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1         However, in respect of the particular question that

2     you ask, it strikes me, having looked at that debate

3     between the State and the church about the change of the

4     type of care, it does strike me that the church was

5     claiming a competence that it didn't necessarily have.

6     I don't know on what basis the church could have claimed

7     to be an expert on the residential care of children

8     other than from its experience of running boarding

9     schools, for example, but that was not the particular

10     environment that we were dealing with here.  This was

11     a very specialised care -- full-time care setting, and

12     I~am surprised that the church took such a -- both the

13     diocese and the Brothers together -- such a strong

14     stance on that.  I don't know what the ultimate reason

15     was.

16         It has been suggested in the documentation that

17     there was a genuine concern about the danger of peer

18     abuse and that the dormitory style actually helped to

19     limit that.  I am sure that was a genuine part of the

20     concern.  However, in terms of childcare in a full-time

21     residential setting I can't explain why the church took

22     such a strong stance on that, but it would strike me by

23     way of acknowledgment that it was beyond our competence.

24     I mean, we had no history of running that kind of

25     environment.



the same conclusions in respect of their capacity to provide a genuine insight 
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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 
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1     perhaps seen as a rather -- may be seen as a rather

2     obtuse and technical point, but it deals with the 1952

3     and the 1975 regulations and this matter of the

4     visiting -- the monthly visiting.  Now we quite

5     understand the reasons why you say that was a very

6     important possible means by which abuses might have been

7     observed.  For example, one that might occur is we have

8     had lots of allegations in this particular module and

9     indeed in others that you are familiar with where it is

10     said that severe physical chastisement took place of

11     children, and therefore if there was a bruise on the

12     face or something like that and a visitor came in and

13     asked the child, "How did you come by that?", well, of

14     course, they might have been given an untrue explanation

15     it was a sports injury or simply a fall, but if this was

16     seen more than once, it might again start alarm bells

17     ringing.  Isn't that right?

18 A.  Yes.

19 Q.  That's the type of thing you had in mind.

20 A.  Absolutely, yes.

21 Q.  So again the opportunity in this instance definitely was

22     lost, because the mechanism was not being provided for

23     that opportunity to be taken advantage of.

24 A.  Yes.  That's right.  I mean, the purpose of those visits

25     was specifically within the regulations to report on the
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1     welfare of children.  Now you could not do that without

2     seeing children and being aware of their general or

3     physical appearance, even if they -- even if they are

4     not engaging with you in conversation, but, you know,

5     you would certainly be aware of the physical appearance

6     of the children.

7 Q.  Related to that is the arcane or obtuse point that

8     I mentioned, which is who was the administering

9     authority in this instance, because --

10 A.  Yes.

11 Q.  -- to put it in its simplest way, what was in existence

12     here was a form of dual management.  The diocese through

13     the Management Committee provided the property,

14     overseeing the way the structure is managed, building

15     new buildings, improving existing buildings --

16 A.  Yes.

17 Q.  -- but the day-to-day conduct of the home was entirely

18     in the hands of the Brother Superior, who was appointed

19     by the Order.  For many years it appears to be the

20     position that the Ministry really dealt day-to-day with

21     the Brother Superior or the manager, as I think he was

22     also known --

23 A.  Yes.

24 Q.  -- almost to the exclusion of the diocese.

25 A.  Yes.
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1         It seems -- something -- one of the inspections

2     I think does recognise that there is no monthly visitor

3     --

4 A.  Yes.

5 Q.  -- and then -- but there is nothing done beyond that

6     then to put that right, whereas all the rest of the

7     inspections don't really mention it at all.

8 A.  Yes.  I think the inspection that you are referring to

9     was -- would that have been the reference to "no

10     visiting committee"?

11 Q.  Yes.

12 A.  Yes.  It was a strange reference, that.  I didn't

13     understand whether that referred to the visitor

14     appointed by the administering authority or some other

15     kind of visiting committee.  I didn't understand it, but

16     you are right.  Nothing was done to address it.

17 Q.  Nothing was done?

18 A.  Uh-huh.

19 Q.  The point that you make -- you make it later on in your

20     statement -- that the consequence of not doing that --

21     perhaps if I was to put it this way.  What is the

22     benefit to having that check?  What benefit was likely

23     to arise if that system was being run properly?

24 A.  Well, the purpose of the person to be appointed by the

25     administering authority was to visit once a month and
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1     specifically report on the well-being of children in the

2     home.  Obviously of necessity that would require asking

3     certain questions, perhaps speaking to children, and

4     gauging some idea of the standards of care that were

5     being received -- that was being received by the

6     children, and most importantly feeding that back on

7     a regular basis to the Management Committee.

8         Now when that is being done properly, that person

9     should have a very visible presence in the home.

10     Children should be aware that they're there.  Staff

11     should be aware that they're there and the purpose of

12     their visit.  So just like in a reg... -- a good

13     inspection function, whilst monitoring -- monthly

14     monitoring and inspections of themselves will not

15     prevent the abuse of children, they nevertheless serve

16     to assist the safeguarding of children by hopefully

17     minimising opportunities for abuse to occur or by

18     alerting those who might be tempted to perpetrate abuse

19     to the effect that there are checks and balances in the

20     system, that they do not have the opportunity, for

21     example, to conduct their activities in secret, that

22     there are people coming in to monitor and inspect the

23     way the home operates.

24 Q.  So the benefit -- and the point you make is it can't

25     prevent abuse --
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1 A.  No.

2 Q.  -- but what it can do is make it more difficult --

3 A.  Yes.

4 Q.  -- and manage the risk --

5 A.  Yes.

6 Q.  -- better.  I suppose when you call a spade a spade and

7     strip this back to what it is, for the entire existence

8     of this home basically until right at the end, perhaps

9     '83, '84, '85, this check on potential abuses and

10     ensuring on a proactive basis that the place is being

11     run in the best interests of children just isn't being

12     performed.  Not only is it not being performed.  Those

13     with the statutory responsibility to oversee ultimately

14     don't seem to have been exercised by it.

15         In fairness to the last witness, who was very frank,

16     even when SWAG do their 1981 inspection at the start of

17     -- I think I characterised it as a blitz and he accepted

18     that's probably what it was -- all homes were being

19     inspected over a two-year period --

20 A.  Yes.

21 Q.  -- it still didn't register.  Why do you think, given

22     how you characterise what it was supposed to achieve --

23 A.  Uh-huh.

24 Q.  -- does the Department have any view as to why did it

25     not register with those who were carrying out their
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1     functions that, "This is something that's important,

2     that we need to be on top of"?

3 A.  Yes, yes.  I do find it surprising that it didn't.

4     I note that in the early inspections people were

5     conscious that a chaplain was visiting the home and

6     whether or not they assumed that there were sufficient

7     people, clerics coming in from the community or whatever

8     to -- and that somehow that was serving the same

9     purpose.  It is no excuse.  It is no proper excuse, but,

10     I mean, there may have been some thinking to that

11     effect.

12         In terms of why the '81 inspection didn't pick up

13     this point, I had noted that an early monitoring request

14     sent out by the Department to voluntary homes listing

15     the type of information that needed to be returned to

16     the Department had a list of areas and that again wasn't

17     included.  The reports or annual reports of monthly

18     visitors wasn't included in that list, and I think

19     the -- I was given the impression that that list also

20     served to give a structure for inspection reports,

21     because the inspection reports do seem to follow the

22     list.  It is somewhere in the evidence.  I am sorry for

23     bringing this up now without mentioning it before.

24 Q.  I understand what you are saying.  If they followed that

25     --
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1     period that I had boys in there.

2         We did try to get boys in and out very quickly.

3     I mean, often we used Rubane as a holding place, you

4     know, if we needed to remove a child quickly, until we

5     could maybe get sort of a kinship or a family placement

6     for them.  We tried to remove children very, very,

7     quickly, that they wouldn't spend time obviously

8     anywhere, you know, but for that period of time if we

9     needed to remove a child under a Place of Safety, you

10     know, and it was a boy, sometimes we would have used

11     that for older boys, but I have no memories of it and

12     the boys never raised any issues with regard to their

13     care there, with regard to, you know, anything that --

14     their experiences there.  So I'm sorry.  I don't

15     remember.

16 Q.  You were saying earlier that during 1979 you yourself

17     were ill and you have a recollection of someone saying

18     to you --

19 A.  Uh-huh.

20 Q.  -- that there was some sort of investigation going on

21     into Rubane at that time.

22 A.  That's correct.  Yes, yes, yes, yes, yes.

23 Q.  But you yourself were never spoken to about it?

24 A.  No, I was never spoken to.  I know from colleagues of my

25     and from my line manager at the time that
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1 A.  Basically it was -- well, there was a group of boys

2     obviously in the choir, and when he -- when we start to

3     sing, he had this like a tuning thing.  It is like

4     a fork thing, and to get the high pitch noise of where

5     he wanted you -- that highness he wanted you to sing and

6     then you'd go up and down, he used to ding it like that,

7     and if you were not paying attention, he would come

8     along and ding it on your head.  It didn't hurt, like,

9     but he would do that sort of thing.  That was -- that's

10     what the tuning fork was.

11 Q.  And you described it -- we are obviously going to come

12     on to some other matters concerning him in terms of

13     sexual abuse --

14 A.  Yes.

15 Q.  -- but you mentioned the term "Jekyll and Hyde" in

16     relation to BR17 when you were speaking to me.  Can you

17     explain to the Panel what you mean by that?

18 A.  Well, I was in BR17's class.  See, he was my teacher

19     like, and BR17 could be smiling and joking one minute

20     and the next minute he was a completely different

21     person.  He would be throwing dusters at you and things

22     like that.

23 Q.  So you now relate that to the story of Jekyll and Hyde

24     in terms of --

25 A.  No, I didn't at the time, but obviously thinking about
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1     it now, that's the type of person that he was.  He could

2     be -- he could be normal one minute and the next minute

3     he'd go into a rage type of thing.

4 CHAIRMAN:  I suppose those of us who were brought up in the

5     day before whiteboards know what you mean, a solid

6     wooden thing that was used to brush the chalk off the

7     board.

8 A.  Yes, the duster, yes.  Yes, the duster, yes.

9 Q.  It was thrown at you?  It was a missile?

10 A.  Not just me, but he would throw it at any -- whoever he

11     thought was -- I don't know for any reason -- what

12     reason he did it.  He was well calm one minute and then

13     the next minute you got a duster flying at you.

14 MR AIKEN:  And what I want to do then, please, is move on to

15     look at the sexual abuse you describe.  Just as do I

16     that, HIA247, the Inquiry has heard of other Brothers,

17     principally BR15 and BR14, who were there at the same

18     time who were physically abusive to boys.  Those are

19     allegations that others have brought to the Inquiry.

20     You had no difficulty with either of those Brothers?

21 A.  I didn't have any experience like that with BR15 or

22     BR14.

23 Q.  We will come back to look at BR14, and you had a good

24     relationship.  You were keen on sports?

25 A.  Well, I used to play all of the Gaelic football and the
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