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Historical Institutional Abuse Inquiry 1922-1995 
 
Supplementary Witness Statement by Norman Chambers with reference 
to the witness statement provided by  dated 3 April 2015 –  
 
SNB 7323 to 7354 
 
Responsibility for the investigation of complaints 
 

1. In his statement  makes a number of key points relating to 
the investigation of alleged abuse of , who 
resided at Nazareth Lodge Children’s Home in 1984, and matters raised 
in the report of the inspection of the home by SSI in October 1983. 

 The Board and the Department had dealt co-operatively with the 
complaints. 

 The Department, through SWAG, was prepared to accept 
responsibility for the subsequent investigation, if it transpired 
that general malpractice was indicated. 

 Subsequent events,  suggests, cast doubt on the 
Department’s willingness to carry through that understanding. 

 
2.  identifies some differences in his record and that of mine of 

a meeting held on 4 April 1984 when he and I met the Senior Social 
Worker who had interviewed , who had made three 
allegations about  mistreatment at Nazareth Lodge. 
 

3. According to  record of the meeting, Mr C Walker (my  
Social Work Adviser colleague  and I would “discuss the complaints 
with , ascertain her reaction and decide how the care 
arrangements in  unit will be investigated by the 
Department”.  Furthermore that I would, “ indicate to  that it 
is likely that Board Social Workers will have to discuss with individual 
children the care they are receiving and whether they have any 
complaints to make”. 
 

4. My record of the meeting stated, “in the light of the homes response  
 will brief supervising social workers to interview all children in 

the care of the Eastern Health and Social Services Board regarding 
their experience of discipline in the home”. 
 

5. In his statement (SNB-7325-paragraph 2)  states, “This 
made it clear that it was the Department who were to take the lead in 
investigating this, however this in practice did not happen.” 
 

6. It was the case that, while Mr Walker and I did not meet with
 to ascertain her reaction to the complaints, Mr. PJ Armstrong, 

CSWA, wrote to  requesting her response. 
 

7. Mr. Armstrong also wrote to the Director of Social Services on 9 April 
1984 suggesting, “in the first instance, the allegation relating to
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 be investigated and when the outcome of that is known a 
decision be made regarding other children in the Board’s care. Perhaps 
you will arrange for the supervising social worker to interview the child 
as soon as possible”. 
 

8. Two points of significance are made by  regarding the 
handling of this complaint. One, that the Department was to take the 
lead in the investigation. I do not recall the matter of lead responsibility 
being discussed at the meeting on 4 April 1984, though it is clear that 
the Board and SWAG agreed to co-operate in the investigation. In the 
event, Mr Armstrong CSWA initiated action by writing to  
and to Mr Gilland (DSS). In writing to  it is not clear whether 
Mr Armstrong was effectively taking the lead on behalf of the 
Department, or whether he was simply seeking a preliminary response 
from  in order to establish what action should follow, by 
either the Department and/or the Board. I do not recall my having 
discussed the matter of lead responsibility with Mr Armstrong. 
 

9.  reacted by speaking to her staff, presumably to enable her 
to respond to Mr Armstrong’s letter. In doing so she pre-empted any 
alternative action the Board and SWAG might have proposed. I doubt if 
this variation to what had been discussed on 4 April materially affected 
the eventual outcome. 
 

10.  also notes, SNB-7325 paragraph 6, that my record of the 
meeting on 4 April stated, “that the Department will notify the Southern 
and Northern Boards, again evidencing the regional and co-operative 
nature of the agreed investigation”. I think that is a reasonable inference, 
though I do not recall the principle of lead responsibility, as such, being 
discussed. 

 
11. I share  view that roles and responsibilities should be 

defined and assigned at the commencement of an investigation into 
alleged child abuse. However, the scope of an investigation, and 
respective responsibilities can be determined only after preliminary fact 
finding. Where, for example, preliminary fact finding had indicated that 
the investigation would be limited in scope, it might have been  
sufficient to agree who should co-ordinate defined responsibilities and 
prepare the report. Had a number of interests and authorities been  
involved in the investigation, it would have been necessary to have 
identified  a lead been agency. In particular circumstances , for example, 
where there was evidence of systemic failings or a pattern of general 
malpractice, the Department might have  established an independent 
inquiry. 

 
12. In the  case, it transpired, after preliminary fact finding, that the 

scope of the investigation was confined to allegations relating to one 
child, and that the Board did not consider it necessary to interview other 
children in the home. The actions that followed were to be handled by 
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social workers at local level. Hence, the need for Departmental 
involvement did not arise. 

 
EHSSB contribution to the development of voluntary children’s homes 
since 1970 
 

13. At paragraph 2.17  states, ”It appears that they (SWAG 
Inspectors) were unaware of this (the Board’s efforts over several years 
to promote the development of voluntary children’s homes in its area) 
and the progress which had been made in improving standards, when 
they undertook their inspection.( in 1983) Also that they were not aware 
of the responsibility of the Department for the Registration and 
Inspection of voluntary homes, which are directly related to the 
concerns they identified…” 
 

14. I would have been well aware that the EHSSB was favourably disposed 
towards voluntary children’s homes in its area, particularly as the Board 
had relied on voluntary bodies to provide services for children in its care. 
I would also have been aware that the Board and the Department had 
invested substantially in residential child care services over many 
years. . I believe that this knowledge would have been shared by Social 
Work Advisers on the child care side, senior officers within SWAG and 
the Child Care Policy branch.  
 

15. It was also the responsibility of Inspectors to contribute to the 
development of services by making informed suggestions about 
development, as well as fulfilling their regulatory functions, pointing up 
weaknesses in the service and making recommendations where action 
was considered to be necessary. Inspectors routinely consulted the 
Boards, which placed children in voluntary homes.   With reference to 
the 1983 inspection of Nazareth Lodge conducted by Mr McElfatrick 
and myself, it would appear that , when preparing his 
evidence, may not have been aware that the completed report of the 
inspection was contained within the HIAI evidence bundle at SNB 
50232 to SNB 50266.  At Para 2.17 of his statement  states 
that “one would have expected to see recommendations at the end of 
the report to address the concerns”.  The inspection report contained 19 
recommendations.    
 

16. When making recommendations, Inspectors would have been aware of 
the cost implications of their recommendations, whether those fell to the 
administering authority, the Boards and/or the Department.  Reports of 
inspections were passed to the Child Care Branch of the Department by 
SSI in final form; the Child Care Branch respected the professional 
independence of inspectors.  
 
 

Police involvement in the  case 
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17. Paragraph 2.13 (SNB-7330) of  statement explains the 
reasons why the complaint made by , was not referred to 
the Police. Board officials seem to have concluded that
“punishment” did not constitute criminal assault, and thi emed 
to have been shared by Mr Armstrong, CSWA. In retrospect, I think that 
balanced judgment was in  best interests and was consistent with 
his mother’s wishes. 
 

 
 

 
Norman Chambers 
16 April 2015  
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