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HIA REF: [                  ] 

     NAME:  [ Robert Bunting. ] 

DATE:  [25th March 2015] 

THE INQUIRY INTO HISTORICAL INSTITUTIONAL ABUSE 1922 TO 1995 

        ______________________________________________________ 

Witness Statement of Robert Bunting.   
_______________________________________________________ 

I,   Robert Bunting 

1. INTRODUCTION

1.1 I have been asked by the Regional Health and Social Care Board (“the

Board”) to review the documentation with regard to complaints relating to

HIA 210, to try to ascertain the outcome of the Board’s stated intention to

refer the complaints to the Police in relation to HIA 210, if he did not do so,

as at the time he alleged he was physically abused, the Southern Health

and Social Services Board (SHSSB)was acting in ‘loco parentis’ to him

1.2 The context is very important in this case, in relation to how these

allegations were dealt with:

• The allegations were of historic abuse, happening mainly in the mid

to late 1970’s when HIA 210 was in the care of the SHSSB.  The Fit

Person Order, which HIA 210 was subject to, was transferred to the

Eastern Health and Social Services Board (EHSSB) on 11th May

1983 from when the EHSSB became legally responsible for his care.

However the EHSSB had been involved with HIA 210 from 9th

August 1981 when he was placed with professional foster carers in
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letter from the Board dated 15th May 1985 attached at Exhibit 1 

Given the lacuna in the Regional Guidance I advised the DSS to write to the 

Chief Social Work Advisor (CSWA), DHSS referring to the 1984 complaints 

re  which we had investigated co-operatively; and seeking 

advice as to how we should proceed. I then drafted the letter for his 

signature. 

2.3 In relation to dealing with complaints I continued with the same process 

which had been established by the previous DSS, in that I provided 

professional advice and following discussion, usually drafted the letter 

which he signed. 

This was necessary as the ADSS did not have any operational 

management authority in the H&SS structure. The management line was 

from the DSSOs to the DSS. In the EHSSB there had been an issue about 

this in 1973, following re-organisation, as the DSSOs would not accept their 

staff discussing management matters with ADs, although the PSWs were 

allowed to contact us for professional advice, as this was one of our 

responsibilities. The Social Work Advisory Group had a similar problem in 

relation to the Child Care Branch as they had no executive authority; which 

is why the previous DSS had written to the Child Care Branch in 1980 

regarding the De La Salle Boys Home allegations 

2.4 This professional advice was not really necessary with regard to the new 

Director, as he had been my predecessor as Children’s Officer in Belfast 

Welfare Authority. However, in the event of any issues arising about the 

action taken, it ensured that, procedures wise he had consulted with the 

AD, though he did not necessarily have to accept the advice. 

This non-executive role was also a problem identified by the Monitoring 

Working Group I referred to earlier in this statement (section 1.2) in relation 

to monitoring residential care and following the Sheridan Report (HIA 3492) 

and Hughes Inquiry, led to the strengthening of the ADs monitoring role and 

responsibilities in the later 1980s. 
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