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I, Hilary Ruth Harrison will say as follows:
This statement provides additional information to the Departmental response dated
19 September 2014 (hereafter referred to as “the September 2014 Statement”) to the
questions posed by the HIAI regarding Rubane House children’s home. This
supplementary statement has been prepared on the basis of relevant information
contained in the evidence now received by the Department.
The statement follows the structure of the September 2014 statement indicating,
where necessary, the additional information to be noted in respect of the original
questions raised by the HIAI.

RUB-5959
HISTORICAL INSTITUTIONAL ABUSE INQUIRY
DEPARTMENT OF HEALTH, SOCIAL SERVICES AND PUBLIC SAFETY
RUBANE HOUSE – SUPPLMENTARY STATEMENT
Question 1 – What steps did the Ministry take on foot of being made aware of
the abuse?
Additional information
Staffing issues
1.

Paragraph 14 of the September 2014 statement refers.

2.

The September 2014 statement makes reference to the Department not
having any information to indicate whether the issue of having sufficient
staffing was taken up with Rubane following the 1964 incident.

3.

It is now noted that ‘overcrowding’ in Rubane was a longstanding concern of
the MoHA with frequent references to the matter in inspection reports dating
from the 1950s1. In 1961, an MoHA letter dated 6 September 1961 to the
Director of the home ‘noted with concern’2 the number of boys accommodated
and directed that any further discharges should not be regarded as creating
vacancies until the approved number of 71 boys had been reached. Miss
Forrest’s subsequent internal minute dated 14 September 1961 3 contained an
analysis of the room space available and staffing ratios against the number of
children accommodated. The minute stated “as the home is understaffed it is
only fair to suggest that there is an overcrowding by more than the 18 boys
shown on the calculation.” This was identified as an issue for consideration in
the home’s forthcoming planning for cottage provision and was a matter that
continued to be raised both before and after the 1964 incident.

4.

The minutes of a meeting which took place on 26 February 1963 between
MoHA officials and the Trustees of Rubane noted the opinion of an MoHA
official that “it is doubtful if the Ministry would be justified in continuing to
include in the register of voluntary homes, one which is staffed so
inadequately at present” 4. A letter to
dated 10 October 1963
BR 6
confirmed that the issue of staffing had not been satisfactorily resolved “It is
not at all clear to us what staffing arrangements are proposed under the new
plans. We had hoped for a greatly increased proportion of staff to children but
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… this would not seem to be provided for.”
5.

5

At the conclusion of the 1964 incident in November 1964, there is evidence
that the proposal made by Mr Parkes to his senior officials that MoHA should
lose no opportunity of impressing on the home the importance of having
enough staff was assiduously followed through. On 18 November 1964, with
reference to proposed new accommodation developments at Rubane, Mr
Parkes (MoHA) wrote to the Director a letter which included the following
statement:
“We shall require an assurance from you that the home will be adequately
staffed. In this connection I cannot stress too strongly the importance,
whatever the future developments may be and whenever they take place, of
providing at the earliest possible date an increase in the staff at Rubane.
…….. Recent events have given added point to our feeling that where such a
small staff have so much to do for so many children the development of a
satisfactory relationship of trust and confidence between individual children
and members of staff is virtually impossible” 6.

6.

Correspondence between MoHA and the Director during 1965 indicates that
MoHA continued to insist on Rubane achieving a satisfactory staff ratio 7. This
appears to have been satisfactorily resolved by May of 1965 as there is no
further mention of staffing for the new developments beyond this date 8.

Inspection
7.

Paragraph 8 of the September 2014 statement refers.

8.

With reference to the inspection of Rubane following the 1964 incident and up
until the more comprehensive SWAG inspection of Rubane in 1981, it would
appear that Miss Forrest and/or other children’s Inspectors inspected/visited
the home in the years 1966;1968;1973; 1974;1975;1976;1977; and 1980 9.

Question 5
9.

Whether the Department, on reflection, is of the view that the Ministry’s
response to this incident was adequate or otherwise.

10.

In addition to the information contained in paragraphs 22-25 of the September
2014 statement, we have noted that the Rubane Management Board
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established by the Diocese of Down and Connor, which the Department
understands was the administering authority for the home, was not made
aware of the 1964 allegations and the investigation by the Provincial Superior
of the De La Salle Order. The Department accepts that this was an oversight.
As the authority holding statutory responsibility under the Children and Young
Persons (Voluntary Homes) NI Regulations 1952 to “ensure that each home
in its charge is conducted in such a manner and on such principles as will
further the wellbeing of children in the home” (Regulation 4 (1)), the Rubane
Management Board should have been fully informed of the 1964 events and
included in discussions about how the matter should be taken forward. Had
this been the case, it might have encouraged greater openness in the sharing
of information that was vital to the handling of the matter, as considered in
paragraphs 13-18 below.
Question 8.
Any other relevant matters the Department wants to bring to the Inquiry’s
attention in respect of this matter.
Additional information
Allegations of abuse in Rubane
11.

12.

The Department notes with concern that BR 6 ,
received allegations of sexual abuse against
BR 15
These were investigated by
,
BP 3
and as a consequence, BR 15 was transferred from Rubane 10 in

in

The allegations against BR 15 were not reported to the Department, the
police or the Rubane Management Board.

Information withheld during the 1964 investigation
13.

With reference to the 1964 incident, paragraph 22 of the September 2014
statement states:
“The Department believes that the actions of the Ministry were consistent with
both the information they were given and the knowledge about child sexual
abuse that existed at the time.”

14.

Based on the evidence now received, the Department believes the Ministry
was deliberately misled by the Provincial Superior about the extent of
BR 14 abuse of children. On 21 September 1964 he presented a report
BR 14
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dated 19 September 1964 to MoHA officials which stated:
“While frankly admitting his guilt in relation to
he emphatically
DL 13
denied having interfered with any other boy in the home. He said that the
case against him was a single incident with one boy only.” 11
15.

Having met with the Provincial Superior and received his report, MoHA
officials concluded 12:
“all concerned were satisfied that these were isolated incidents and that the
person had been removed from all possible contact with children in Rubane
and elsewhere”.
The police were also plainly led to believe by the Order, that
was the only child involved.

DL 13

16.

We now know that BR 14 had confessed to the Provincial Superior “grave
immoral actions with a number of boys” 13. The Provincial Superior’s
correspondence with a Church official in Rome dated 12 September 1964,
which pre-dated his investigation report to the MoHA stated of BR 14 “…
he is a positive danger to others. During the past three years he has interfered
with boys, a couple each year” 14.

17.

Failure by the Provincial Superior to disclose such information to the MoHA
and the police was a serious breach of trust which may have had lasting
consequences for a number of children. The September 2014 statement
noted our concern that the Provincial Superior did not share with the MoHA
and the police, information about the 1958 allegations of abuse. The
Department believes that this, in addition to the serious misleading of the
MoHA and the police about the extent of BR 14 admissions, compromised
the proper investigation of the incidence of abuse in the home. It is most
likely that if they had been made aware of this information, the police and the
MoHA would, at the very least, have established an arrangement whereby
every boy in the home would have been interviewed as well as past residents.
Relevant Welfare Departments would also have needed to have been alerted
to the investigation, thus creating further opportunities for the disclosure of
abuse by children in their care.

18.

As noted in paragraph 29 of the September 2014 statement, had more
thorough independent investigations been carried out in 1958 and 1964, it

11

RUB 1020
Paragraph 13 of the September 2014 statement
13
RUB 7159
14
RUB 7160
12

RUB-5963
must be concluded that such scrutiny might have had the potential to alert the
police, the MoHA and the authorities responsible for children’s care that the
sexual and physical abuse of children in Rubane was more prevalent than the
presenting complaints suggested. The Department believes that as a
consequence of vital information having been withheld in relation to the 1964
investigation, an opportunity which had the potential to lead to earlier
recognition of the vulnerability of children in institutional care was lost.
Concluding statement
19.

20.

15

When investigating the context in which physical assaults and alleged
homosexual abuse of children took place in Rubane, the Committee of Inquiry
into Children’s Homes and Hostels, (The Hughes Inquiry) came to certain
conclusions which had implications for the role of the DHSS and its
predecessors during the period 1960-1989. The Hughes Inquiry found:
•

SWAG’s record as to the frequency of inspections of Rubane was
satisfactory up to 1976. The absence of a formal inspection between
1976 and March 1981, the latter after the discovery of offences at the
home, was unsatisfactory; 15

•

The inspections of the 1970s as a means of gaining a genuine insight
into the standard of care in the home were inadequate 16. The Hughes
Inquiry, however, contrasted the former inspections with the scope and
follow-up of the 1981 inspection which “illustrated a form of frank
dialogue between the Department and the home’s management which
we consider to be worthwhile.” 17

•

The Board of Governors did not meet its obligations to arrange for visits
and reports under the 1975 regulations. There was no evidence that
the Board actually recognised that these obligations existed 18;

•

The Board of Governors and Management Committee should have
required a greater degree of accountability from the Brothers than
existed in the period under consideration 19.

The Department did not challenge the findings of the Hughes report in respect
of inspections of Rubane. It accepts that whilst inspections were conducted
regularly in the early years and were reflective of the standards at the time,
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the same conclusions in respect of their capacity to provide a genuine insight
into the standard of care in the home might well apply to those carried out
from 1950 to the period under consideration by the Hughes Inquiry.
21.

A fundamental purpose of any inspection should be to ensure that statutory
requirements are being met. The Department accepts that despite annual
inspections and frequent visiting by MoHA and DHSS inspectors/advisors,
evidence was not sought to demonstrate that the Board of Governors was
fulfilling its statutory responsibility regarding the monthly visitation of the
home. A person should have been appointed by the Board of Governors to
satisfy himself/herself whether the home was being conducted in the interests
of the wellbeing of the children and report to the administering authority on the
visit.

22.

Apart from some early references to communications with the Bishop, the
Department also accepts that its predecessors did not appear to engage or
communicate with the Board of Governors for Rubane, which was the
administering authority for the home. With particular reference to the 1964
incident, the De La Salle Order was permitted to deal with the issue and carry
out its own investigation without reference to the Board, which held statutory
responsibility for the welfare of children in Rubane and to whom the Order
was accountable for the running of the home. The potential for important
information to be shared with the MoHA and the police was therefore
diminished.

23.

The Department acknowledges that these shortcomings are likely to have
contributed to a system that failed a significant number of children. Children
in Rubane should have experienced care, security and stability. Instead,
many were subjected to physical, sexual and emotional abuse which went
unrecognised and untold for many years with devastating consequences for
the children’s future lives. The Department believes that the shortcomings
outlined above, had they not occurred, would not of themselves have
prevented the abuse of children. Nevertheless, rigour of inspection, proper
monitoring by responsible authorities and clearly defined management
responsibility and accountability are essential to the wellbeing of children in
care. These form part of a comprehensive safeguarding process that should
help to create an open environment in which opportunities for abuse are
minimised and children feel sufficiently safe to alert staff and others to any
concerns they might have and know that they will be heard.
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Signed:
Dr Hilary R Harrison

Date:

03 December 2014

RUB-11190

