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Introduction 
 
The health service is committed to promoting the well-being of patients/clients and 

providing a caring environment where they are treated with dignity and respect.  

Health service employers are also highly committed to their staff and to providing 

them with the necessary supervision, support and training to enable them to 

provide the highest standards of care.  In order to achieve these objectives, a 

working group was established on a partnership basis between health service 

employers and unions to produce a policy for the public health sector on upholding 

the dignity and welfare of patients/clients. 

 
The aim of this Policy is two-fold: 

(i) Preventative: to outline the importance of the proper operation of human 

resource policies in communicating and maintaining high standards of care 

amongst health service staff; 

(ii) Procedural: to ensure proper procedures for reporting suspicions or 

complaints of abuse and for managing allegations of abuse against health 

service staff in accordance with natural justice. 

 
 

Terms of Reference 

The terms of reference of the Working Group was to agree a policy document for 

the health service on the prevention of abuse of patients/clients by staff members 

and the management of allegations against staff members of patient/client abuse.  

This document is exclusively concerned with these issues in the context of the 

employment relationship.  It is acknowledged however that health care and social 

care agencies have a duty of care to their patients/clients that goes beyond their 

duty as employers and this policy must therefore be accompanied by other safe 

care policies and statutory guidelines, such as Children First, National 

Guidelines for the Protection and Welfare of Children. 

 
The membership of the Working Group is set out in Appendix 6. 
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Approach of the Working Group 

  
The Working Group met for the first time on 30th October 2003 and held a further 

eight meetings. 

 

The Group commenced its work by identifying a number of issues arising from the 

operation of the original Trust in Care Guidelines (2002): 

▪ The need to produce a policy document which would be applied consistently 

across the health service 

▪ The need to focus on abuse prevention by giving greater emphasis to the 

importance of human resource policies in communicating high standards of care 

and the role of local management in maintaining these standards and dealing 

promptly with shortfalls 

▪ The fact that allegations of abuse may arise due to a lack of awareness on the 

part of staff regarding appropriate conduct and the employer’s duty to protect 

staff from situations which render them vulnerable to such allegations 

▪ The need to ensure that the document was consistent with the relevant 

provisions of related statutory guidelines such as; Children First, National 

Guidelines for the Protection and Welfare of Children. 

▪ The need to devise a robust procedure for dealing with allegations of abuse 

against staff members which ensures that the rights of the staff member to 

natural justice, including a presumption of innocence, are protected whilst 

recognising that the welfare of patients/clients is paramount. 

 

The Working Group also engaged in an extensive consultative process with the 

Department of Health and Children, health service employers and unions.  All of 

these submissions were given due consideration in the drafting of this document.   

 

 

This policy is the definitive document for the health service formally agreed between health 

service employers and unions and endorsed by the National Joint Council 
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1. Policy Statement 

 
Dignity is an essential component of the quality of life for all people.  Health service 

employers have a duty of care to protect patients/clients from any form of 

behaviour which violates their dignity and to maintain the highest possible 

standards of care.  The majority of staff working in the health service are highly 

motivated and caring individuals who are committed to providing the highest 

possible quality of care.  Health service employers have a duty of care to provide 

staff with the necessary supervision, support and training to enable them to deliver 

a high quality service and to protect staff from situations which may leave them 

vulnerable to allegations of abuse or neglect. 

 

Where allegations of abuse of patients/clients are made against a staff member, 

the welfare and safety of the patient/client is of paramount importance.  It is also 

acknowledged that staff members may be subjected to erroneous or vexatious 

allegations which can have a devastating effect on the person’s health, career and 

reputation.  Health service employers are therefore committed to safeguarding the 

rights of the staff member against whom allegations of abuse are made to a fair 

and impartial investigation of the complaint. 

 

Each health and social care agency will discharge its corporate responsibility to 

protect the dignity and welfare of patients/clients entrusted to its care and to 

support staff with responsibility for them through the following measures: 

 

▪ Ensure insofar as is reasonably practicable that sufficient resources are 

available to enable best practice standards of patient/client care to be 

delivered (see Appendix 1) 

 
▪ Provide safe systems of work to minimise the potential for abuse 
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▪ Provide information leaflets which set out how patients/clients, relatives and 

members of the public can report concerns or complaints of abuse (see 

Appendix 7.1) 

 

▪ Rigorous application of recruitment and selection procedures to ensure that 

staff possess the required skills and attributes 

 
▪ Provide induction for all new staff to ensure that they are aware of the 

standards of care expected from them  

 
▪ Provide effective supervision, support and training for all staff so that they 

are aware of the standards of care expected from them and shortfalls in 

standards are dealt with promptly 

 
▪ Communicate the Trust in Care Policy to all staff so that they are fully aware 

that the welfare of patients/clients is of paramount importance and know the 

action to be taken if abuse is suspected or alleged 

 
▪ Manage allegations of abuse against staff members promptly and with due 

regard for the rights of the staff member to fair procedures whilst 

safeguarding the welfare of patients/clients 
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2 What Constitutes Abuse 

  
The term ‘abuse’ can be subject to wide interpretation.  For the purpose of this 

policy, abuse is considered to be any form of behaviour that violates the dignity of 

patients/clients.  Abuse may consist of a single act or repeated acts.  It may be 

physical, sexual or psychological/emotional.  It may constitute neglect and poor 

professional practice.  It may take the form of isolated incidents of poor or 

unsatisfactory professional practice, at one end of the spectrum, through to 

pervasive ill treatment or gross misconduct at the other.  Repeated instances of 

poor care may be an indication of more serious problems within the organisation for 

which the individual employee cannot be held accountable.¹ 

 

There are four broad definitions of abuse which can be used to illustrate the type of 

behaviour which may constitute abuse: physical, sexual, psychological/emotional or 

neglect (see Appendix 2).   

 

Note: KARE have amended Appendix 2 to align the definitions of abuse with those 

described in the national Safeguarding of Vulnerable persons at risk of abuse 

policy.  
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¹ Department of Health (2000) No secrets: Guidance on developing and implementing multi-agency policies 

and    procedures to protect vulnerable adults from abuse. Department of Health, London  

3. Abuse Prevention 

 

3.1 Introduction 

Health service employers are committed to promoting the well-being of patients/ 

clients and providing a caring environment where they are treated with dignity and 

respect.  Health service employers are also highly committed to their staff and to 

providing them with the necessary supervision, support and training to enable them 

to provide the highest standards of care.  The proper operation of human resource 

policies helps to ensure that staff are aware of the standards of care expected from 

them and are protected from situations which may render them vulnerable to 

allegations of abuse.  Particular attention should be paid to the following: 

▪ Recruitment and selection 

▪ Induction 

▪ Probation 

▪ Employee feedback, supervision and training 

 

The document does not deal with these HR policies comprehensively but rather 

sets out the additional safeguards which should be incorporated into these policies 

in order to ensure the safety and protection of both patients/clients and staff and 

promote a caring and nurturing atmosphere. 

 

Each health service employer should also ensure that the Trust in Care Policy is 

communicated to all staff and that they are made aware of their responsibilities to 

maintain a culture of vigilance and report any concerns or complaints of suspected 

abuse. 
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3.2 Recruitment and Selection 

Each health and social care agency should follow a rigorous recruitment and 

selection process for all job applicants to ensure that they possess the required 

skills, attributes and competencies for the particular job.  This involves the 

following: 

▪ Preparing a job description which clearly sets out the caring responsibilities of 

the job and a person specification which sets out the caring attributes required 

to perform the job to the highest standards.  The job description should make 

specific reference to the duty of all employees to report concerns for the safety 

and welfare of patients/clients. 

▪ Using the interview process to establish if applicants have a caring disposition. 

▪ Verifying qualifications and validating all relevant information and following-up 

on gaps or inconsistencies in employment history. 

▪ Offers of employment should be subject to receipt of satisfactory references* 

which should include a reference directly obtained from the applicant’s current 

or most recent employer.  

*Three references are required for positions in Children’s Residential Centres. 

▪ Offers of employment should be subject to satisfactory Garda clearance checks. 

▪ Confirm the identity of the applicant by obtaining a driving licence or passport 

with the applicant’s details together with their signature and photograph. 

▪ Successful candidates should be required to sign a declaration form which 

obliges them to disclose any information which might have a bearing on their 

suitability for the position.  In the event that information comes to light which 

was not disclosed and affects their suitability, this could result in the termination 

of the person’s employment. 

▪ Where practicable the same recruitment procedure should apply to the 

recruitment of all staff, irrespective of whether the posts are being filled on a 

temporary or permanent basis.  

Where health service employers make use of volunteers who have significant and 

regular contact with patients/clients, they should undertake the same checks as 

they would when employing paid staff.   
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3.3 Induction 
 
All new staff should be required to undergo an induction process to ensure that 

they are clear about the standards of care expected from them and any protocols to 

be followed when interacting with patients/clients.  These standards and protocols 

should also be conveyed through a written Code of Behaviour (See Appendix 7, 

point 7.2) to ensure that staff carry out their duties in a manner that is respectful of 

the dignity of patients/clients.   

 

Each health and social care agency should develop its own Codes of Behaviour for 

each category of staff which reflect best practice in standards of patient/client care.  

Codes of Behaviour offer protection not only to patients/clients but also to staff by 

providing a safe context within which to work and alerting them to situations which 

could render them vulnerable to allegations of abuse.  Staff should be given 

appropriate guidance on maintaining best practice in relation to areas such as: 

▪ Challenging behaviour (see Appendix 7, point 7.3) 

▪ Personal and intimate care (see Appendix 7, point 7.4) 

▪ Conducting clinical examinations/assessments especially those of an intimate 

nature (see Appendix 7, point 7.4) 

▪ Appropriate physical contact (see Appendix 7, point 7.5) 

▪ Control and restraint (see Appendix 7, point 7.6) 

▪ Boundaries of social interaction with patients/clients (see Appendix 7, point 

7.7) 

▪ Medication (see Appendix 7, point 7.8) 

▪ Handling of patient/clients’ money and personal possessions (see Appendix 7, 

point 7.9) 

 
These Codes of Behaviour should be updated in line with current best practice and 

be reinforced through ongoing supervision, employee feedback and training. 
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3.4 Probation 

 
Following the induction process all staff should be aware of their role and 

responsibilities and the standards of care expected from them.  Staff should also be 

required to undergo a probationary/assessment period to establish their suitability 

for the job.  The basis for assessing performance during this period should be 

explained by the manager to the employee at the outset so that expectations 

regarding the purpose of the probationary period are common.   

 

As line management are responsible for monitoring the employee’s progress during 

this period there should be regular review meetings to advise the employee 

whether or not the required standards are being attained.  Where any shortcomings 

exist, training and other appropriate assistance to enable employees to reach the 

required standards should be provided.  If the employee does not demonstrate 

his/her suitability despite training and other support his/her employment should not 

be continued. 

 

3.5 Employee Feedback, Supervision and Training 
 

 
Staff who have satisfactorily completed their probationary period should continue to 

receive regular performance feedback, supervision and training to assist them in 

delivering high quality standards of care. 

 

Managers have a duty to be vigilant and to ensure that the required standards of 

care are maintained.  If an employee breaches the organisation’s rules or his/her 

work falls short of the required standards the manager is responsible for 

addressing these shortfalls and, where appropriate, operating the progressive 

stages of the disciplinary procedure.  Early intervention is key to ensuring that poor 

working practices do not develop and culminate in a more serious incident. 
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3.6 Communicating the Trust In Care Policy 

 
Each staff member should be given a copy of the Trust in Care Policy.  Briefing 

sessions should be organised for all staff to ensure that staff are aware of their 

obligations towards patients/clients and know the action to take if abuse is 

suspected or alleged.  Attendance at these briefing sessions should be mandatory. 

 
At the briefing sessions staff should be made aware of their role in promoting a 

culture of vigilance and clearly informed that the safety and well-being of 

patients/clients must take priority over all other considerations, including loyalty to 

work colleagues.  Staff should be assured that their concerns will be treated 

seriously and they will be fully supported throughout the process, regardless of 

whether or not abuse is found to have occurred. 

 
Staff should be given appropriate guidance on behaviours which indicate that a 

patient/client may be at risk (e.g. they should be alert to anyone who is spending 

excessive time alone with children or paying excessive attention to particular 

patients/clients).  

 
Staff should receive guidance on dealing with complaints of abuse from patients/ 

clients in particularly vulnerable groups, such as children, older people, persons 

with intellectual disabilities or persons with progressive neurological illnesses e.g.: 

▪ Encourage the patient/client to give as much detail as possible but avoid asking 

“leading questions”, i.e., questions which suggest certain actions might have 

occurred or which name particular people who may have been involved.  Allow 

the patient/client as much time as possible. 

▪ Do not press the patient/client for details beyond that which s/he is willing to 

disclose. 

▪ Do not promise to keep the information a secret. 

 

Volunteers should be informed of the policy and procedures for reporting 

complaints or concerns regarding the welfare of patients/clients. 
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3.7 Monitoring Awareness and Implementation of the 

Policy 

 
A form should be circulated to all Heads of Department at least once a year to 

remind them of their responsibility to ensure that all staff are familiar with the Policy 

and relevant Codes of Behaviour and copies of the Policy and Codes are readily 

accessible. 



KARE Policy: Trust in Care 

 

Rev 3.1 November 2019 Page 14 of 35 

4. Procedures for Receiving a Complaint of Abuse 

Please note:  

To reflect the Health Service Executive’s (HSE) policy, Safeguarding Vulnerable 

Persons at Risk from Abuse 2014, see appendix 8, 9 & 10 for details of the 

procedure for receiving, reporting and managing allegations of abuse to be 

used in conjunction with this policy. 

 

 
4.1 Introduction 
 
Information suggesting that abuse may have occurred can come from a variety of 

sources.  The matter may, for example, be raised by the person who is abused, a 

concerned relative, or a member of staff.  It may come in the form of a complaint, it 

may be an expression of concern, or it may come to light during a needs 

assessment. 

 

Any staff member who receives information, suspects or is concerned that a 

patient/client has been abused, is being abused or is at risk of abuse has a duty of 

care to report the matter as soon as possible to his or her immediate line manager.  

The staff member is not responsible for deciding whether or not abuse has 

occurred but is obliged to report suspicions or allegations of abuse so that 

appropriate action can be taken. 

 

Staff who make a complaint or express concerns that abuse may have occurred 

should be reassured that: 

▪ they will be taken seriously; 

▪ they will be protected from the risk of reprisals or intimidation; 

▪ complaints made in good faith are covered by the defence of qualified privilege 

(see appendix 3) 

▪ they will be kept informed of action that has been taken and its outcome. 
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4.2  Reporting Procedures  
 

The following reporting procedures should be followed by staff in the event of abuse 

being suspected or alleged.  In the event that a staff member feels inhibited for any 

reason from reporting his or her concerns to the immediate manager or if they feel that 

inappropriate or insufficient action has been taken, they should raise the matter with a 

more senior member of management.  

a) Staff member receives a complaint of abuse from a patient/client, relative/ 

guardian or member of the public 

A staff member who receives a complaint of abuse from a patient/client, 

relative/guardian or member of the public should ensure that the details of the alleged 

abuse are fully documented including dates, times and any witnesses to the alleged 

incident.  The statement should be read back to the person making the complaint to 

ensure accuracy.  The staff member should then report the matter immediately to 

his/her supervisor. 

(b) Staff member suspects abuse  

A staff member who suspects that a patient/client may have been abused should notify 

his/her immediate supervisor without delay.  The staff member should outline in writing 

the grounds on which his/her concerns are based.  This report should be submitted 

without delay.  The staff member should not question the person against whom the 

complaint is made. 

(c) Staff member observes another staff member engaging in abusive behaviour 

towards a patient/client 

A staff member who witnesses another staff member engaging in inappropriate 

behaviour towards a patient/client should intervene or seek help to stop the behaviour.  

The staff member should ensure that the patient/client is not in any immediate danger 

and receives the necessary treatment and support.  The staff member should then 

immediately report the incident to his/her supervisor and complete a written report as 

soon as possible (preferably before going off duty) or within a fixed timeframe. 

 

The Protection for Persons Reporting Child Abuse Act, 1998 provides immunity from civil 
liability to any person who reports child abuse “reasonably and in good faith” to designated 
officers of health boards or any member of An Garda Siochana.  It also provides significant  
 
protections for employees who report child abuse covering all forms of discrimination up to, 
and including, dismissal. 
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5. Managing Allegations of Abuse 
 

5.1 Preliminary Screening 
 

Managers are responsible for maintaining the required standards of care within 

their area of responsibility and for dealing with any shortfalls in standards or reports 

of suspected or alleged abuse.  In the event that a manager receives a complaint of 

abuse, a preliminary screening should be carried out to establish the facts 

pertaining to the complaint.  When dealing with the complaint, the manager should 

ensure, insofar as possible, that confidentiality is maintained and the staff member 

against whom the allegation is made is fully protected throughout the process. 

 

The purpose of the preliminary screening is to ascertain if it is possible that an 

abusive interaction could have occurred.  The preliminary screening of the 

complaint should be carried out by the immediate line manager of the person 

against whom the allegation is made. Under no circumstances should the 

preliminary screening attempt to establish whether or not the abuse actually 

occurred.  The manager’s role with regard to preliminary screening must include 

the following: 

 

▪ The manager must immediately notify the staff member against whom the 

complaint is made of the details of the allegation and advise him/her that a 

preliminary screening process is being undertaken.  The staff member must be 

advised in advance of his/her right to be accompanied at this meeting by a 

union representative or work colleague 

▪ The manager must ensure that the details of the alleged or suspected abuse 

are documented  

▪ The manager must arrange for a physical or psychological assessment of the 

patient/client to be carried out where appropriate 

▪ The manager must consult with another member of management or appropriate 

professional colleague before he/she makes a final decision as to whether or 

not an abusive interaction could have occurred 
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If the manager is satisfied that an abusive interaction could not have occurred and 

no further action is warranted, s/he should keep a record of the decision on the 

staff member’s personnel file.  The record should contain details of the precise 

nature of the allegation and state that a preliminary screening in respect of the 

complaint has been carried out in accordance with the Trust in Care Policy and a 

decision has been made by (specify names of relevant individuals) that an abusive 

interaction could not have occurred (giving the reasons for the decision) and 

therefore it is not necessary to proceed to a formal investigation.  The purpose of 

this record is to protect the reputation of the staff member concerned. 

 

If the preliminary screening indicates that an abusive interaction could have 

occurred then the matter should be referred to senior management (see Appendix 

9  8) who will decide whether the employee has a case to answer or whether the 

matter is capable of being dealt with at local level. 

 

If it is decided that a formal investigation is warranted, a meeting should be 

arranged to advise the staff member of the intention to carry out a formal 

investigation.  The staff member should be advised of his/her right to be 

accompanied at this meeting by a union representative or work colleague.  The 

staff member should be given details of the complaint at the meeting and afforded 

an opportunity to make an initial response if s/he so wishes.  S/he should be 

advised as to what happens next and told not to make contact with the 

complainant. 

 

The staff member should be advised of support and counselling services that are 

available  

 

 

  

Allegations of child abuse against an employee must be dealt with in accordance with the provisions of Children 

First: National Guidelines for the Protection and Welfare of Children 
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5.2 Protective Measures 
 
At an appropriate stage in the process, management should take whatever 

protective measures are necessary to ensure that no patient/client/ or staff member 

is exposed to unacceptable risk.  These protective measures are not disciplinary 

measures and may include:  

▪ providing an appropriate level of supervision 

▪ putting the staff member off duty with pay pending the outcome of the investigation 

 
The views of the staff member should be taken into consideration when 

determining the appropriate protective measures to take in the circumstances but 

the final decision rests with management.  

 
Putting the staff member off duty pending the outcome of the investigation should 

be reserved for only the most exceptional of circumstances.  It should be explained 

to the staff member concerned that the decision to put him/her off duty is a 

precautionary measure and not a disciplinary sanction.   

 

5.3  Conducting the Investigation 

Principles governing the investigation process 

 
▪ The investigation will be conducted thoroughly and objectively in strict 

accordance with the terms of reference and with due respect for the rights of the 

complainant and the rights of the staff member to be treated in accordance with 

the principles of natural justice. 

 

▪ The investigation team will have the necessary expertise to conduct an 

investigation impartially and expeditiously.  Where appropriate, the investigation 

team may request appropriately qualified persons to carry out clinical 

assessments, validation exercises, etc. 
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▪ Confidentiality will be maintained throughout the investigation to the greatest 

extent consistent with the requirements of a fair investigation.  It is not possible 

however to guarantee the anonymity of the complainant or any person who 

participates in the investigation.   

 
▪ A written record will be kept of all meetings and treated in the strictest 

confidence. 

 
▪ The investigation team may interview any person who they feel can assist with 

the investigation.  Staff are obliged to co-operate fully with the investigation 

process and will be fully supported throughout the process. 

 
▪ Staff who participate in the investigation process will be required to respect the 

privacy of the parties involved by refraining from discussing the matter with 

other work colleagues or persons outside the organisation. 

 
▪ It will be considered a disciplinary offence to intimidate or exert pressure on any 

person who may be required to attend as a witness or to attempt to obstruct the 

investigation process in any way. 

 

Steps in conducting the Investigation 

 
▪ The investigation will be conducted by the designated person(s) agreed 

between the parties  

 

▪ The investigation will be governed by clear terms of reference based on the 

written complaint and any other matters relevant to the complaint.  The terms of 

reference shall specify the following: 

• The investigation will be conducted in accordance with the Trust in Care 

Policy; 

• The timescale within which the investigation will be completed  

• The investigation team may set time limits for completion of various stages 

of the procedure to ensure the overall timescale is adhered to; 
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• Scope of the investigation i.e. the investigation team will determine whether 

or not the complaint has been upheld and may make recommendations 

(other than disciplinary sanction) where appropriate; 

• The staff member against whom the complaint is made will be advised of the 

right to representation and given copies of all relevant documentation prior 

to and during the investigation process, i.e. 

o Complaint 

o Witness statements (if any) 

▪ The investigation team will interview any witnesses and other relevant persons.  

 Confidentiality will be maintained as far as practicable.   

▪ Persons may be required to attend further meetings to respond to new   

 evidence or provide clarification on any of the issues raised. 

 
▪ The investigation team will form preliminary conclusions based on the evidence 

gathered in the course of the investigation and invite any person adversely 

affected by these conclusions to provide additional information or challenge any 

aspect of the evidence. 

 
▪ On completion of the investigation, the investigation team will form its final 

conclusions based on the balance of probabilities and submit a written report of 

its findings and recommendations to senior management  

▪ The staff member against whom the complaint is made will be given a copy of 

the investigation report and an opportunity to comment before any action is 

decided upon by management  

▪  

If the complaint is upheld, the matter will be referred to the chief executive officer 

(or equivalent) or designated manager who is empowered to take disciplinary 

action up to and including dismissal.      

² Persons who are authorised to make decisions regarding disciplinary action are not precluded from 

participating on the investigation team. 
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5.4 Informing Relatives/Guardians 

 
Where appropriate*, the patient/client’s immediate relatives or guardian should be 

notified by an appropriate member of management as soon as practicable and 

advised that an investigation into the allegation is being carried out.  The identity of 

the staff member against whom the allegation is made must not be disclosed at this 

stage.  The relatives/guardian should also be assured that the patient/client has 

received appropriate support or treatment and that appropriate measures have 

been taken to ensure that no patient/client is at risk. 

 

*Some patients/clients may not wish to have the matter reported to their 

relatives/guardian. 

 

Where appropriate patients/clients should be offered the support of an advocate to 

act on their behalf if they wish. 

 

Anonymous Allegations 
 
Anonymous allegations on their own cannot lead to a formal investigation as there 

is always the possibility that they are vexatious.  Notwithstanding the fact that 

anonymous allegations cannot be the subject of a formal investigation unless there 

is supporting evidence, management should assure themselves that the systems in 

place are robust and the welfare of patients/clients is not at risk. 

 

Reporting to Professional Bodies 
 
Where a complaint has been fully investigated and evidence exists that 

professional misconduct may have taken place, the employee should be reported 

to the body or bodies responsible for professional regulation, e.g. the Medical 

Council (in the case of doctors) and An Bord Altranais (in the case of nurses) and 

other registration bodies when established. 
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6 Follow-on Action 
  

6.1 Abuse has occurred 
 
▪ The patient/client who has been the victim of the abuse and, where appropriate, 

his/her family should be provided with assistance and counselling to ensure 

their full recovery from the trauma suffered as a result of the incident. 

 

▪ Where the abuse is found to have occurred, this can have an adverse effect on 

staff morale.  Assistance should be made available to staff who have been 

affected by the allegation to help them to come to terms with what has 

happened and to restore a normal working environment.   

 

▪ The staff member should be advised of what will happen next and his/her right 

to due process.   

 

▪ A review of systems should be carried out where deficiencies have been identified. 

 

6.2 Abuse has not occurred 

 

▪ Where the complaint is not upheld, management should ensure that the 

reputation and career prospects of the staff member concerned are not 

adversely affected by reason of the complaint having been brought against 

him/her.  The staff member should be offered counselling and any other support 

necessary to restore his/her confidence and morale. 

 

▪ The staff member who made the complaint should be reassured that 

management appreciates that the complaint was made in good faith. 

 

▪ A review of systems should be carried out where deficiencies have been 

identified. 

 

▪ Where it is found that a report of abuse was brought maliciously, the staff 

member who made the complaint should be dealt with under the disciplinary 

procedure. 
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7. Informing An Garda Siochana 

 

Even where the alleged abuse could potentially constitute a criminal offence, the 

health care agency must conduct an internal investigation into the allegation and 

take appropriate action in the context of the employer/employee relationship. 

 

Where there are reasonable grounds to suspect that a criminal act has been 

committed, the matter must be reported immediately to the Gardaí.  Where the 

Gardaí are notified, the agency may conduct its own independent investigation in 

parallel with the criminal investigation. 

 

If the staff member refuses to co-operate with the internal investigation pending the 

outcome of criminal proceedings, this should not necessarily deter the agency from 

proceeding with its investigation.  The staff member should be advised that if s/he 

is not prepared to co-operate with the internal investigation, the agency may have 

to form its conclusions on the basis of the information available and then proceed 

to take appropriate action (which could include dismissal) (Appendix 4). 

 

It should be noted that an allegation of abuse against an employee is an 

employment matter which must be investigated by the agency itself.  The standard 

of proof required in criminal proceedings (“beyond reasonable doubt”) is higher 

than that required in investigations carried out by health care agencies in the 

context of the employer-employee relationship.  The health care agency must be 

satisfied “on the balance of probabilities” that the alleged abuse occurred but does 

not have to prove the case beyond all reasonable doubt.  In other words, the 

agency must form a reasonable belief that the employee committed the alleged 

abuse and take disciplinary action accordingly (Appendix 5). 
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Appendix 1   Definition of ‘Reasonably Practicable’ 

 

The extent of an obligation which is said to require an employer to take reasonably 

practicable measures has been explored by the courts, particularly in the context of 

occupational health and safety law. 

 

For example, in Boyle –v– Marathon Petroleum (Ireland) Ltd. [1999] 2 IR 460, the 

Supreme Court held that reasonable practicability creates a duty that “is more 

extensive than the common law duty that devolves on employers to exercise 

reasonable care in various respects as regards their employees. It is an obligation 

to take all practicable steps. That seems to me to involve more than that they 

should respond that they, as employers, did all that was reasonably to be expected 

of them in a particular situation.” (Mr Justice O’Flaherty) 
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Appendix 2   Definition of Abuse  
 
The following table provides definitions, examples and indicators of abuse with which all 
staff members must be familiar. 
 
Type of Abuse: Physical 

Definition Physical abuse includes hitting, slapping, pushing, kicking, misuse 
of medication, restraint or inappropriate sanctions. 

Example: Hitting, slapping, pushing, burning, inappropriate restraint of adult 
or confinement, use of excessive force in the delivery of personal 
care, dressing, bathing, inappropriate use of medication. 

Indicators: Unexplained signs of physical injury – bruises, cuts, scratches, 
burns, sprains, fractures, dislocations, hair loss, missing teeth. 
Unexplained/long absences at regular placement. 
Service user appears frightened, avoids a particular person, 
demonstrates new atypical behaviour; asks not to be hurt. 
 

  
Type of Abuse: Sexual 

Definition Sexual abuse includes rape and sexual assault, or sexual acts to 
which the vulnerable person has not consented, or could not 
consent, or into which he or she was compelled to consent. 
 

Example: Intentional touching, fondling, molesting, sexual assault, rape. 
Inappropriate and sexually explicit conversations or remarks. 
Exposure of the sexual organs and any sexual act intentionally 
performed in the presence of a service user. Exposure to 
pornography or other sexually explicit and inappropriate material. 

Indicators: Trauma to genitals, breast, rectum, mouth, injuries to face, neck, 
abdomen, thighs, buttocks, STDs and human bite marks. 
Service user demonstrates atypical behaviour patterns such as 
sleep disturbance, incontinence, aggression, changes to eating 
patterns, inappropriate or unusual sexual behaviour, anxiety 
attacks. 
 

  
Type of Abuse: Emotional/Psychological (including Bullying and Harassment) 

Definition Psychological abuse includes emotional abuse, threats of harm or 
abandonment, deprivation of contact, humiliation, blaming, 
controlling, intimidation, coercion, harassment, verbal abuse, 
isolation or withdrawal from services or supportive networks. 
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Example: Persistent criticism, sarcasm, humiliation, hostility, intimidation or 
blaming, shouting, cursing, invading someone’s personal space. 
Unresponsiveness, not responding to calls for assistance or 
deliberately responding slowly to a call for assistance. Failure to 
show interest in, or provide opportunities for a person’s emotional 
development or need for social interaction. Disrespect for social, 
racial, physical, religious, cultural, sexual or other differences. 
Unreasonable disciplinary measures / restraint. Outpacing – where 
information /choices are provided too fast for the vulnerable 
person to understand, putting them in a position to do things or 
make choices more rapidly than they can tolerate. 

Indicators: Mood swings, incontinence, obvious deterioration in health, 
sleeplessness, feelings of helplessness / hopelessness, Extreme 
low self-esteem, tearfulness, self-abuse or self destructive 
behaviour. 
Challenging or extreme behaviours – anxious/ aggressive/ 
passive/withdrawn. 
 

  
Type of Abuse: Financial 

Definition Financial or material abuse includes theft, fraud, exploitation, 
pressure in connection with wills property, inheritance or financial 
transactions, or the misuse or misappropriation of property, 
possessions or benefits. 
 

Example: Misusing or stealing the person’s property, possessions or 
benefits, mismanagement of bank accounts, cheating the service 
user, manipulating the service user for financial gain, putting 
pressure on the service user in relation to wills property, 
inheritance and financial transactions. 
 

Indicators: No control over personal funds or bank accounts, misappropriation 
of money, valuables or property, no records or incomplete records 
of spending, discrepancies in the service users internal money 
book, forced changes to wills, not paying bills, refusal to spend 
money, insufficient monies to meet normal budget expenses, etc. 
 

  
Type of Abuse: Institutional 

Definition Institutional abuse may occur within residential care and acute 
settings including nursing homes, acute hospitals and any other in‐
patient settings, and may involve poor standards of care, rigid 
routines and inadequate responses to complex needs. 
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Example: Service users are treated collectively rather than as individuals. 
Service user’s right to privacy and choice not respected. Staff 
talking about the service users personal or intimate details in a 
manner that does not respect a person’s right to privacy. 
 

Indicators: Lack of or poor quality staff supervision and management. High 
staff turnover. Lack of training of staff and volunteers. Poor staff 
morale. Poor record keeping. Poor communication with other 
service providers. Lack of personal possessions and clothing, 
being spoken to inappropriately, etc. 
 

  
Type of Abuse: Neglect 

Definition Neglect and acts of omission include ignoring medical or physical 
care needs, failure to provide access to appropriate health, social 
care or educational services, the withholding of the necessities of 
life such as medication, adequate nutrition and heating. 

Example: Withdrawing or not giving help that a vulnerable person needs so 
causing them to suffer e.g. malnourishment, untreated medical 
conditions, unclean physical appearance, improper administration 
of medication or other drugs, being left alone for long periods 
when the person requires supervision or assistance. 

Indicators: Poor personal hygiene, dirty and dishevelled in appearance e.g. 
unkempt hair and nails. 
Poor state of clothing. non-attendance at routine health 
appointments e.g. dental, optical, 
chiropody etc. socially isolated i.e. has no social relationships. 
 

  
Type of Abuse: Discriminatory 

Definition Discriminatory abuse includes ageism, racism, sexism, that based 
on a person's disability, and other forms of harassment, slurs or 
similar treatment. 

Example: Shunned by individuals, family or society because of age, race or 
disability. Assumptions about a person’s abilities or inabilities. 

Indicators: Isolation from family or social networks. 
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Appendix 3   The Defence of Qualified Privilege 

 

The Common Law provides a defence, in particular circumstances, to individuals 

who make verbal or written statements of a kind which could expose their author to 

a claim of defamation if such statements were made in different circumstances. 

The defence exists in recognition of the fact that there are circumstances in which 

individuals have to be able to speak freely without fear of adverse legal 

consequences. 

 

In general, the privilege covers situations where the maker of the statement has a 

duty to speak or is obliged to protect some interest. The duty in question does not 

have to be a strictly legal one: a moral or social duty to make the statement or 

report is sufficient. The recipient of the statement must have a corresponding duty 

to receive the statement. The defence only applies where the individual who makes 

the statement is not motivated by malice in making his statement.  

 

In circumstances where an individual has a duty to speak and does so without 

malice, he can be assured that the defence of qualified privilege will protect him 

from any defamation claim to which his statement could possibly give rise. The 

defence will apply, for example, when an employee reports to his line manager (or 

HR manager or some specially designated person), his bona fide suspicion that a 

fellow employee may have committed an act of abuse in the course of the latter’s 

employment. 
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Appendix 4        Employee’s Right to Silence? 

 

Does an employee who is the subject of investigative/disciplinary proceedings 

instigated by the employer have a right to silence in the context of such 

proceedings? 

 

This question has been answered in the negative by Barrington J on behalf of the 

Supreme Court in his judgment in Mooney v An Post [1988] 4 IR 288. The plaintiff 

in the case, who was a postman, had been tried and acquitted on a criminal charge 

of interfering with the postal service. Thereafter, the employer attempted to conduct 

a disciplinary inquiry into the said complaints. However, the plaintiff refused to co-

operate with the employer’s efforts in this regard. The employer proceeded with the 

dismissal and the plaintiff subsequently challenged the employer’s decision. 

 

The Supreme Court, in holding against the plaintiff, distinguished between the 

position of a defendant in criminal proceedings and that of a person who is the 

subject of disciplinary or investigative proceedings being carried out by his 

employer. The latter proceedings are civil rather than criminal in nature. 

Furthermore, the Court argued, the right to silence applies only in the context of 

criminal proceedings but does not carry over to civil proceedings: 

 

“It is important to emphasise that the dismissal proceedings were not 

criminal proceedings and it was not sufficient for a person in the position of 

the plaintiff simply to fold his arms and say:- 

"I'm not guilty. You prove it." 

To attempt to introduce the procedures of a criminal trial into an essentially 

civil proceeding serves only to create confusion.” 
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Appendix 5  

 

The Standard of Proof Applicable to Investigative and Other 
Proceedings in the Employment Context 
 
The plaintiff in Georgopoulus v Beaumont Hospital [1998] 3IR 132 had been 

employed as a registrar in neurosurgery at Beaumont Hospital. Certain complaints 

were made against him arising out of the performance of his duties as a registrar. 

An investigation was conducted into those allegations and the plaintiff subsequently 

sought to challenge the decision arrived at by the investigators on the basis, inter 

alia, that the investigators had failed to substantiate the complaints against him 

‘beyond a reasonable doubt.’  

 

Addressing the issue of the correct standard of proof to be applied by those 

charged with conducting such an investigation, the Supreme Court, per Hamilton 

CJ, held as follows: 

 

“The proceedings before the defendant were in the nature of civil proceedings and 

did not involve any allegations of criminal offences. The standard of proving a case 

beyond reasonable doubt is confined to criminal trials and has no application in 

proceedings of a civil nature. 

 
It is true that the complaints against the plaintiff involved charges of great 

seriousness and with serious implications for the plaintiff's reputation.  This does 

not, however, require that the facts upon which the allegations are based should be 

established beyond all reasonable doubt. They can be dealt with on "the balance of 

probabilities" bearing in mind that the degree of probability required should always 

be proportionate to the nature and gravity of the issue to be investigated. 

 
I am satisfied that in inquiries, such as conducted in this case, the standard of proof 

to be applied is not the standard of proof required in a criminal case but is that 

applicable to all proceedings of a civil nature, namely, "the balance of probabilities"- 

a standard which takes into account the nature and gravity of the issue to be 

investigated and decided.” 
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Appendix 6  Membership of the Working Group 

 

The members of the Working Group are as follows: 

 

 Dr Sean Conroy (Chairman) HSE – Western Area 

 Mr James Conway   HSE – Mid Western Area 

 Ms Maura Donovan   Stewarts Hospital 

 Mr Alan Haugh   IBEC (Legal Adviser) 

 Ms Elva Gannon   HSE – Employer Representative Division 

 Ms Anna Killilea   HSE – Employer Representative Division 

 Ms Denise O’Shea   HSE – Employer Representative Division 

 *Mr Barry O’Brien   HSE – Southern Area 

 Ms Cornelia Stuart   HSE – North Eastern Area 

 Mr Rory Talbot   St Vincent’s Hospital Fairview 

 Ms Patricia Gilheaney  Mental Health Commission 

 Mr Joe Masterson   HSE – Midland Area 

 Ms Mary Crowe   Mater Hospital 

 *Mr Niall Byrne   Cheshire Ireland    

 *Ms Jillian Sexton   National Federation of Voluntary Bodies 

 Mr Oliver McDonagh  SIPTU 

 Mr Dave Hughes   Irish Nurses Organisation (INO) 

 Ms Colette Mullins   Irish Nurses Organisation (INO) 

 Mr Robbie Ryan   IMPACT 

 Mr Des Kavanagh   Psychiatric Nurses Association (PNA) 

 Mr Seamus Murphy   Psychiatric Nurses Association (PNA) 

 Mr P J Keating   IMPACT 

 Mr Stephen Quillinan  IMPACT 

 *Dr Kate Ganter   Irish Medical Organisation (IMO) 

 

*Dr Kate Ganter and Mr Niall Byrne were invited to join the Working Group in June 

2004 and Ms Jillian Sexton and Mr Barry O’Brien were invited to join in July 2004. 
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Appendix 7  References Specific to KARE 
 
KARE is committed to keeping Adults who use their services and supports safe from 
exploitation and also to upholding their rights. KARE adopts a “No Tolerance” approach to 
any form of abuse and aims to promote a culture of respect and dignity for each individual. 
 
This policy is used in conjunction with the Health Service Executives (HSE) policy 
Safeguarding Vulnerable Persons at Risk from Abuse 2014. 

 
 
7.1 Refer to Managing Complaints Policy and Easy Read version called Service Users in KARE Can 

Make a Complaint) 
 
7.2 Refer to KARE Handbook page 5 
 
7.3 Refer to Policy on Supporting people with Behaviours that Challenge  
 
7.4 Refer to Policy on Personal and Intimate Care 
 
7.5 Refer to Policy on Personal and Intimate Care 

Refer to Policy on Safeguarding of Vulnerable Persons at Risk of Abuse. 
Refer to Policy on Matters relating to Sexuality  
 

7.6 Refer to Policy on Restraint/Restrictive Practices 
 
7.7 Refer to Policy on Safeguarding of Vulnerable Persons at Risk of Abuse. 

Refer to Policy on Child Protection and Welfare 
Refer to Staff Handbook regarding Code of Behaviour  

 
7.8 Refer to Policy on Safe Administration of Medication  
 
7.9 Refer to Policy on Managing Service Users’ Monies/Properties   
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APPENDIX 8  

Managing allegations of abuse by a staff member
NOTE: An allegation of abuse by a staff member is managed through this process and in conjunction with the  Safeguarding of Vulnerable adults of Risk of Abuse policy
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Owner: HR Manager
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complaint of 

abuse by a staff 
member

Plan Preliminary 
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consultation with 
Line Manager,  

DO and relevant 
others 

Ensure staff member is informed 
of  decision and  any  protective 

measures are removed 

Abusive interaction could  not 
have occurred

(No grounds for Concern)

Abusive interaction could
have occurred

(Reasonable grounds
 for concern)

Carry out 
 Preliminary 

Screening  in line with 
Trust in Care policy

Meet with relevant others to 
decide how to proceed 
including reviewing the 

necessity for any protective 
measures 

Inform staff member of  allegation 
and that a meeting will be 

arranged to give details. Inform 
them of their right to be 
accompanied and of any 

protective measures being 
implemented

Arrange a person to 
accompany them at 
meeting if desired

Adhere to Protective 
measures

Work with relevant 
others to agree a  Plan 

to implement the 
Recommendations from 

the report

Prepare Terms of 
Reference with relevant 

others and appoint 
Investigation Team and 

Lead to carry out 
Investigation

Ensure staff member is 
Informed that an 
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carried out and that they 
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Investigation Team 
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Carry out Investigation 
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recommendations. 
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the evidence

Finalise report  
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Manager/CEO

Read final report and 
comment as relevant

Ensure 
meeting is 
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APPENDIX 9 Designated Officers / Designated Liaison Persons 

 

 

 

KARE’s Designated Officers / Designated Liaison Persons are: 
 
 

John Ryan 
Principal Social Worker 
Tel:       045 480200 
Mobile: 086 8280892 
Email:  john.ryan@kare.ie  
 
 

 

Jacinta Barrett 
Social Worker  
Tel:       045 480200 
Mobile: 087 9882520 
Email:  jacinta.barrett@kare.ie  

 

Rosemary Keenan 
Social Worker  
Tel:       045 480200 
Mobile: 087 2579700 
Email:  rosemary.keenan@kare.ie  

 

 
Jennifer Alfa-Ogbaje 
Social Worker 
Tel:       045 480200 
Mobile: 087 7206 779 
Email: jennifer.AlfaOgbaje@kare.ie    

 

 

 

 

 

 

 

 

 

 

 

 

mailto:john.ryan@kare.ie
mailto:jacinta.barrett@kare.ie
mailto:rosemary.keenan@kare.ie
mailto:jennifer.AlfaOgbaje@kare.ie
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APPENDIX 10 Data Protection/Record Keeping 

 

 

KARE will protect the identify of any staff member named in an incident managed through Trust in Care 
by: 

1. Restricting the visibility of the staff member named in the initial report to: HR, Operation Manager, 
DO, Local Leader, Quality Manager and Adults Support Manager.  

2. When the initial assessment is completed (typically within 3 days) adding a further restriction to 
the name of the staff member/s whom the allegation is made against so that it is only visible to 
the Designated Officer and the HR Manager. 

 

All records in relation to a Trust in Care investigation including the Preliminary screening report and any 
associated records will be stored securely in the HR office and retained as follows: 

I. If the allegation is unfounded retain for 7 years and then destroy. 
II. If the allegation is founded but does not involve criminal activity retain for 7 years after the 

employee’s term of service with KARE has completed. 
III. If the allegation involved criminal activity retain indefinitely. 

 
 


