends for the child or
their family. It is also required to appraise the court of any ac-
tion that it has taken or intends to take in respect of the child. It
is possible, in addition, for the court to call the person making
the report to give evidence before it.

Social reports allow evidence relating to the child’s welfare
to be collected without necessarily requiring the child to ap-
pear in court. This task was originally performed by the proba-
tion and welfare service on an informal basis although since
1996 such reports have generally been made by social work-
ers, the former maintaining that they lacked the resources to
continue doing so adequately. There seems to be a view that
such reports give a voice to the child and thereby satisfy the
Irish State’'s obligations under Article 12 of the 1989 UN Con-
vention on the Rights of the Child. This is not entirely accurate
as social reports may (and sometimes do) tend to approach the
circumstances of the family from the perspective of the adults
as they relate to their children rather than focusing on the chil-
dren’s interests in and of themselves. Great care is needed then
to ensure that the ultimate purpose of the proceedings — to se-
cure the welfare of the child — is not obscured or diluted.

Independent Representation for Children:
The Guardian Ad Litem

Traditionally, common lawyers have been wary of innovations
such as the guardian ad litem. The common law system of adju-
dication is typified by an adversarial approach to judicial pro-
ceedings. The net effect of this perspective is that the parties
are viewed as competing against each other for the court’s fa-
vour. The judge, furthermore, is limited in the inquiries they
may initiate. In the classical adversarial model, it is the legal
representatives of the parties rather than the court that dictates
the direction and tenor of the proceedings. This is in sharp
contrast to the more inquisitorial system operated in the civil
law jurisdictions of continental Europe, a system that, with re-
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spect, lends itself much more readily to the type of proceedings
being discussed here.

Of particular concern at this juncture is the fate of the child
in the adversarial model of proceedings. The latter perspective
tends to view a custody application, for instance, as a struggle
between competing parents with the child being the sought-
after “prize”. This jars with what is, after all, the overriding
concern of the court in such cases — the requirement that the
welfare of the child is paramount, taking precedence over all
other considerations and interests.” It seems strange then that
at least until recently very little consideration was given to the
proposition that the child him or herself should be represented
in court.

Recent innovations have, however, tended to exhibit a will for
reform in this regard. One such innovation was the introduction
on a statutory basis of the guardian ad liftem in public law cases.
The guardian ad litem is effectively an independent representa-
tive appointed by the court to represent the child’s personal and
legal interests in proceedings. Such a representative is particu-
larly important for the child sexual abuse victim.

The concept of a guardian ad litem and independent repre-
sentation for children is an entirely new development in Ire-
land. It was first given legislative effect in public law cases un-
der the Child Care Act 1991, Sections 25 and 26 thereof. Sec-
tions 25 and 26 of the Child Care Act 1991 were implemented in
Ireland in October 1995. Section 26 of the Child Care Act 1991
deals with the appointment of a guardian ad lifem and it simply
states as follows:

If in any proceedings under Part IV or Part VI the child to
whom the proceedings relate is not a party, the court, if it is
satisfied that it is necessary in the interests of the child and
in the interests of justice to do so, can appoint a guardian ad
litem for the child.

That is the extent of the guidelines provided. The section is de-
ficient in terms of assisting practitioners and judges alike in

* See section 3 of the Guardianship of Infants Act, 1964.
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determining who should be appointed a guardian or what
qualifications, if any, that person should have. The dearth of
detail in relation to the guardian ad litem continues when con-
sidering the role of the guardian ad litem, the duties of the
guardian and the powers, if any, of the guardian. There is
clearly an urgent need for guidance or specification relating to
the role or function of the guardian ad litem in public law pro-
ceedings in Ireland.

The law as it stands is nothing more than chaotic. It falls well
short of what is required and what the State have agreed to sign
up for, having ratified the 1989 UN Convention on the Rights of
the Child and having signed the 1995 European Convention on
the Exercise of Children’s Rights.

It cannot be asserted by the State that sections 25 and 26 of
the Child Care Act, 1991 discharge our obligations under the
UN Convention on the Rights of the Child or the European Con-
vention on the Exercise of Children’s Rights. The duty of the
author of the report pursuant to these sections is to report to the
court, but there is no duty to give a voice to the child's wishes.
The author is in the role of an expert witness to assist the court.

There is a critical difference between the role of an expert
witness and the role of the guardian ad litem. The duty of an ex-
pert witness is to report to the court on a set of facts which have
presented themselves to that court, to gather information and to
make recommendations in relation to proceedings before the
court. While the expert witness may interview the child/children
who are caught up in a custody or access dispute, it is not their
role to explore their wishes, to present them to the court or to
ensure that those wishes are the courts' primary concern, nor has
the expert witness any control over the proceedings. They are
simply asked to submit the report. Often times the report pre-
pared is never seen by the judge as the proceedings may settle
before the matter comes on for hearing. These provisions go
someway towards improving the management of family law dis-
putes. However, they are significantly short of what is necessary.
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INTERNATIONAL LAW: STATE INTERVENTION AND SEPARATE
REPRESENTATION OF THE CHILD AT RISK

UN Convention on the Rights of the Child 1989

The UN Convention on the Rights of the Child, adopted by the UN
General assembly in November 1989, details an extensive list of
rights to which all children are entitled. Article 19(1) of the Con-
vention mandates Member States to protect the child from:

all forms of physical and mental violence, injury or abuse,
neglect or negligent treatment, maltreatment or exploita-
tion, including sexual abuse, while in the care of parent(s),
legal guardian(s) or other person who has care of the child.

The primary foothold for separate representation of children in
child sexual abuse cases in international child law can be found
in the United Nations Convention on the Rights of the Child
1989, Article 12 of which provides that:

1. State parties shall assure to the child who is capable of
forming his or her own views the right to express those
views freely in all matters affecting the child, the views of
the child being given due weight in accordance with the
age and maturity of the child.

2. For this purpose, the child shall in particular be provided
the opportunity to be heard in any judicial and administra-
tive proceedings affecting the child, either directly, or
through a representative or an appropriate body, in a man-
ner consistent with the procedural rules of national law.

In line with the overriding principles of Irish child law, the wel-
fare of the child is deemed to be of crucial importance. Article 3
of the Convention underlines this preference, noting that:

1. In all actions concerning children, whether undertaken
by public or private social welfare institutions, courts of law,
administrative authorities or legislative bodies, the best in-
terests of the child shall be a primary consideration.

While this article demands only that the children’s interests be
“a"” primary consideration, not “the” primary consideration, it
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must also be read alongside the series of explicit rights which
the Convention protects. The 1989 UN Convention on the Rights
of the Child gives recognition to children’s rights in its widest
sense and is soundly based on a defensible concept of children’s
rights. The law in Ireland, however, falls short of such a concept.

European Convention on the Exercise of Children’s Rights 1996

Ireland has signed the European Convention on the Exercise of
Children’s Rights 1996. In some respects, it is of more limited
application than its 1989 counterpart. It focuses predominantly
on procedural rather than substantive rights, the emphasis be-
ing on such matters as the right of children to participation in,
and information about cases that concern their welfare. For ex-
ample, Article 5 of the 1996 Convention provides:

Parties shall consider granting children additional proce-
dural rights in relation to proceedings before a judicial
authority offering them, in particular:

a. the right to apply to be assisted by an appropriate per-
son of their choice in order to help them express their
views;

b. the right to apply themselves, or through other persons
or bodies, for the appointment of a separate representa-
tive, in appropriate cases a lawyer;

c. the right to appoint their own representative;

d. the right to exercise some or all of the rights of parties
to such proceedings.

Clearly, the foregoing provisions are aimed primarily at chil-
dren of sufficient age and maturity to understand the matters
under scrutiny. That said, in appropriate cases, a child should
have a person to help the expression of his or her views. The
absence of a facility for children in this jurisdiction to articulate
their views,, where a case is settled in advance of the hearing,
needs to be addressed. It is a serious problem, particularly
where the legal representative believes that the child is at risk.
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The European Convention on Human Rights

Of special significance in discussing our international obliga-
tions are the relevant provisions of the European Convention on
Human Rights and Fundamental Freedoms, the incorporation of
which into Irish law is to be by way of statute. It will then be
possible to take proceedings in the Irish courts alleging a
breach of the Convention. There is little doubt that inconsisten-
cies will arise between, on the one hand, Irish child law and
practice and, on the other, the standards required by the Con-
vention. That said, the significance of this development has
been overstated in the arena of Irish child law. The indirect or
interpretative mode of incorporation preserves the domestic
primacy of the Constitution. Consequently, Article 41 of the
Constitution will continue to act as an impediment to the effec-
tive implementation of children's legal entittements under the
Convention. In summary, incorporation of the Convention at
sub-constitutional level will ensure that child rights remain
subordinate to parental rights.*

One cannot avoid noting the enormous potential of the Con-
vention to protect and promote rights for the individual mem-
bers of the family. Article 8 of the European Convention on
Human Rights, for example, guarantees as a basic right to every
individual the right to respect for private and family life, home
and correspondence. Paragraph 2 of the provision states that
there shall be no interference with that right unless it is shown
to be in accordance with law, has an aim or aims that is or are
legitimate and is “necessary in a democratic society”. Accord-
ingly, the European Convention on Human Rights has as a core
principle the protection of individual rights from arbitrary in-
terference by the State. As a result, where the state intervenes,
such as where a child is taken into care because of child sexual
abuse allegations, family members are entitled to challenge
that order under Article 8 of the Convention. Consideration will
then be given as to whether the order is in accordance with law,
has an aim or aims that is or are legitimate and is “necessary in

5 If there is a conflict between a provision of the Constitution and of the Con-
vention, the Constitution will prevail.
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a democratic society”. It is clear from the ruling in Marckx v.
Belgium that the Convention draws no distinction between the
marital and non-martial family when interpreting “respect . . .
for family life”, as enshrined in Article 8 of the Convention.*

The Convention also has certain ramifications for the ques-
tion of separate representation of children in Court proceed-
ings. A State's positive obligation under Article 8 includes
guaranteeing the procedural safeguards. These include the
right to a fair trial.” While this obligation mirrors a State’s ex-
plicit duties under Article 6, it is also part of the procedural
safeguards inherent in Article 8.

There is clearly an inextricable relationship between the
rights expressly guaranteed under Article 6 and the inherent
safeguards of Article B. This relationship can be seen in the
child’s right to participate in legal proceedings. Indeed, the
provision of separate and impartial representation to children is
essential in public law proceedings given the potential far-
reaching consequences that follow from the granting of orders
in this area. This approach was adopted by the European Court
in criminal proceedings in its recent T and V judgments™ and is
likely to be the approach of the Court in civil proceedings in-
volving children. The provision for the separate representation
of children in Ireland is chaotic. The guardian ad litem provi-
sion, as previously stated, was introduced in public law cases in
section 26 of the Child Care Act, 1991. However, the infra-
structure to give effect to this provision has yet to be put in
place. Accordingly, there are significant variations as to the op-
eration of this provision throughout the country. It is only a
matter of time before the State will face a challenge in the
European Court of Human Rights on this issue for failing to offer
adequate protection of children’s rights.

The European Convention on Human Rights Bill, 2001, is-
sued on 12 April 2001, will give effect at sub-constitutional level
to the European Convention on Human Rights and Fundamental

% Series A No. 31, para. 31.

“T V. v. U.K., European Court of Human Rights, December 16, 1999 (Appl. No.
24888/94).

T y. UK., V. v. UK., December 16, 1999 (Appl No. 24888/94).
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Freedoms.” It is likely to come into force at the end of 2001 or
early in the new year.

RECENT DEVELOPMENTS

Protections for Persons Reporting Child Abuse Act, 1998

Allegations of child sexual abuse take a considerable length of
time to complete and the procedures set out in Guidelines on
Procedures for the Identification, Investigation and Management
of Child Abuse all take time.* In addition, once the allegation
has been made the gardai are notified in accordance with the
Guidelines on the Notification of Suspected Cases of Child Abuse
between Health Boards and Gardai.®' Ultimately, if the allega-
tions transpire to be “unfounded” or not established there is
very little which the “wronged party” can do from a practical
point of view. It should be noted that the effects of an unfounded
or malicious complaint may prove irreversible. Indeed, the
feeling of stigmatisation and paranoia may never leave a family.
Barr J. in M.Q. v. Gleeson identified the consequences of un-
founded complaints in the following terms:

A health board ought always to remember that such com-
plaints, if unfounded, have of their nature a potential for
great injustice and harm, not only to the person complained
of but also to the particular child or children sought to be
protected and others in the family in question. A false com-
plaint of child abuse, if incorrectly interpreted by a health
board could involve the destruction of a family unit by
wrongfully having the children it comprises taken into care.
It may also destroy or seriously damage a good relationship
between husband and wife or long-standing partners.”

** No. 26 of 2001.
% See Department of Health Guidelines Revised, 1997.

5! Department of Health, 1995. See criticisms of the application of the 1995
guidelines in a study commissioned by the Mid-Western Health Board, enti-
tled “Keeping Children Safe — Child Abuse, Child Protection and the Promo-
tion of Welfare” (Mid-Western Health Board, 2001).

& Unreported, High Court, February 13, 1897 at p.21.
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The Protections for Persons Reporting Child Abuse Act, 1998
protects those who report their opinion that a child has been
abused, once the report is made to “an appropriate person”.*
The Act defines these as members of the Garda Siochana or
designated officers of a health board.

The operative section is section 3(1) which provides that a
reporter “shall not be liable in damages in respect of the com-
munication” of their opinion that a child is or has been abused.
The immunity is contingent upon the person acting reasonably
and in good faith in forming the opinion and in communicating
it. This is a test which the courts have long been familiar with.
Such a test, however, runs the risk of giving “a licence to pruri-
ent members of the general public to cast stones at their neigh-
bours with impunity*.%

Parents who make false allegations can, however, expect se-
rious censure. In the case of S v. S the Supreme Court upheld the
award of custody of three children to the husband in a case
where the High Court Judge had considered that the wife had
attempted to make false and bogus allegations against the hus-
band of improper sexual behaviour.” That said, the higher stan-
dard prescribed by the Law Reform Commission in its Report on
Child Sexual Abuse would perhaps have been preferable:

We recommend that express statutory immunity from legal
proceedings should be given to any person who bona fide
and with due care reports a suspicion of child sexual abuse
to the appropriate .':u:th-‘::n'tjr.56

Given the seriousness of any allegations involved it may be that
this higher standard is necessary. Despite creating the offence
of false reporting in section 5, which is committed where a per-
son makes a statement knowing it to be false, the law must

protect against the “busybody” as much as a malicious re-
porter.

% No. 49 of 1998.
*LRC 32 — 1990, p. 6.
% [1992] ILRM 733.

% LRC 1990, p. 11.
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In this regard a constitutional balance between the rights to
a good name and fair procedures on the one hand and those
relating to the protection of children on the other must be
maintained. One may want to err on the child's side but to
overweigh the balance is a mistake. Also, over-reporting does
not assist the health boards. Resources are limited enough
without being diverted to investigate spurious claims. On the
whole, however, this Act is a necessary complement to existing
child care provisions. It remains to be seen how it will interact
with any mandatory reporting regime that may be introduced.

Child Sexual Abuse Guidelines

Increasing concern about child sexual abuse led to the issue by
the Minister for Health in 1978 of the first guidelines to help
professionals isolate, identify, investigate and treat child abuse.
Revised guidelines have been issued intermittently in the inter-
vening period, the most recent in September of 1999. These
guidelines, under the name of “Children First: National Guide-
lines for the Protection and Welfare of Children"”, were drawn
up by a Working Group established in February 1988.

While the guidelines are designed to be applicable to eve-
rybody, they are especially directed at practitioners in child
protection and welfare and members of An Garda Siochana.
The aim is to assist people in identifying and reporting child
abuse, primarily to a health board. The guidelines profess to be
informed by the principles underlying the Child Care Act, 1991
and the 1989 UN Convention on the Rights of the Child, specifi-
cally that the child’s welfare is paramount, but also to have re-
gard to the needs of families and to the child’s wishes. In some
ways the guidelines could be seen as an enactment of article 19
of the Convention, whereby parties are to take appropriate
measures to protect children. At the time the guidelines were
launched, it was planned to put them on a statutory basis,
something that may well amount to mandatory reporting by the
backdoor.

The guidelines cover child abuse, which has been given a
wide meaning. There are four kinds specified in the report: ne-
glect, emotional abuse, physical abuse and sexual abuse. The



182 The End of Innocence

indicators and symptoms of each are well described in plain
language. A three-stage guide for the recognition of abuse is
set out. Firstly, to consider the possibility of abuse, including
looking for signs of distress and behavioural problems. The
second stage is looking for signs of abuse. It is explained that
these can be physical, behavioural or developmental, and
some indicators are listed. Finally, there is the recording of in-
formation. It is stressed that as much detail as possible should
be recorded of the abuse.

The grounding principle in reporting suspected abuse is the
well-being of the child. It is stressed that the report should be
made without delay to the health board. The health board must
treat all reports seriously and evaluate the complaint. The deci-
sion taken must strike a balance between protecting the child
and avoiding unnecessary intervention. It is specified that
anonymous reports can be investigated, depending on the
content and circumstances. The procedures to be followed by
the health board thereafter are also set out, as are procedures
for co-operation with the Gardai.

In summary, the guidelines are child-centred and have at-
tempted to deal as comprehensively as possible with the most
important elements of child protection work. That said, they are
not legally binding and are therefore of limited legal value in
that professionals dealing with children are not obliged to en-
force them.

Mandatory Reporting

The Law Reform Commission® and Kilkenny Incest Report™
recommended the introduction of mandatory reporting for
certain persons, such as psychologists, doctors, psychiatrists,
social workers, health board workers, teachers and probation
officers. The Government has not yet introduced legislation to
implement this recommendation. Proposals on the mandatory
reporting of instances of the sexual abuse of children are, how-
ever, soon to be published in a white paper.

T LRC 32 — 1990, Chap. 1.

% Kilkenn y Incest Investigation; Report presented to Minister for Health by South
Eastern Health Board P1. 9812 (Dublin, 1993).
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Mandatory reporting laws will not solve the problem of un-
der-reporting child sexual abuse and should not be seen as a
panacea. There are arguments in favour and against mandatory
reporting laws. For example, it is difficult for professionals to
build and foster a confidential relationship with their pa-
tients/clients when it is known to all parties that the professional
will be required under law to report suspected abuse to the
relevant authorities.

Commission to Inquire into Child Abuse Act, 2000

The Commission to Inquire into Child Abuse Act, 2000 has four
main functions: to afford an opportunity to persons who have
suffered abuse in childhood institutions during the relevant pe-
riod to tell their stories to a committee; to investigate the abuse
of children in childhood institutions in order to determine the
causes, nature, circumstances and extent of such abuse; to de-
termine the extent to which childhood institutions, management
and regulatory authorities had responsibility for the abuse; and
to produce and publish a report. The “relevant period” is de-
termined as being from and including 1940 (or such earlier
year as the commission may determine) up to and including the
year 1999 and such later year (if any) as the commission may
determine.

The institutions referred to include industrial schools, or-
phanages, reformatories, children’'s homes, hospitals and any
other places where children are cared for other than as mem-
bers of their families. The Commission to Inquire into Child
Abuse had its first public sitting on 29 June 2000. Its chair-
woman is Mrs. Justice Mary Laffoy.

Statute of Limitations (Amendment) Act, 2000

The Statute of Limitations (Amendment) Act, 2000 became law
on 21 June 2000. Its central provision is section 2, which extends
the concept of disability contained in the Statute of Limitations,
1957 to accommodate circumstances of childhood sexual
abuse. The extension of disability to include victims of child-
hood sexual abuse clearly excludes all of those victims who
were physically or mentally abused while in care. It is probable
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that the vast majority of victims will not benefit from this statute
as the matter of physical and mental abuse has not been ad-
dressed. An action under Section 2 of the Statute of Limitations
Act, 2000 must be brought not later that 21 June 2001. Any such
action is subject to the conditions detailed in subsection (3) of
that section. Section 3 of the Act addresses the issue of delay
and retains the power of a court “to dismiss an action on the
ground of there being such delay between the accrual of the
cause of action and the bringing of the action as, in the interests
of justice, would warrant its dismissal”.

Delay

Delay between the alleged incident(s) of abuse and the making
of a complaint by the victim of that abuse can create serious
difficulties for both the person seeking redress and the person
seeking to defend themselves from such allegations. However,
delay is frequently explained either by the exercise of domin-
ion by the alleged perpetrator over the complainant, or the re-
pression or suppression of the alleged abuse as a consequence
of dominance and the abuse itself. In particular, where power
imbalance is found to characterise the relationship between the
alleged perpetrator and the victim the courts have been un-
willing to hold that such delay of itself and without more can
justify prohibiting a trial.® A relevant and instructive case is
Stephen Mitchell v. D.P.P. wherein McGuinness ]J. emphasised
the importance of the concept of dominion in permitting prose-
cutions to proceed after lapses of time.*

Recently, the Supreme Court has consistently stated that the
right of the alleged wrongdoer to fair procedures is superior to
the community’s right to prosecute.”" In fact, the Supreme Court

% See D. v. D.P.P. [1994] 2 IR 465, Z. v. D.P.P. [1994] 2 IR 496, Hogan v. President
of the Circuif Court [1994] 21R 513, G. v. D.P.P. [1994] 1 IR 374, B. v. D.P.P. [1997]
2 ILRM 118 and M. M. O'H v. D.P.P. Unreported, High Court, 25 March 1999
(O'Sullivan J).

% Unreported, High Court, 20 December 2000. See also B. v. D.P.P. [1997]1 IR
140.

8! per Denham J. in D. v. DPP [1994] 2 IR 474. See also P.C. v. D.P.P. [1999] 2 IR
25.
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has granted orders preventing the further prosecution of a
number of cases alleging child sexual abuse on the grounds of
delay.” Two of the cases concerned a teacher facing five
charges of indecent assault against a former boy pupil between
1982 and 1983, and a man facing charges of rape, indecent as-
sault and buggery of a girl aged between seven and nine be-
tween 1979 and 1980.

The first case concerned a teacher facing five charges of in-
decent assault against a former pupil, alleged to have taken
place between 1 January 1982 and 31 December 1983, when the
pupil was aged 11 and 12. The accused teacher held that his
right to a fair trial was prejudiced due to excessive delay and
submitted that he was specifically prejudiced because he could
not prove definitively, due to the passage of time, his recollec-
tion that the room where the alleged abuse took place could not
have been locked at the time.

The High Court held that there was evidence of specific
prejudice due to delay and that the accused had established, as
a matter of probability, that there was a real and serious risk of
an unfair trial. A five judge Supreme Court unanimously upheld
the High Court decision. Keane C. J. stated that where a conflict
arose, the public interest in ensuring that anyone charged with a
criminal offence received a fair trail must take precedence over
the community's right to prosecute. Denham ]. cautioned, how-
ever, that a prohibition would occur only where there was a real
and serious risk of an unfair trial and would be an exception, not
the rule.

In the second case, the Supreme Court again granted an or-
der restraining the further prosecution of a man for rape, inde-
cent assault and buggery of a girl arising from an incident be-
tween 1 June 1979 and 30 September 1980. The Court found that
there was evidence of specific prejudice and that the applicant
had established, as a matter of probability, that there was a se-
rious risk of an unfair trial. In particular, the accused claimed
that three months before the offence was alleged to have oc-

* see J.L. v. D.P.P. unreported, Supreme Court, July 6, 2000 and O'Connor v.
D.P.P. unreported, Supreme Court, July 6, 2000. See also O'C. v. D.P.P. unre-
ported, Supreme Court, July 6, 2000.
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curred, he had moved out of the caravan where it was said to
have happened. However, due to the lapse of time, he could not
locate the person to whom he had sold the caravan or people
who could confirm that he was living at another location at the
time of the alleged offence. McGuinness |, summarised the po-
sition in the following manner:

[R]elying in particular on the matter of the whereabouts of
the caravan, it seems to me that the applicant has estab-
lished on the balance of probabilities that his defence in any
trial held after so long a lapse of time would be seriously
prejudiced and that there is a real and serious risk that his
trial would be unfair.*

Particular attention should be drawn to the judgments of Har-
diman J. He stated that the courts had allowed prosecutions of
child sexual abuse cases to proceed after significant lapses of
time because the courts recognised such cases were in a spe-
cial category and that children need to be protected against
sexual abuse.” Significantly, Hardiman J. noted that the courts
had operated on the assumption that complaints of abuse were
true. He expressed grave reservations in relation to that as-
sumption but deferred discussion of it until it was raised in an
appropriate case:

I have outlined my grave reservations in relation to the as-
sumption of the truth of the complaint. I leave to one side,
unless and until these matters are raised in an appropriate
case, all question of the propriety of that assumption and of
the necessity to make it.%®

Hardiman ]. also stressed the need for caution by the courts
when it came to assessing psychological evidence in sexual
abuse cases. He identified the psychological effects which the
court would regard as potentially excusing gross delay in

8 | L v. D.P.P. unreported, Supreme Court, 6 July, 2000 at p. 24.

5 See G. v. D.P.P. [1994] 1 IR 341, B. v. D.P.P. [1997] 3 IR 140, P.C. v. D.P.P.
[1999] 2 IR 25 and D.P.P v. J.O'C. unreported, Supreme Court, May 19, 2000.

= J.L. v. D.P.P. unreported, Supreme Court, & July, 2000 at p. 3. See also judg-
ment in D.P.P. v. J.O’C. unreported, Supreme Court, May 19, 2000.
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making a complaint of abuse as (1) dominance, particularly if
the accused and complainant were closely related or associ-
ated and (2) repression or suppression of the alleged abuse.
Hardiman J. also stated that the defendant in a child sexual
abuse case was entitled to the benefit of the presumption of in-
nocence. Indeed, Denham J. in B. v. D.P.P. cautioned that:

the fact that the offence was of a sexual nature was not itself

a factor which would justify the court in disregarding the

delay, however inordinate, and allowing the trial to pro-
66

ceed.

Keane C.]. adopted a similar approach in J.L. v. D.P.P. stating as
followrs:

Given the presumption of innocence to which, at this stage
of the enquiry, the applicant is entitled, I am satisfied that he
has discharged the onus which rested on him of establishing
as a matter of probability that there is a real and serious risk
of an unfair trial which cannot be avoided by the giving of
directions or rulings by the trial judge.ﬁ?

The Sexual Offenders Act, 2001

Legislation to control sex offenders after the expiration of their
punishment was signed into law on June 30, 2001 in the form of
the Sexual Offenders Act, 2001. The approach adopted is simi-
lar to that in place in the United Kingdom for a number of years.
This Act, drafted in January of 2000, provides for the post-
release monitoring of convicted sex offenders; post-related su-
pervision of sex offenders; and Garda powers to preclude sex
offenders from doing anything the court considers necessary
for the purpose of protecting the public from serious harm. The
Act also makes it an offence for a convicted sex offender to ap-
ply for or assume a job with children and provides legal repre-
sentation for victims of rape where the defence seeks to adduce

% [1997] 3 IR 140.

2 Unreported, Supreme Court, July 6, 2000 at p.5. See also P.C. v. D.P.P.
[1899] 2 IR 25.
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evidence of their prior sexual history. “Sex offenders™ are de-
fined in part 5 of the Act as persons convicted after the com-
mencement of the Act, of an offence for which the court deems
the appropriate punishment to be imprisonment.

Part 2 of the Sexual Offenders Act provides for certain notifi-
cation requirements that must be complied with by persons
convicted of a sexual offence to facilitate the compilation of a
register of sex offenders. The requirement only applies to those
convicted after the coming into force of the Act and those pre-
viously convicted but still awaiting or serving a sentence for
such an offence. Consequently, the immediate value of the
register may not become apparent for a number of years. Part 2
provides that a convicted sex offender will have 10 days to no-
tify the Gardai of his address when he leaves prison. In par-
ticular, under section 9 of the Act a convicted sex offender must
notify the Gardai of his name and home address, any other ad-
dress within the State at which he resides for a period of 10
days in any 12 months, and any change of name or address,
within 10 days of such change. Offenders are also required to
notify the Gardai if they leave the state for a continuous period
of 10 days or more at a time.

Under section 15, a new civil order, a “sex offender order”
may be sought from the court ex parte by a Garda not below the
rank of Chief Superintendent, where a person has been con-
victed at home or abroad of a sexual offence. The threshold for
the granting of such an order is that the court is satisfied, on the
balance of probabilities, that the person has acted on one or
more occasions as to give reasonable grounds for believing
that an order is necessary to protect the public from serious
harm. The order prohibits the sex offender from doing any
thing the court considers necessary for the protection of the
public from serious harm. A sex offender order may remain in
force for 5 years, or longer if the court directs, and breach of
the order attracts a maximum penalty of five years imprison-
ment.

Section 25 of the Act provides that sex offenders must notify
any prospective employer of their conviction, if applying for
any position, whether paid or unpaid, that would require unsu-
pervised access to children as a necessary and regular feature.
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In the neighbouring jurisdiction, an offence of applying for
work with children has been enacted in the Criminal Justice and
Court Services Act, 2000. It is more elaborate and comprehen-
sive than the Irish equivalent provision. The 2001 Act also ap-
plies to persons convicted of sex offences outside the state
whether the offender was resident in the state at the time or not.

The provisions of the Sexual Offenders Act, 2001 are in line
with the Sex Offenders Act, 1997 in the neighbouring jurisdic-
tion, where sex offenders are required to give their address to
the police within 14 days of being freed from prison. The pen-
alty for a breach of the domestic provision is a fine of up to
£1,500, a jail sentence of 12 months or both.

The Act is silent as to the use to be made of the register and,
in particular, to whom information gathered by gardai as part of
the registration process will be released. The Minister for Justice,
Equality and Law Reform, John O’'Donoghue, stated that:

... information will only be disclosed to other persons in the
most exceptional circumstances in order to prevent an im-
mediate risk of crime or to alert members of the public to an
apprehended danger and then only on a strict need to know
basis.

A significant shortcoming in the Act is a lack of emphasis on
medical help and re-integration of offenders into the community.
At present, the rehabilitation of sex offenders while in custody is
hopelessly inadequate. In fact, of the 103 sex offenders released
in 1999, a mere eleven received sex therapy treatment.* The Act
does little to improve the situation and must be criticised for its
failure to make provision for increased treatment places for sex
offenders.

The Child Trafficking and Pornography Act, 1998

Recent years have seen a significant increase in the trafficking of
children and child pornography. The Child Trafficking and Por-
nography Act, 1998, which became law on 29 June 1998, is

® Dail Debates, 6 April, 2000.
% See Irish Times, 13 April 2000.
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therefore a timely piece of legislation. By criminalising the pro-
duction, distribution and possession of child pornography, this
Act provides a valuable protection against the pernicious activi-
ties of paedophiles. Of particular importance is the interpretation
section of the Act which specifically includes the following:

(a) any visual representation —

(i) that shows or, in the case of a document, relates to a
person who is or is depicted as being a child and who is
engaged in or is depicted as being engaged in explicit
sexual activity,

(ii) that shows or, in the case of a document, relates to a
person who is or is depicted as being a child and who is
engaged in or is depicted as witnessing any such activ-
ity by any person or persons, or

(iii) whose dominant characteristics is the depiction for a
sexual purpose, of the genital or anal region of a child,

(b) any visual or audio representation that advocates, en-
courages or counsels any sexual activity with children which
is an offence under any enactment, or

(c) any wvisual representation or description or information
relating to, a child that indicates or implies that the child is
available to be used for the purpose of sexual exploitation
within the meaning of section 3,

irrespective of how or through what medium the represen-
tation, description or information has been produced,
transmitted or conveyed and, without prejudice to the gen-
erality of the foregoing, includes any representation, de-
scription or other electronic or mechanical means. ..

In summary, the Act protects children in three ways. First, it
protects against the trafficking of children for the purpose of
their sexual exploitation. Secondly, it protects children from
being used and thereby sexualised and abused in the making
of child pornography. Finally, it criminalises the possession of
child pornography.
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New offences introduced by the Act include child trafficking
and taking a child for sexual exploitation,” permitting a child to
be used for pornography,” producing and distributing child
pornography,” and the possession of child pornography.” A
formidable obstacle in prosecuting child pornographers is the
means by which the age of the victim (defined as a person un-
der 17 years of age) can be proved for the purposes of the Act.
This problem is circumvented by section 2(3) of the Child Traf-
ficking and Pornography Act, 1998 which provides that:

In any proceedings for an offence under section 3, 4, 5or6 a
person shall be deemed, unless the contrary is proved, to be
or have been a child or to be or have been depicted or rep-
resented as a child, at any time if the person appears to the
court to be or have been a child, or to be or have been so
depicted or represented at the time.

In essence, the Child Trafficking and Pornography Act, 1998 is
part of a series of legislative initiatives designed to protect
children against sexual abuse and exploitation.

THE CONSTITUTION

Section 3 of the Guardianship of Infants Act, 1964 makes it
abundantly clear that in considering an application relating to
the guardianship, custody or upbringing of a child, the court
must have regard for the welfare of the child. This, the section
states, is the “the first and paramount consideration”. The Su-
preme Court, however, have determined that the welfare of the
child must, unless there are exceptional circumstances or other
overriding factors, be considered to be best served by its re-
maining as part of the marital family. This was dictated, the
court considered in a number of cases, by the constitutional
preference for the marital family exhibited in Axticle 41 of the
Constitution and the requirement therein that it be protected

™ Section 3.
™ Section 4.
"2 Section 5.
™ Section 6.
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from attack.™ Article 41 of the Constitution protects the family
based on marriage only. The rights guaranteed by this Article
do not belong to individual members of the family but rather to
the family unit as a whole. Its lacks a child focus and fails to rec-
ognise the child as a juristic person with individual rights to
which separate representation must be given. This is largely
due to the principle of parental autonomy created by that Arti-
cle. Consequently, Article 41 establishes a private realm of
family life which the State can enter only in the exceptional cir-
cumstances mentioned in Articles 42.5 of the Constitution. Arti-
cle 42 provides as follows:

1. The State acknowledges that the primary and natural
educator of the child is the Family and guarantees to respect
the inalienable right and duty of parents to provide, ac-
cording to their means, for the religious and moral, intel-
lectual, physical and social education of their children. . . .

5. In exceptional cases, where the parents for physical or
moral reasons fail in their duty towards their children, the
State as guardian of the common good, by appropriate
means shall endeavour to supply the place of the parents,
but always with due regard for the natural and imprescrip-
tible rights of the child.

Clearly, this Article provides that only in exceptional cases,
where parents, for physical or moral reasons, fail in their duty
towards their children, can the State as guardian of the common
good endeavour to supply the place of the parents. We see
therefore an uneasy compromise between, on the one hand, the
provisions of Articles 41 and 42 of the Constitution and, on the
other, the welfare principle outlined in section 3 of the Guard-
ian of Infants Act 1964. In recent years, the Supreme Court has
reiterated the primacy test by emphasising the welfare of the
child, rather than the interests of its parents. In Southern Health
Board v. C.H." O’Flaherty ]. observed, in a case concerning the

7 See, for example, Re J.H. (An Infant) [1985] IR 375.
™8 [1996] 11IR 219
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admissibility of a video-taped interview containing allegations
of paternal abuse, that:

. it is easy to comprehend that the child’'s welfare must
always be of far graver concern to the court. We must, as
judges, always harken to the constitutional command which
mandates, as prime consideration, the interests of the child
in any legal prcn::ﬁ|‘=.'a:ii.t'1gs.1"5r

While the ethos of the more recent case law is decidedly child-
centred, the constitutional fiction that a child is always best
served by a ruling that promotes the interests of its married
parents must be removed in favour of a perspective that looks
solely to the child’s own best interests. If this more child-
centred tendency is followed, it will displace one of the endur-
ing ironies of the earlier Supreme Court case of K.C. and A.C. v
An Bord Uchtala”, that is that, under it, the welfare of the non-
marital child was arguably accorded more respect than that of
the marital child. It is therefore recommended that Article 41 of
the Constitution be amended to contain a provision respecting
the precedence of the ‘best interests test’.

One of the significant conclusions of the Constitution Review
Group was that Article 41 of the Constitution be amended by
the insertion of express children’s rights. In particular, it rec-
ommended the inclusion of the:

judicially construed unenumerated rights of children in a
coherent manner, particularly those rights which are not
guaranteed elsewhere and are particular to children.™

In the earlier Kilkenny Incest Investigation report the investiga-
tions team, chaired by Mrs Catherine McGuinness SC (now Mrs
Justice Catherine McGuinness of the Supreme Court), also pro-
posed that Article 41 of the Constitution be amended to include
a charter of children’s rights. It stated that:

™ ibid at 238.
™ [1985] ILRM 302.

" Report of the Constitution Review Group, Dublin: Government Publications,
1896, p. 319.
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While we accept that the courts have on many occasions
stressed that children are possessed of constitutional rights
we are some what concerned that the ‘natural and impre-
scriptible rights of the child’ are specifically referred to in
only one subarticle (Article 42.5) and then only in the con-
text of the State supplying the place of parents who have
failed in their duty. We feel that the very high emphasis on
the rights of the family in the Constitution may consciously
or unconsciously be interpreted as giving a higher value to
the rights of the parents than to the rights of the children.
We believe that the Constitution should contain a specific
and overt declaration of the rights of born children. We
therefore recommend that consideration be given by the
Government to the amendment of Articles 41 and 42 of the
Constitution so as to include a statement of the constitutional
rights of children. We do not ourselves feel confident to put
forward a particular wording and we suggest that study
might be made of intermational documents such as the
United Nations Convention on the Rights of the Child.™

The Constitution should be amended to ensure that the right of
children to have their welfare protected is given the para-
mountcy it deserves. Such a reform would bring much needed
clarity to the present situation regarding the principle and
place of the child at the centre of Irish child law proceedings.

LEGAL REFORM

It is regrettable in view of the large number of cases concern-
ing claims of child sexual abuse recently before the courts that
there has been no move to introduce a general offence of child
sexual abuse. Indeed, in order to comply fully with the terms of
article 19(1) of the 1989 United Nations Convention on the
Rights of the Child, Ireland should introduce such an offence.
The Law Reform Commission in its Report on Child Sexual Abuse
recommended that an offence of “child sexual abuse” be intro-
duced.” It recommended the definition of child sexual abuse

&3 Kilkenny Incest Investigation Report, Dublin: Government Publications, 1993,
p- 96.

S LRC 32 — 1990.
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propounded by the Western Australia Task Force in its 1987
Report for that purpose:

(i) intentional touching of the body of a child for the purpose
of the sexual gratification of the child or the person;

(ii) intentional masturbation in the presence of the child;

(iii) intentional exposure of the sexual organs of a person or
any other sexual act intentionally performed in the presence
of the child for the purpose of sexual arousal or gratification
of the older person or as an expression of aggression, threat
or intimidation towards the child; and

(iv) sexual exploitation, which includes permitting, encour-
aging or requiring a child to solicit for or to engage in pros-
titution or other sexual act as referred to above with the ac-
cused or any other person, persons, animal or thing or en-
gaging in the recording (on video-tape, film, audio tape, or
other temporary or permanent material), posing, modelling
or performing of any act involving the exhibition of a child’s
body for the purpose of sexual gratification of an audience
or for the purpose of any other sexual act. . b

Such a change is timely, since prosecutors currently must rely
on offences such as incest, unlawful carnal knowledge and sex-
ual assault, which lack the flexibility necessary to cover all
forms of sexual abuse to which children are subjected.

One of the greatest shortcomings in modern child care
protection legislation has been the requirement that, before a
health board can intervene to provide therapeutic or protective
services, there must be a finding by the court that the child is in
need of protection. Family support therefore ranks as a poor
third to child protection and alternative care in the battle for
resources. The focus is on supplanting parents rather than sup-
porting the role of parents. This stands in contrast to the situa-
tion which exists internationally where the main thrust of child
care objectives has been developing preventative services to
combat child abuse. In fact, as far back as 1976 in the Canadian

& Ibid.
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jurisdiction the preventative approach was outlined and en-
dorsed in the case of Kingston v. Reeves in the following terms:

Perhaps the most important recent development in the
child-care field has been the growing commitment to pre-
vention work, to family rehabilitation rather than removal
from the home. It is recognised that children should be
permanently removed from the home only when the factors
which have produced an environment of risk to the physical
or mental health of the child cannot be ameliorated by help
given to that child and those who care for him or her.*”

The traditional grounds of when a child is found to be in need of
protection continue to find favour in Ireland.” Little attention is
given to a situation where a child is being emotionally abused
or is alleged to be in a substantial risk situation. One statute that
has taken on board the substantial risk situation and the notion
of emotional abuse is the Alberta Child Welfare Act, 1984. Sec-
tion 1 stipulates:

(2) [Flor the purposes of this Act, a child is in need of pro-
tective services if there are reasonable and probable
grounds to believe that the survival, security or develop-
ment of the child is endangered because of any of the fol-
lowing: . . .

(f) the child has been as.-mon’r.:-nalﬂ'yBdl injured by the
guardian of the child;

(g) the guardian of the child is unable or unwilling to
protect the child from emotional injury; . ..

(3) for the purposes of this Act,
(a) a child is emotionally™ injured

(i) if there is substantial and observable impairment of
the child's mental or emotional functioning that is ewvi-
denced by a mental or behavioural disorder, includ-

8 Reports of Family Law, Vol. 23,391(Ont. Prov. Ct), p.393.
% I refer here to the tangible physical and sexual abuse grounds.
B This is the writer's emphasis.

% This is the writer's emphasis.
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ing anxiety, depression, withdrawal, aggression or
delayed development, and

(ii) there are reasonable and probable grounds to be-
lieve that the emotional®® injury is the result of

(A) rejection,

(B) deprivation of affection or cognitive stimulation,

(C) exposure to domestic violence or severe do-
mestic disharmony,

(D) inappropriate criticism, threats, humiliation, ac-
cusations or expectations of or towards the child, or

(E) the mental or emotional condition of the guardian
of the child or chronic alcohol or drug abuse by any-
one living in the same residence as the child.

The Irish legislature should put in place a preventative and pro-
tective provision similar to that enacted in Alberta. The afore-
mentioned suggestion can be implemented without removing
the child from the home. This can be achieved through supervi-
sion, which is an important preventative mechanism and can take
a variety of forms: attendance by parents at counselling, treat-
ment for alcoholism, and medical or psychiatric attention, with
reports to be made of future assessments planned.

The establishment of Regional Family Courts®™ and judicial
training in child law matters are also urgently needed to elimi-
nate judicial inconsistencies in applying child law provisions in
public law cases and in dealing with evidential requirements.

CONCLUSION

In conclusion, the legislative provisions for the protection of
children are primarily for the children themselves and the enti-
tlement accrues to them as of right, not as some kind of dispen-
sation.

BB . s & P
This is the writer's emphasis.

" This was considered in the Denham report where it was viewed as a long-
term solution. The model postulated involves 15 regional centres operating as
a division of the Circuit Court.



198 The End of Innocence

The last decade has seen a heartening development of inter-
est in the victim of child sexual abuse. Attitudes have become
more sensitive to children subjected to such abuse and more
conscious of children's disadvantaged position vis-a-vis adults.
The 1989 United Nations Convention on the Rights of the Child,
ratified by Ireland without reservation on 21 September 1992,
gives a firm base for a charter of children’s rights. Recent legis-
lative innovations have, in aggregate, resulted in enhanced deci-
sion making for children at risk in the Irish courts. They have also
managed to further children’s rights and have facilitated greater
co-operation between lawyers and child care experts.

While the menu of issues and unresolved problems which
emerge from an examination of recent legislation introduced in
Ireland to protect the victim of child sexual abuse can seem
overwhelming, there has been nonetheless a notable move-
ment towards child-centred legislation. The realisation of a vi-
brant and flourishing child-centred statutory system will neces-
sitate discarding the shackles of the Irish adult-centred past.
This can only be achieved by ensuring that children are given
the capability of being heard in all judicial and administrative
proceedings affecting them, either directly or through a repre-
sentative, having regard to their age and understanding. Re-
form is therefore needed, and as Lord Atkin stated:

When the ghosts of the past stand in the path of justice
clanking their mediaeval chains the proper course . . . is to
pass through them undeterred.®®

88 United Australia Ltd. v. Barclays Bank Ltd. [1920] All ER 29.
* The law and practice alluded to in this chapter are stated as at July 2001.

Chapter Eight

From Delusion to Ambition: Creating a
New Agenda for Children in Ireland

Owen Keenan

INTRODUCTION

The publication of this book will hopefully represent a signifi-
cant and influential contribution to policy, provision and prac-
tice in relation to child sexual abuse in Ireland. Nevertheless,
an effective and sustained response to the horror of sexual
abuse must take a broad perspective which considers it in the
context of the child and childhood in contemporary Ireland.
And, in particular, of how that context is either likely to, or how
one might hope it might, change in the future.

Before we can engage with any confidence in predictions
for the future, it is necessary to identify performance to date
and trends or developments that might influence future direc-
tion. This chapter, therefore, will combine a critical review of
our past performance with an analysis of our current provision
for children in Ireland, suggesting that we have collectively
failed children while deluding ourselves that ours was the most
wonderful society in which to be a child. The particular failures
of our system for protecting our most vulnerable child-citizens
will be identified while asserting that these are essentially fail-
ures of our society rather than — narrowly — of the child pro-
tection system. On the contrary, it will be suggested that this
has been bestowed in several respects with tasks, responsibili-
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ties and expectations that are both unrealistic and unreason-
able and have not been adequately supported or resourced.

Nevertheless we are at a critical point in the development of
Ireland’s policy response to the needs of children which may
prove a watershed. The external pressure to meet our respon-
sibilities under the United Nations Convention on the Rights of
the Child, a maturing acceptance of our past inadequacies, the
unprecedented availability of resources, and an increasingly
strategic and ambitious political agenda have combined to cre-
ate this opportunity. But it will not be realised without sus-
tained, ambitious and determined action.

DELUSION AND FAILURE

If sexual abuse may be described as the end of innocence for
the child, perhaps the past decade might be seen as the end of
innocence — or, perhaps more accurately, of delusion — on the
part of a society that previously indulged in romanticised no-
tions of happy, safe, innocent and loved children. These have
given way, over the past decade, to a realisation that the reality
was not so rosy. From the poverty recounted in Angela’s Ashes,
the abuse depicted in Dear Daughter and States of Fear to reve-
lations about “illegitimate” children being sent for adoption to
the United States, we have been confronted not only with the
sins of past generations but with the acknowledgement that,
even today, we are not doing so well. In a decade that has fea-
tured a litany of child abuse scandals — including the Kilkenny
Incest Case, “Kelly”, the McColgan family, Fr. Brendan Smyth,
Donal Dunne, Fr. Sean Fortune, amongst many others — we
have also come to realise that Ireland is not, nor has been, a
good place in which to be a vulnerable child. Ireland has a
crumbling care system which has had to send very troubled
and vulnerable young people to facilities abroad for treatment
while others have been accommodated in unsuitable facilities
on the direction of the High Court as a last resort, a growing
youth homeless population, a consistently poor record on child
poverty compared with other European Union member states,
significant numbers of young people being exploited in pros-
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titution, the worst level of pre-school provision in Europe and
only minimal parental leave arrangements. One could go on.

Why should this reality be so divorced from our aspirations
and assumptions?

This writer described child care in 1991 as ‘“the most ne-
glected area of public policy since the foundation of the State”.’
That was arguably true then, less so today, but we continue to
struggle with the legacy of successive governments’ neglect of
children over the first seventy years of independence. A consid-
erable deficit to date in our provision for children has been the
absence of a vision to underpin and guide our efforts. How
should children be provided for in Ireland? What are the par-
ticular tasks of our various agencies for children and what are
our expectations of them? What is the fit between these respon-
sibilities and expectations and the position of children in our so-
ciety? What, ultimately, are we trying to achieve and how will we
know when it has been achieved? Is there a consensus on this?

In the absence of a vision we appear to have stumbled
blindly towards a set of vague objectives that have been nei-
ther clearly identified nor agreed. This has led to much of the
unevenness of provision and dissatisfaction with outcomes.
There have been wide disparities of ambition and expectation,
which perhaps reflect differences of values and commitment.
This has resulted in some parts of our child care system being
satisfied if it is keeping up with demand for service, while oth-
ers appear to be constantly critical and wedded to an ideal of
provision and protection for children which far exceeds the re-
ality on the ground.

These differences relate not only to the parts of the system
represented by these views, but suggest a conflict of values.
Much of the criticism aimed at the current level of provision in
recent years has been based on its shortcomings relative to in-
ternational standards of what is acceptable, never mind best
practice. One can understand and sympathise with the reac-
tions of committed, hardworking and sorely pressed profes-
sionals in the statutory services who have a vital role in the sys-

L Keenan O., A Window on irish Children, Barnardos Annual Conference, Oc-
tober 1991 (unpublished)
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tem yet feel under constant attack from children’s rights advo-
cates. It is perhaps their misfortune to have to represent and de-
fend actions within a system that has been lacking, not only in
vision, but in a commitment to the rights of children that would
demand and drive the attainment of the highest standards.

In fact much of the inadecuacy of our State’s intervention on
behalf of children derives from a view of children as vulnerable
objects to be protected, rather than as subjects with rights to be
vindicated; as ““adults in waiting” rather than as citizens in their
own right; as not being capable of expressing their needs nor
articulating what is in their best interests. In short, the way we
have responded to children has been both narrow and mini-
malist. We have many examples of this, not least perhaps the
immense time it took to finally pass and subsequently enact the
Child Care Act, 1991, a piece of legislation which, for all its
positive features, now looks very out of date in several critical
respects — fundamentally, the fact that its remit is confined to
children “who are not receiving adequate care and protection”?
rather than all children, the exclusion of any form of regulation
of childminding, and so on. Its important provision for the ap-
pointment of guardians ad litem (see Chapter 7, this volume) for
children involved in legal proceedings were not in the original
Bill but added by amendment in the Oireachtas. They were ef-
fectively disowned by the Department of Health and the health
boards for several years subsequently and, in some cases, to
this day. In many respects it is because of this minimalist ap-
proach that the range of support services to children and fami-
lies experiencing inadequate care and protection was not pro-
vided as comprehensively as was required while the provision
of therapeutic interventions has also been seriously deficient. It
should, however, be acknowledged that, in the intervening
years since the 1991 legislation was enacted, significant steps
have been taken to provide a more comprehensive framework
of services to both prevent situations of children requiring care
and protection and a better, if still seriously inadequate, range
of therapeutic services for children and their families.

2 Child Care Act, 1991, Part 11, Section 3.
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However, much of this development has been reactive
rather than visionary. Much of it indeed has been driven by
media interest and exposure of system failure. In 1991 an extra
£1 million was provided from the National Lottery to fund the
implementation of the new legislation. Neither, in spite of the
quarter of a century gestation period of this State's first legisla-
tion on the care of vulnerable children,® was it going to be im-
plemented with urgency. Rather, it was announced, this was to
take seven years. In 1992 a sum of £2 million was provided,
again from National Lottery funds. No additional funding was
provided in the Government's Budget for 1993. Where were the
values, passion and vision to drive progressive developments
for children of which Ireland could be proud?

Not for the first time, events took a hand. Media interest in
the case that was to become known as the Kilkenny Incest Case
led to the establishment of an inquiry* and the subsequent pro-
vision of an additional £35 million over three years. This repre-
sented an increase of mammoth proportions given what had
gone before but it was accompanied by neither an assessment
of the adequacy of existing provision and analysis of what was
needed, nor indeed of its objectives in terms of improved
services. In the event it funded a disparate series of service de-
velopments, some of which were necessary and strategic, but
many of which represented more of the same — that is, services
and models that already existed though they had not necessar-
ily been demonstrated to be effective. This reflected a lack of
clarity in the identification of ultimate goals and an absence of
strategy in making the most effective investment of these sig-
nificantly increased resources. Furthermore, the increased
funding was seen as effectively a once-off, scon to be com-
pleted, additional investment rather than marking the begin-
ning of a much needed and overdue resourcing of the child
care system. Indeed, by late 1996 senior health board manag-
ers were expressing the view that investment in childcare

’ See, for example, Keenan O., “Child Welfare", in Robins, Joseph (ed.) Re-
flections on Health — Commemeorating Fifty Years of The Department of Health
1947-1997 Department of Health, Dublin, 1997.

! McGuinness, C., Report of the Kilkenny Incest Investigation, Dublin 1993.
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services had now come to an end and it was time to focus on the
resourcing of other need groups, for example, of services for
the elderly.

Whatever this may suggest about the development of serv-
ices for our older citizens, it reveals a quite depressing view of
the service needs of our youngest and equally vulnerable citi-
zens. It also suggests a view of one service target group having
to compete with the equally legitimate needs of another. While
realistically this is always the case in terms of allocating re-
sources, it would be reassuring to know that those charged with
making these choices have at leasta reasonable appreciation of
the full extent of the needs of these respective groups relative
to current levels of provision and a vision of what might ulti-
mately constitute a reasonably satisfactory level of service.
Otherwise, pragmatism monopolises and the most glaring in-
adequacy can be rationalised.

CHILDREN’S RIGHTS AS A CATALYST FOR CHANGE

Never has this been more evident than in Ireland’s report to the
United Nations Committee on the Rights of the Child® and, in
particular, the subsequent appearance before the Committee in
Geneva in January 1998. For those few children’s rights activists
present it was a riveting watershed in the treatment of chil-
dren’s affairs by Irish Governments. For example, the prag-
matic proposal to raise the age of criminal responsibility to ten
years initially and, subsequently, when resources would allow,
to twelve years was rejected by the Committee. The vindication
of children’s rights could not wait for the Government to allo-
cate the necessary resources, it said. Children’s rights are ab-
solute and universal, the Government has ratified the UN Con-
vention on the Rights of the Child, now it must demonstrate its
commitment in implementing it. Likewise, the State's develop-
ment of policy and services on a “case by case” basis was also
rejected by the Committee. Children’s rights demand that Ire-
land should have a clear national strategy for children. Chil-

2 Department of Foreign Affairs, United Nations Convention on the Rights of
the Child: First National Report of Ireland, Dublin, 1996.
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dren must be consulted. So, too, must non-governmental activ-
ists for children. And the State must support and enable all chil-
dren to exercise their rights.

This has very significant implications for Government action
affecting children, particularly those who are vulnerable. It is
no longer acceptable to withhold support measures to children
until they are “in need of care and protection”. A rights-based
strategy demands a more proactive approach, identifying and
addressing the conditions likely to prevent a child achieving
his/her full potential. An “acceptable” level of child poverty,
for example, cannot coexist with a commitment to children’s
rights. This is important because too often inadequacies have
been accommodated as inevitabilities. Children's rights dictate
that determined action be taken, over as long a period as nec-
essary, to eradicate any barrier to their vindication.

There is an important message here too for the range and
orientation of services to support children and their families. In
the past the rights and responsibilities of families have been
celebrated but often with the effect of leaving them to their own
devices, without the supports and resources that can enable
them to provide positive experiences for their children. A
minimalist approach then comes into play when the family
situation has broken down or when the family is adjudged to be
incapable of providing adequately for its children. A visionary,
proactive, rights-based approach on the other hand requires
that a comprehensive and flexible range of support services —
including, for example, a spectrum from financial and practical
supports to intensive therapeutic interventions — is available
and accessible to each family. Clearly this will not be sufficient
in every instance but it can be expected to minimise the de-
mands for very extreme action by the State to provide protec-
tion and care for children at serious risk.

A VALUES BASE FOR PROTECTING CHILDREN, SUPPORTING
FAMILIES

A values base for protecting children and supporting families
makes sense in terms of a commitment to children’s rights but
from other perspectives also — including those of equity and
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economic efficiency. Fundamentally, though, this approach is
underpinned by values that recognise and support children’s
most basic needs, for example, their need for the identity, ex-
periences and supports that come with family life. For some
children this experience can be quite chaotic, even dysfunc-
tional, yet it can also have its strengths and rewards. Any child
care system must recognise this and provide a very broad
range of supports that allow children to remain within families
which, though they may not conform to an ideal, nevertheless
offer their children a quality of experience that they are un-
likely to obtain in alternative care.

This is not to advocate non-intervention in situations where
children may be seriously at risk — on the contrary, early as-
sessment of families that are dangerous and removal of their
children is critical — but there is a need for a greater degree of
tolerance, allied to substantial supports, of family situations
that, while they may not be conventional, do provide a level of
warmth and support for their members. In this respect, too,
there is a need for a more positive approach to families than is
often found. One that never writes off families or their individ-
ual members, that is based on legitimate hope, that emphasises
what they can rather than cannot do, that will work with them to
identify some strength — no matter how hidden — that can be
harnessed and nurtured and that is prepared to stick consis-
tently with them as they struggle to provide a better and safer
future for their children.

Sadly, this is a scenario that is seen in practice too rarely.
There is little evidence of tolerance of diversity, little experi-
ence of long-term commitment to families to achieve small,
though significant change. There is also ample evidence of a
system which is defensive and fearful. This must be addressed
if there is to be any prospect of a radical reorientation of the
State’s services for children.

A MANDATE TO ACHIEVE THE IMPOSSIBLE?

The ten regional health boards have statutory responsibility for
services for children and families under the 1991 legislation.
They are both direct service providers and commissioners of
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services from other bodies. Their responsibility for children’s
services originates in the mandate they were given in the
Health Act, 1970, which established the health boards, for per-
sonal social services. These included community-based serv-
ices for the elderly, people with disabilities, and children and
families. However, needs grew exponentially throughout the
1880s at a time when resources were experiencing cuts in real
terms. As a result, health board interventions with children and
families were narrowed considerably and the goals of their in-
tervention became inevitably more limited.

This development, however, also coincided with increasing
media interest in child care matters generally and in cases of
abuse and neglect in particular. When exposed to the cold light
of media scrutiny many health board actions have been shown
to be indefensible other than in terms of the failure of succes-
sive governments to provide them with a realistic level of re-
sources. It also has to be said that health boards have questions
to answer about the way limited resources have been allocated
within their programmes and the relative weakness of the chil-
dren’s and families’ services in competing for resources with
medical services throughout the 1980s. In any event, health
boards’ actions have frequently been open to public scrutiny
and criticism in recent years and it is probably accurate to say
that they do not generally enjoy a high level of public confi-
dence. While health boards may feel that much of this criticism
is unfair, several have also been the authors of their own nega-
tive media treatment through very poor handling of media re-
lations and, in particular, a resistance to public accountability.

Health boards have also been criticised for failures of their
child protection responsibilities in a number of high profile re-
ports. For example, the Report of the Kilkenny Incest Ingquiry
concluded that the central core of the victim'’s problem:

was never fully known, investigated, understood or re-
solved. . . . each aspect of the health services dealt with the
individual manifestations of Mary's abuse and her various
illnesses entirely separately and without interdisciplinary
communication and co-operation. . . . the response of the
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community care services . . . seems to have been affected
; 6
by weaknesses in management.

The report of the inquiry into the death of Kelly, a fifteen-year-
old girl who died shortly after arriving in London from her
home in Co. Mayo, found that the:

intervention of the Western Health Board with Kelly's family,
in spite of the best efforts of individual staff, was naive and
ineffective when pitted against parents who represented a
significant danger to at least two of their children.”

Similarly, another report identified a series of shortcomings in
the management of a further notorious case of child abuse:

One of the managerial weaknesses in the case lies in the
failure to convene . . . a case conference, in order to share
information, assess risk, make decisions and plan a strategy
for protection. . . . The children did not receive protection.
They were trapped in a system that was not responsive to
their needs until fourteen years later when the full extent of
the abuse they endured was revealed.’

This criticism — and how it was managed — has contributed to
a feeling for health board personnel of being under siege. This,
in turn, has reinforced the development of a culture which is
characterised by defensiveness and fear. Defensiveness, in re-
jecting criticism, rationalising errors, resisting scrutiny and ac-
countability. Fear, in threatening or intimidating their own per-
sonnel into compliance and avoiding risk, or in using their
power against advocates who are seen as threats. In this cul-
ture, those who publicly challenge the effectiveness of the sys-
tem may expect to receive implicit or explicit strictures re-
garding future utterances.

This is a phenomenon that is abusive and dysfunctional in it-
self, and it indicates a preoccupation with the story rather than
the reality. It suggests that the actual performance of the system

8 McGuinness, op.cit.
” Oireachtas Joint Committee on the Family, Kelly — a Child is Dead, 1996.
® North Western Health Board, West of Ireland Farmer Case, 1988.
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is less important than how it is perceived to be. It explains
much of the system’s response to criticism — usually to attack
the critic rather than consider the criticism. Indeed, it is argu-
able also that its consequence is to lead to the health boards
being criticised even more harshly: in other words, it is coun-
terproductive.

Nobody would disagree that the health boards have an un-
enviable task, especially in relation to children's services. The
inadequacy of provision is ultimately a political question yet
health boards invariably find themselves defending the inde-
fensible. Instead of attempting to stifle scrutiny and debate the
health boards would earn much more public sympathy and un-
derstanding if they were to demonstrate that their performance
was reasonably effective given available resources, and if they
showed humility in acknowledging shortcomings where they
clearly exist.

An illustration of how failure to do this can become a serious
problem is the recent controversy about the care system and
the numbers of very troubled young people who have ap-
peared before the High Court. Sadly, there is now a significant
number whose needs cannot be adequately met by the health
boards within a timeframe that is relevant for them due to a
combination of factors including an inadequacy of planning and
resources, but also a failure of vision and commitment. The cur-
rent situation has been evident and unavoidable for many years
because of an unwillingness to hear and act on the analysis and
criticism of seasoned observers. Now, arguably already too late,
the crisis is beyond denial due to the determination of a High
Court judge — but it should never have reached this stage. The
majority of health board professionals and management is well
disposed to the interests of children and young people but too
often their siege mentality has deafened them to the calls of
those outside that system. A recognition of the contribution of a
wider constituency to the best interests of those for whom they
have a statutory responsibility, and an acceptance of the neces-
sity of monitoring and accountability, could only be of benefit to
them in their onerous responsibility to society.

It is appropriate to consider whether in fact the health
boards now have a task in relation to children which is effec-
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tively impossible, given their other responsibilities for the
health of the community. In other words, it may be a near im-
possible mandate and a consequent dysfunctional cultural re-
sponse that is at the root of many of the inadequacies for which
they have been criticised. In this scenario it is difficult to see
how the situation can be remedied without radical reform.

Regrettably, it may be that there is a need to review the ap-
propriateness of health boards having the statutory responsi-
bility for children. Regrettably because there are good strate-
gic arguments for the current integration of health and social
services. And pragmatically it would be preferable if the actual
quality of our service responses for children were the focus for
attention rather than the structures necessary to deliver them —
this could become a distraction from the urgent need to de-
velop a wider range of more effective service interventions on
behalf of children.

It must be acknowledged, however, that the current con-
struct has not been working effectively for a considerable time.
A forceful case may be made for major reform, establishing a
statutory authority with dedicated responsibility for child and
family welfare. However, one has to accept that that is not on
the agenda at present. Since it is in the nature of such questions
that action is only taken after much argument and discussion —
the fact that there is currently no such debate suggests that the
current arrangements will persist for some time yet. Any review
of the structures for the delivery of statutory services for chil-
dren is likely to occur in the context of a wider-ranging review
of structures for health and social services generally. Never-
theless, it is legitimate to argue, especially at a time of consid-
erable development of our child welfare services generally, for
an informed debate on the most appropriate structure to sup-
port these services into the future. It is a question that undoubt-
edly will be addressed, if not for some time to come.

Even assuming the continuation for the foreseeable future of
the current structure, one would hope to see a radical reap-
praisal of the model which has essentially underpinned the
health boards’ child protection response from their earliest
days. This can be characterised by increasing numbers of so-
cial workers, perhaps located in a central office within a com-
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munity care area, trying to respond to an even faster growth in
the number of child protection referrals to be investigated.
With the full spectrum of necessary therapeutic interventions,
support services and functions either not existing or certainly
not growing at a commensurate rate, the system as it now exists
certainly cannot be claimed to be efficient, effective or coping
with current demand levels. There is an undoubted case to be
made for substantial increases in resources, but it is equally es-
sential that the way existing resources are deployed be criti-
cally appraised.

It might also be suggested that a wider range of resources
exist than are generally availed of by health boards. Parents,
extended families, communities, voluntary organisations, other
state services including schools, all possess resources that, if
effectively deployed, have potential to be supportive of chil-
dren's interests. However, for this to happen there has to be
both an appreciation of this potential and already established
conducive relationships, which all too often, unfortunately, are
absent. In fact the health boards sometimes appear to interpret
their statutory responsibility too narrowly. The Child Care Act,
1991, while bestowing the statutory responsibility to take chil-
dren into care or to apply for a care order on health boards, is
quite permissive with regard to other service arrangements:

A health board may . . . make arrangements with voluntary
bodies or other persons for the provision . . . of child care
and family support services which the board is empowered
to provide under this Act.”

Furthermore, the assignment of statutory responsibility should
not be perceived as reflective of a superior status, as some-
times seems to be suggested, but simply as an appropriate and
necessary mandate for the statutory provider of child welfare
services. It does appear unfortunate that this responsibility is all
too often interpreted in an exclusive, rather than inclusive, way.
As a result, although all of these non-statutory community-
based resources are habitually used, it may still be contended

® Child Care Act, 1991, Part 11, Section 9(1).
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that they are availed of neither as frequently nor as effectively
as they potentially might.

A further manifestation of this exclusivity has been the re-
tention by health boards of child welfare services that could
well be contracted to other organisations, whether voluntary or
private. A case in point is the provision of foster care services
which until recently has been the almost exclusive preserve of
health boards. While the reasons given by health boards for
retaining these services for direct delivery themselves are un-
derstandable — for example, the preservation of skills and va-
riety of work — they have not necessarily been justified in
terms of quality and efficiency. Instead, there have been delays
in processing applications from prospective foster carers, and
shortcomings in the provision of supports to those approved,
due to workload pressures. As a result, potential resources may
be lost, thereby placing the system under even greater pres-
sure. It is only very recently that one can find welcome, though
few, examples of such work being contracted to voluntary or-
ganisations. The implications, however, of anything short of a
first class service are major for children and young people, for
foster families and for the system as a whole which invariably
finds itself providing more intensive — and expensive — re-
sponses as a result. Similarly, the health boards have at times
been hostile to proposals for new service development, both
preventive and therapeutic, even when existing provision was
minimal or non-existent and the prospects of them being pro-
vided by the statutory body were bleak.

This perhaps raises further issues about the role of health
boards as both providers and funders of child welfare services,
and the consequent fragmentation and potential conflicts of in-
terest that can then arise. There is a lack of clarity and national
policy on the services that might generally be provided by, for
example, voluntary organisations and those which should be
retained to be delivered directly by health boards. While one
would not argue for uniformity, there is clearly a case to be
made for some rationalisation. Otherwise we will have a con-
tinuation of the current situation where health boards, for ex-
ample, are both providers and funders of residential care
services. This is compounded by the fact that, at present, the
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newly established Social Services Inspectorate has responsibil-
ity only for the inspection of services provided by the health
boards. The health boards, in turn, have responsibility for in-
specting certain services provided by voluntary organisations
in their area. But the division of services between statutory and
voluntary providers is frequently quite arbitrary. So as things
currently stand, services which may be almost identical in
terms of their target groups and objectives may be subjected to
separate systems of inspection purely on the basis of their man-
agement by statutory or voluntary providers. We really should
have a more rational and integrated approach.

This leads inevitably to the need to consider issues of both
vision and strategy, but first it may be important to also focus on
society's expectations of a child protection system.

THE INEVITABILITY OF RISK

The wellbeing of children has to be both the concern and re-
spomnsibility of society in general. The status of children’s well-
being and, in particular, the extent to which children are safe, is
clearly a dynamic of the functioning of any society. By the same
token it has to be accepted that some children in every society
are not safe, that abuse and neglect of children may be found in
every society. The extent to which it may be found — as, in-
deed, other threats to children's wellbeing for example, child
poverty, infant mortality, civil unrest, etc. — is reflective of the
social and economic development of a particular society. It fol-
lows, therefore, that a single entity such as a child protection
system cannot be reasonably expected to take or be given re-
sponsibility for keeping all children safe from harm, even harm
inflicted deliberately by a member of their family or immediate
community.

Yet this is frequently the erroneous assumption that under-
pins much of our thinking on child protection. Certainly it is the
perspective that consistently emerges in much media comment
in the aftermath of a child abuse tragedy. And it is, perhaps,
one that has its origins in past excessive claims on the potential
contribution to be made by investing in increasing numbers of
child care professionals. Much of the development of social
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services in many countries from the 1960s to the 1980s was
predicated on the belief that by appointing more social work-
ers we would somehow reduce the incidence of social prob-
lems. Social workers are not so influential! Appointing more is
much more likely to result in a heightened awareness of the
range and extent of social problems and perhaps, in time, in
important lessons for social policy.

There remains, however, an assumption that health board
social workers in particular can somehow prevent abuse occur-
ring and, consequently, where it does occur that some health
board professional has to be culpable. This is a convenient eva-
sion for the community at large but one which needs rejecting,
not least by social workers themselves. It also raises the ques-
tion of what the objective of the child protection services should
be.

If we accept that child abuse exists in every society, it im-
plies that no society has succeeded in eradicating it. Therefore
we need to be realistic in terms of our own expectations. Rather
than aspiring to the impossible, we would be better served by
investing in a comprehensive series of measures that might be
expected to reduce the prevalence of child abuse — some ex-
amples will be suggested shortly in the context of community-
wide actions which could make our society safer for children.
These would include steps to be taken to bring matters of con-
cern to the notice of the appropriate authorities. Once these
measures are adequate, the objective of the child protection
services might then be to ensure that interventions are early,
comprehensive and effective.

Clearly there is a great deal more that might be said about
the nature of risk and the capacity of the child protection serv-
ices to respond to, and protect, vulnerable children and young
people. Of particular importance is society’s acceptance of the
reality and inevitability of abuse and neglect, and an acknow-
ledgement that its prevalence is a barometer of how society is
functioning. This acceptance will hopefully be accompanied by
a determination and commitment both to make children safer
and to provide the resources necessary for those charged with
the task of protecting children to succeed. By the same token, it
is important that child protection personnel should seek ever
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more effective strategies whilst resisting the burden or privi-
lege of having responsibility for eradicating abuse altogether.

TOWARDS THE FUTURE

Looking to the future, can we be confident that children in Ire-
land will fare better than in the past?

A starting point might be to suggest that no government
enjoying world beating economic success, as Ireland is, can
credibly aspire to only second best provision for its children.
Put another way, if matching the best provision for children to
be found anywhere in the world is not to be the summit of our
ambition, which politician will tell us so? That we aspire to sec-
ond best or less?

It has already been suggested that the establishment of an
effective child care system was a significant failure of succes-
sive governments over the first 70 years of the existence of this
State. Some action has been taken within the past decade to re-
dress this but it has been too little and too lacking in focus and
coherence to significantly ameliorate the neglect of the past,
nor to respond to the increased needs that have arisen in the
interim. Nevertheless, the prospects for a significant reversal of
this history are now potentially more positive than ever before.
And, if they are complemented by firm political imagination
and commitment, there is every reason to believe that the at-
tainment of world-class levels of provision for children are
achievable within a timeframe which would still allow us to
celebrate the centenary of our State with pride in its support
and guarantees for children and young people.

Past experience and prudence suggests that one should be
cautious, even cynical, about political commitments to trans-
form State provision for children and young people and their
families. If we choose to curb such natural instincts, however, in
favour of a positive approach, it may be that we can begin to
identify a quite different scenario.

Certainly many of the ingredients for progress are present.
For all our past failures it cannot be denied that we possess sig-
nificant cultural attributes which suggest that if we set our
minds to it we can construct a range of supports and services
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which will bring us a long way towards quality provision for
children. The development of a children’s rights perspective
within the past decade has both put the child centre stage and
brought the external international scrutiny of the United Nations
Committee on the Rights of the Child into the picture. Signifi-
cantly, unprecedented economic growth has provided the op-
portunity to realise what previously might only have been
dreamed of in terms of investment in comprehensive and effec-
tive policies and provision for children. Yes, the ingredients are
indeed there. The remaining questions concern the extent of
political commitment and vision to deliver on this potential.

Time alone will tell whether the political commitment has
been sufficient and responsible. However, we have come so far
that it would be politically unwise for a government to renege
on commitments given to date. Not unheard of, but particularly
unwise given the constituency involved. It would also be diffi-
cult for any successor government to reverse progress that has
been widely endorsed and supported. Clearly much would de-
pend on the effectiveness of the child advocacy lobby and,
again, the portents are good. Many of the advances of recent
years have been due to the development of more mature, ef-
fective and increasingly united advocacy for children. The re-
maining question relates to the breadth and ambition of vision,
for this will be as critical in realising the full extent of existing
potential as its absence has been in the past.

THE NATIONAL STRATEGY FOR CHILDREN

Clearly, the vehicle which is most likely to deliver on this po-
tential will be the National Strategy for Children' to which the
Government has pinned its colours and which will be the cen-
tral plank of its next report to the UN Committee. Its articulation
of a vision for children in Ireland is a welcome “first” and the
strategy as a whole will, if implemented, represent a significant
departure in our policy and provision for children. Even as-
suming an uncritical acceptance of the Government’s commit-

1% Government of Ireland, Our Children — Their Lives: The National Children’s
Strategy, Dublin: The Stationery Office, 2000.
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ment, however, its success will require a non-defensive ac-
knowledgement of current shortcomings, sustained investment
and coherent action over many years and a level of integration
and collaboration between state agencies, in particular, which
has never been seen before. Furthermore, it will have to be
kept under constant review, and be adapted as required with-
out losing touch with its spirit and essence. A challenging
agenda, certainly, but if one wishes to be positive, one that is
achievable — assuming the political will.

The Strategy, rightly, addresses Ireland’'s aspirations for,
and commitment to, all children. Within the child care system
we may have a particular concern for children who are vulner-
able or disadvantaged, but their needs can only be effectively
addressed in the context of the State's accommodation of chil-
dren and childhood generally. In this respect, the experience
of being a child or young person in Ireland is seen as being
relevant and important in every instance. The State’s policies
and strategies, whether in the quality of the built environment,
the economic supports to families, opportunities to pursue sport
and leisure activities safely or the promotion of healthy life-
styles, have a significant impact on the quality of all children’s
lives.

The UN Convention on the Rights of the Child has children
as its focus but it is not in conflict with the rights of parents and
families. It is unambiguous on the right of children to a family
and its significance to their development. On the other hand, it
does recognise that children's rights are not the same as par-
ents' rights and that a small minority of children have to be
protected from their families. Fundamentally, it validates child-
hood, acknowledges and respects the integrity of children as
citizens in their own right and recognises the rights of children
to be consulted on matters affecting them.

One of the most significant aspects of the National Strategy
for Children is that it validates the voice of the child — of all
children — and it is therefore difficult to see how this alone
would not have the most profound implications for future provi-
sion affecting children and young people in Ireland. For chil-
dren to exercise this right, though — as with other rights —
they must be aware of them and they must have the opportuni-
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ties and support to give voice to them. A series of actions are
therefore required to promote awareness of children's rights
and to create and promote the conditions which will give them
real meaning. It is reassuring that the National Strategy for
Children both validates the rights of children and commits fu-
ture governments to such action.

Although the Strategy can, of its nature, only map out a di-
rection for future governments to take national policy and pro-
vision, an optimistic view would suggest that a number of de-
vices — for example, mechanisms to listen to children, the es-
tablishment of the office of Ombudsman for Children and Dail
na nOg and other national structures to drive its implementation
— will have significant long-term influence on developments
whilst also having immediate impact. In other words, while the
Strategy should make a difference in itself, actions and mecha-
nisms initiated to give it effect will have to continue well into the
future. This is, as ever, contingent on commitment, not only on
the part of the present government but of its successors over
several Dail terms. Failure to demonstrate that continuing de-
termined action should be very harshly judged. Indeed, it is not
unreasonable to seek all-party agreement on the agenda for
children so that the necessary development of a previously ne-
glected system of provision for children might proceed pro-
tected from the buffeting of prevailing political winds.

The Strategy covers the development of government provi-
sion for children over the next ten years across the spectrum of
relevant concerns for all children. What might we expect to see
in place for children in particular need, and particularly for
children who are at risk of abuse and neglect?

ELIMINATION OF CHILD POVERTY

Fundamentally, there should be a war on child poverty. Poverty
is at the root of many childhood problems. Children have a
right to “a standard of living adequate for the child’s physical,
mental, spiritual, moral and social development”." Living in
poverty denies them this right, limits fulfilment of their full po-

Y United Nations Convention on the Rights of the Child, Article 27.1.
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tential and creates inequality relative to their peers. Poverty
also generates family stress, diminishes parenting capacity,
leads to family instability and exposes children to a series of
major threats to their wellbeing. For the first time in our history
we can aspire with realism to the eradication of child poverty —
but it will not be achieved overnight, even with the will. The
endemic nature of poverty is such that it can only be overcome
through consistent concerted action over many years — per-
haps a generation — with measures that include the financial,
though not exclusively. Poverty is more than the absence of
sufficient money, though that may be what hurts most on a day
to day basis. It is also about inequality, poverty of opportunity,
educational disadvantage and even the poverty of not daring to
dream. While short-term action in increasing income will bring
significant relief, the eradication of child poverty will demand
an acceptance that structures within existing society will have
to change. This will have the further implication that the en-
hancement of opportunities for those who are currently in pov-
erty will mean that those who are currently privileged will have
to live with a more even distribution of opportunity. Whether
this has been fully realised and, more importantly, whether
there will be the political determination to match the rhetoric of
eliminating child poverty with effective necessary action, re-
mains to be seen.

MAKING SOCIETY SAFER FOR CHILDREN

Government action that reflects serious and consistent intent to
embrace the rights of children as the bedrock of its response to
their needs will not only have very substantial significance for
the way services develop but, more importantly, for the extent
to which children are safe within our society. As has been as-
serted earlier, we cannot, sadly, eradicate abuse but we can
take steps both to reduce its prevalence and to ameliorate its
consequences. At a primary level there is a need to raise public
awareness about children’'s rights and also about child abuse
and its characteristics. Equipping children from an early age
with the knowledge and capacity to protect their integrity is
critical. This can be approached in a low-key but effective way,
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preferably through parents but with the support of teachers,
similar to the way potentially difficult issues like the facts of life
or adoption can be discussed very effectively with a child in a
matter-of-fact way if introduced at an early stage by a confident
adult who has the trust of the child.

Secondary prevention can be effected through the provision
of a comprehensive range of community-based services which
are responsive to local needs. Particularly vulnerable need
groups are identifiable and targeted services can be effective
in reducing risk and intervening at an early stage in the cycle of
abuse. There is scope for substantial improvement in the range
and effectiveness of child protection measures, particularly at
the tertiary stage. We need to be better at identifying specific
instances of abuse or risk: interventions need to be initiated
faster and more effectively; the staffing and other resources
need to be in place — here we need to be much better at pro-
jecting future need and investing in professional training; there
is a need for more effective case planning and collaboration
between agencies; and there is an urgent need to develop a
repertoire of therapeutic interventions for both victims and of-
fenders — and clearly there is a need to differentiate between
the various categories within both groups.

Among a number of measures that would contribute to
making children in Ireland safer are the introduction of man-
datory reporting and the establishment of a sex offenders reg-
ister. Both have been controversial and have evoked consider-
able debate amongst professionals but, in this writer's view,
there is a very solid case to justify in each case.

Mandatory reporting would require by law certain desig-
nated persons to report to the relevant authorities any situation
where they knew, or suspected, that a child was at risk. Its in-
troduction would be a clear and unambiguous statement by our
society that child abuse is a matter of public importance and
that all necessary steps will be taken to ensure that cases of
suspected abuse are reported and acted upon. This is a critical
element, together with a series of other measures, in strength-
ening our capacity to intervene effectively in cases of child
abuse. Fundamentally, the introduction of mandatory reporting
would make a firm statement that the physical, sexual and emo-
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tional abuse and neglect of children is not acceptable in Ireland
nor, importantly, is the failure to report it. It might be difficult to
accept that professionals would have such information and fail
to report it. Yet we have seen again and again that this is the
case. The Report of the Kilkenny Incest Investigation, when rec-
ommending in favour of mandatory reporting, concluded that:

Experience suggests that some professionals dealing with
children may still be prepared to turn a blind eye to the un-
pleasant reality of child abuse and studies show that profes-
sionals and wvoluntary agencies often refer children on an
ad-hoc, discretionary and inconsistent basis. B

Mandatory reporting should not be seen as an alternative to in-
vestment, for example, in preventive measures such as im-
proved family support services, but as one part of an expanded
range of provision which will serve to offer better protection to
children. Already the Protection for Persons Reporting Child
Abuse Act, 1998 and the publication of the 1998 National
Guidelines for the Protection and Welfare of Children,'? are im-
portant contributions in facilitating the introduction of manda-
tory reporting.

Likewise, the establishment of a register of sex offenders
would be an important step in affording greater protection to
children and young people and provide an important means for
agencies to share information and monitor sex offenders rea-
sonably effectively. Ait the same time there is a need to have re-
alistic expectations of its likely impact and also to make the case
for a number of other complementary measures for it is the com-
bined effect of such strategies that would constitute significant
action on the part of the State to protect children. In spite of its
undoubted limitations, the establishment of a register of sex of-
fenders would make a small but nevertheless significant contri-
bution to the challenge of making Ireland a safer place for chil-
dren. In this respect, the Sexual Offenders Act 2001, is broadly

2 ibid.

13 :
Department of Health and Children, Children First: National Guidelines for
the Protection and Welfare of Children, Dublin: The Stationery Office, 1999.
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welcome as it will, inter alia, establish such a register. See
Chapter 7 in this volume for further discussion.

Given its profile and significance it is perhaps surprising
that there have not been more linkages between substance
abuse and child welfare.

It is hard to understand how society could have gone so
long without recognising that children in abusive situations
often live in families in which alcohol and other drugs are
abused. It is embarrassing that fields of study have devel-
oped so narrowly that they are not conscious of the life cir-
cumstances of all family members. It is inexcusable that
bridges between the fields of substance abuse and child
welfare have not been established sooner."*

Many children are vulnerable due to the impact of alcohol or
drug misuse by a family member, particularly a parent. This
may be due to the consequence of neglect or inconsistent par-
enting or it could be due to dangerous behaviour while under
the influence. In any event it appears that there is inconsistent
and insufficient linkage, by and large, between drug treatment
and child welfare services. This has begun to improve, at com-
munity level at least, through the investment of increasing re-
sources under the various Local Drugs Task Forces. This is a
welcome development but there is both a need and the poten-
tial for a substantial increase in complementary actions which
recognise the significance of addiction treatment programmes
for children’s welfare and of the family dimension for more ef-
fective treatment initiatives. This will undoubtedly become a
very significant development in the integration of disparate ini-
tiatives in the future.

Underpinning much of the development of services in the fu-
ture will be an increased investment in research and evaluation.
In reviewing the range of provision for children, the occasional
overlaps and many gaps, the lack of effective planning over

" see, for example, Hampton, Robert L., Senatore, Vincent and Gullota, Tho-
mas P. (eds) (1998) Substance Abuse, Family Violence, and Child Welfare (Is-
sues in Children's and Families® Lives, Vel. 10). London, Thousand QOaks, CA
and New Delhi: Sage.
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many decades becomes evident. Very little data has been col-
lected and even many of the official statistics published over the
years lack credibility. Without standardised and comprehensive
information there has been no foundation for effective planning
— even if there had been the will. However a gathering research
momentum, coupled with a belated acknowledgement of the
need to substantially improve the cuality of our data, has be-
come apparent in recent years. This has been reinforced by the
key commitment of the National Children’s Strategy to make a
better understanding of children'’s lives, through greater invest-
ment in research, one of the three national goals of the Strategy.
Clearly to be welcomed, an optimistic view would suggest that
this is more likely to solidify, rather than evaporate, with a re-
sultant growth in rigorous professional study as a foundation for
effective planning to meet children’s needs.

CONCLUSION

It is difficult to avoid the conclusion that we have reached a
most critical point in the history of Ireland’s provision for, and
treatment of, children and young people. Any judgement of
performance since independence is likely to return a verdict
that verges on the “appalling”. No past government emerges
with credit. Successive governments have abandoned, ne-
glected and utterly failed children.

Indeed, the record is so poor it is difficult to see how it could
be maintained even if, perversely, this was attempted. How-
ever, Ireland is now a different country and, while one cannot
be blind to continuing aberrations, there is genuine reason to
believe that we are on the brink of a new dawn in policy and
provision for children and their families.

Firstly, it is important to acknowledge the tentative and fal-
tering improvements of the past decade. Inadequate, certainly,
yet inexorably leading to greater awareness of the past, the
present and the aspirations we need for the future. From the
additional £1 million lottery funding of 1991, to the £35 million
of 1983 to the current realisation that immense investment over
many years is required, a consistent thread of increasing un-
derstanding and realism can be discerned. Much of the credit
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for this might be attributed to the media for it has frequently
been its spotlight that has thrown past inadequacies into sharp
relief and demanded political reaction that could no longer
hide the reality. The economic growth of recent years has also
provided the possibility and the opportunity. Perhaps most of
all, it has been the recognition of the rights of children that has
had greatest significance.

Ireland probably did not realise the fundamental significance
of its ratification of the UN Convention on the Rights of the Child
in 1992. Many other countries were ratifying — there remain, to-
day, only two countries which have not, the USA and Somalia —
and the fear of not ratifying must have outweighed any concerns
that might have surfaced as to its consequences. A combination
of effective advocacy and lobbying, adoption of strategies that
had proven successful in other jurisdictions and the effective ex-
ploitation of the opportunity provided by the scrutiny of Ireland’s
report on progress by the UN Committee on the Rights of the
Child, all had substantial impact. Much more remains to be done,
but one of the direct outcomes of the 1998 Geneva hearing was
the commitment to develop the National Strategy for Children.
This will have long-term impact because for the first time an Irish
government is articulating a national vision for children. Hugely
significant, it includes a commitment to make the voices of chil-
dren and young people central to future developments. Once
begun, there can be no turning back.

A less optimistic view is that such progress as has been
achieved is minimal, perhaps magnified by packaging and pub-
lic relations but not materially different from what has gone be-
fore. We know only too well what that looks like and it must be
rejected. The quality of our provision for children is a political
issue and must be kept on the political agenda. But it is more
than that. It is a moral issue and it goes to the heart of the kind of
society we have, or aspire towards. The past is perhaps charac-
terised as the society we told ourselves we had, but hadn’t. Now
there is an opportunity for us to divine a future and pledge to re-
alise it, knowing it will take time, money and commitment.

Time we have, but children cannot wait. An effective start is
already overdue — the Strategy provides the opportunity.
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Money we have. To ensure its provision it is necessary to
appeal both to the spirit that says that children are equal, all
have the right to realise their potential, and to the pragmatism
that recognises that investment in developing this potential will
always pay dividends and reward society as a whole.

Commitment? That is the test — do we have the political will
and commitment? Time of course will tell but we should not be
so passive. There is a need to build on the recent past, to com-
pel the political system to recognise the need, the opportunity,
the imperative.

To realise this opportunity will require revolution, not evo-
lution. If we allow events to take their course there may well be
improvements but there will also be more incoherence, and
certainly we will not realise the potential. That has to be made
to happen, and it will require concerted, coherent action sup-
ported by ambitious investment over many years.

It is not optimism that will make the difference. Rather it is
passion, commitment and dedication. Many of the basic re-
quirements are now in place and there has never been a better

opportunity in the history of the State. So, one is bound to ask, if
not now, when?
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Counselling Services for Victims of Child
Sexual Abuse

The Aislinn Centre (Association for the Healing of Institu-
tional Abuse)

The aim of the centre is to allow survivors a platform to talk of
their past experiences, with fellow survivors, in a caring and
trusting environment. Services include literacy classes, coun-
selling referral, art therapy, self-development, health services
referral and information relating to the Commission to Inquire
into Child Abuse.

» Freephone, Republic of Ireland - 1800 25 25 24
e Freephone, UK + Northern Ireland — 0800 039 0301.

Children at Risk in Ireland (CARI)
Provides therapy, counselling, information, research and edu-
cation services for children, families and groups affected by

child sexual abuse. CARI Foundation, 110 Lwr. Drumcondra
Road, Dublin 9. Tel.: 01-8308529.

Faoiseamh

Help line established by CORI (Council of Religious in Ireland)
in February 1997 to take calls from people who have been
abused. Freephone 1800 33 12 34.
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Health Boards

The Government has recently developed counselling services
for the survivors of institutional abuse in each of the health
boards. These can be contacted at:

¢ Northern Area Health Board (Dublin), Freephone 1800 234
110

» South Western Area Health Board (Dublin) — Freephone
1800 234 112

» East Coast Area Health Board (Dublin) — Freephone 1800
234111

* Midland Health Board — Freephone 1800 234 113

* Western Health Board — Freephone 1800 234 114

+ Mid-Western Health Board — Freephone 1800 234 115
* Southern Health Board — Freephone 1800 234 116

* North Eastern Health Board — Freephone 1800 234 117
* South Eastern Health Board — Freephone 1800 234 118
e North Western Health Board — Freephone 1800 234 119

National Office for Victims of Abuse (NOVA)

Nova was established as part of the overall Government strat-
egy for the support of persons who as children were abused in
institutions. It offers the following services to victims of abuse:

» Confidential free-phone line — 1800 25 25 24 from Ireland
0800 039 0301 from UK and Northern Ireland

» Assistance to persons wishing to trace their records

* Referral service to persons wishing to avail of reading and
writing services, health services, counselling, education and
other appropriate social services.
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New Day Counselling Centre

Provides low cost professional counselling and psychotherapy
to people living on low incomes in inner city Dublin. New Day
Counselling Centre, 11 Meath Street, Dublin 8. Tel.: 01-
4547050.

Rape Crisis Centre (Nationwide)

Rape Crisis Line: a 24 hour, nationwide service. Freephone
1800 77 8888.

Right of Place, Cork

This organisation seeks to represent people who have been
abused in institutions in the past. It facilitates the tracing of rec-
ords and preparation for Tribunal Compensation. Freephone —
1800 200 709.



THE END of INNOCENCE
Child Sexual Abuse in Ireland
Edited by KEVIN LALOR

THE PAST DECADE in Ireland has withessed numerous high profile
child abuse scandals, some involving members of the clergy and

others occurring in institutions for children in care. A problem

that was once seldom or never discussed 1s now very much in the

public arena.
The End of Innocence describes the background to the scandals
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