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1.   INTRODUCTION 

 

1.1 The Inquiry is tasked to investigate historical institutional abuse and 

examine if there were systemic failings by institutions or the State in 

their duties towards those children in their care between the years of 

1922-1995. 

 

1.2 In Module 5, the Inquiry has heard evidence in respect to Fort James 

and Harberton House Children’s Homes.  

 

1.3 The Inquiry has asked the Health and Social Care Board (HSCB) to 

confine its written submissions to the following: 

(i) Historical underfunding of the North West; 

(ii) The extent to which child care and residential child care in 

particular was treated as a funding priority in the Western 

Health and Social Services Board; 

(iii) Why the peer sexual activity in Harberton House went 

undetected for so long; and 

(iv) The extent to which the recommendations of the Bunting report 

were met and within what timescales. 

 

1.4 The HSCB addresses each of these issues in this written submission. 

However, the HSCB asks the Inquiry Panel to treat these submissions as 

necessarily interim in nature, as many of the issues require further 

analysis [that the time allowed permitted] and are likely to be the 

subject of further investigation later in the Inquiry’s timetable of work. 

 

BACKGROUND 

 

1.5 Fort James Children’s Home opened in 1973 and accommodated 

children from the Londonderry, Limavady and Strabane District (later 

Unit) until closure on 31 March 1995.   
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1.6 The home was originally built as a private residence in 1862 and was set 

in wooded grounds around 2 or 3 miles from the centre of the city.  It 

was a 3-storey property that also benefitted from additional 

accommodation at the rear, originally stables which were converted in 

late 1984 to provide additional accommodation and flats for 

independence living and training. 

 

1.7 Limited records are available in relation to the early years of operation.  

It is known that the majority of children accommodated between 1973 

and 1978 were babies and young children up to the age of 5.  Staff, at 

that time, were described as Nursery Nurses, with the senior staff 

member called Matron1.  It also appears there were one or two older 

teenagers in residence from an early stage. 

 

1.8 The nursery closed in or around 1978, thus developing the focus 

towards a home for older children, with an attendant change to 

Houseparent to describe the staff. 

 

1.9 From the opening of Harberton House in 1980, Fort James’ remit 

became specifically for medium or long-term placement of 16 children 

aged between 5 and 17.  Their aim would be to progress a plan for 

return of the child to his or her parent(s), prepare for a foster placement, 

or assist in preparation towards independent living in the community.  

To aid this latter aim, accommodation was renovated in late 1984 to 

provide self-contained flats on the site, which increased the total 

capacity to 21. 

 

1.10 As the focus on fostering progressed, particularly for young children, 

the age of the population of children within the home increased.  By 

1994, towards the end of the home’s operation, it’s aims and objectives 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
1 Transcript of Day 124, page 52, line 17 to page 53, line 10 
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were to provide care for children aged 13 and over.  The demand for 

placements however resulted in continued admissions of younger 

children. 

 

1.11 By 1994 the home had two units, each with specific functions: 

• The Adolescent Resource Team, which aimed to provide 12 

residential places for young people aged 13 and over, and to offer a 

care service from reception to long-stay which would address the 

assessed needs of residents; 

• The Leaving and After Care Team, which had access to 3 flats 

providing 4 places for young people undergoing preparation for 

leaving care.  It also provided a supportive / crisis intervention 

service for those that had left care.  

 

1.12 Between January 1980 and 31 March 1995, Fort James offered care for 

316 children. 

 

1.13 Harberton House opened as a specialist Board resource for children on 

8 September 1980.  The first children were admitted on 19 September 

1980.  The home closed in 2004.  Referrals for placement in the home 

could be made from the entire Western Board area. 

 

1.14 It was designed as a specialist resource to provide an initial, short-stay, 

placement for children, by way of both planned and emergency 

admission, where the child’s needs would be assessed to identify the 

appropriate longer term plan and placement for them.  It was a purpose 

built facility to accommodate 25 children, and was developed on an 

“H” shaped layout. 

 

1.15 Central to the work of Harberton House was the Core Evaluation Team, 

which met weekly to consider referrals to the home for planned 

admissions, and to review ongoing assessments of children already 

FJH-40909
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placed.  This was a new service within the Board area.  

 

1.16 As the home commenced operation and experience was gathered it 

became clear that there was a need for flexibility in the duration of 

placement for children and thus the short-stay function was reviewed.  

As a result, in 1984, two units were developed with some modifications 

to the building so that smaller units on the same site were commenced: 

• A reception and assessment unit had 12 places.  Planned 

admissions for assessment remained available for the Western 

Board Area, while the reception facility was for the Londonderry, 

Limavady and Strabane Unit of Management. 

• A medium stay unit with places for 13 children from the 

Londonderry, Limavady and Strabane area, for those children that 

required residential care for up to 12 months. 

 

1.17 Pressure on admissions to care, which commenced in early 1990 and 

recurred during the following years, increased the numbers of children 

admitted to Harberton House.  Additional accommodation on site was 

developed through the use of “The Cottage”, which provided 

additional places for discrete periods of time when needed. 

 

1.18 In 1992, the capacity of the home was reduced to 20 places (10 in each 

unit).  However as pressures continued on the numbers of children 

being admitted to care, and in transitional arrangements following the 

closure of Fort James, there were periods of greater occupancy on the 

Harberton House site.   

 

1.19 On 1 December 1994 a separate unit, “Chèz Nous”, was opened to cater 

for three adolescent children on the brink of moving to independent 

living or foster care.  It offered a small group living experience which 

was intended to mirror as normal a life as possible when compared to 

that of children in the wider community.   

FJH-40910
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1.20 From September 1980 until 7 April 2000 a total of 989 children had been 

cared for in the Home. 

FJH-40911
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2.    HISTORICAL UNDERFUNDING OF THE NORTH WEST 

 

2.1 In Module 5, the Inquiry has heard and read evidence about funding and 

resource allocation in the Western Health and Social Services Board 

(WHSSB).  The Health and Social Care Board understands that there will be 

further consideration of the issue of finance by the Inquiry.  These 

submissions, therefore, address the state of the evidence at the close of 

Module 5 with an intention to return to this issue as the information 

available and evidence develops. 

 

2.2 The WHSSB received a low level of resource from its inception in 1973 

mainly due to its estimated population size, which would have been 

identified from census figures.  A relevant difficulty in this respect may have 

been the political atmosphere in this region regarding the census collection.2 

In the years that followed, the WHSSB, like the other three Boards, received 

percentage increases but these did not alter the low funding base in the 

West.3 

 

2.3 The broad position of the WHSSB is that while it received a percentage of the 

available resources for growth from 1973 to 1995, that percentage was never 

sufficiently weighted in its favour to achieve a narrowing of the gap between 

its actual allocation and the sum that would have reflected its demographic 

profile, its levels of deprivation and the levels of health and social care need 

it was being required to respond to.   

 

2.4 In a witness statement filed in Module 1, Dominic Burke explained that the 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
2 On 7 April 1981, Joanne Mathers, then aged 29, was shot dead on a doorstep in Anderson 
Crescent, Gobnascale, Derry as she collected census forms.  Media reports have identified: “At the 
time, Sinn Fein urged people not to complete forms to demonstrate support for the 1981 hunger 
strike” (http://www.belfasttelegraph.co.uk/sunday-life/news/martin-mcguinness-ordered-
murder-of-census-worker-fresh-allegations-from-ira-supergrass-raymond-gilmour-29994313.html, 
Article dated 10 February 2014) and “At the time, republican terrorists had been targeting census 
workers in a bid to disrupt the survey.” (http://www.belfasttelegraph.co.uk/news/northern-
ireland/census-woman-reward-to-find-killer-28741321.html, Article dated 13 April 2012)!
3 SND 19145 Witness Statement of Dominic Burke dated 23 May 2014, paragraph 1.  
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baseline for social services in the new Boards when they were established in 

1973 was based on the historical income of their predecessor County Council 

Welfare Committees. As the new Boards were not co-terminous with the 

County Council footprints, monies were allocated on a proportionate basis, 

mainly population.4  

 

2.5 Dominic Burke explained the historical underfunding in the following way 

when he gave oral evidence to the Inquiry in Module 5 on Day 125: 

 “The budgets in those days were -- the county councils received their money from 

the rates paid to them from businesses and domestic houses in the area. In areas like 

Belfast or County Down, County Antrim to some extent, the amount of rates raised 

was clearly greater there than it was in the west of the province and in and around 

County Londonderry, the city of Derry and Tyrone and Fermanagh.  

So there was an underlying discrepancy, as it were, or deficit with regard to the 

funding in the West, and while it moved forward, that underlying deficit wasn't 

addressed for a long time. From time to time it was, but not consistently.”5 

 

2.6 Dominic Burke’s point about historical underfunding is supported in 

witness statements made by Mr. Thomas Frawley6, who was Chief 

Administrative Officer in the WHSSB between September 1981 and April 

1985 and then Area General Manager for the WHSSB until December 1995 

and 7, who was employed by the WHSSB in a number 

of finance positions between 1977 and 2009.  

 

2.7 In Module 5, the Department of Health’s position about funding is that there 

was a standard methodology, known as the PARR formula, by which monies 

were allocated by the Department across the four Boards and that the PARR 

capitation formula was ‘equitable’. However, none of the Departmental 

witness statements or witnesses addressed Dominic Burke’s point about the 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
4 Ibid.!!
5 Transcript Day 125, page 32, lines 10 to 22 
6 FJH 599  
7 FJH 806!

FJH-40913
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underlying discrepancy with regard to funding in the West.   

 

2.8 Capitation refers to a sum of money which the four Health and Social 

Services Boards in Northern Ireland received for every man, woman and 

child who lived in their area. It included weightings for age, gender and 

deprivation levels. 

 

2.9 Dominic Burke’s witness statement dated 23 May 2014 in Module 1 states 

that “the question of resource allocation and the need to reform the approach was 

hotly debated, and whilst various formulae had been used, it was not until the 1990s 

that it was recognized that a root and branch review was needed.”8 

 

2.10 In the same statement, Dominic Burke goes onto explain that the Capitation 

Formula Review Group was established with representatives from the 

Department of Health and Social Services and the four Boards which “set out 

to identify from a population base what factors influenced the need for services. The 

Group considered a range of issues, which impacted on service demand and sought 

to weight those factors which affected the cost of provide service e.g. social 

deprivation. The resultant reports showed the Western area was underfunded 

against the factors examined.”9  

 

2.11 Dominic Burke was the WHSSB’s representative on the Capitation Formula 

Review Group. However, none of the Departmental witness statements 

mention the Capitation Formula Review Group.   Nor was the Capitation 

Formula Review Group discussed by any of the Departmental witnesses 

when they gave evidence.  

 

2.12 In his evidence on Day 126, Dr McCoy, who was the Chief Social Work 

Inspector in the Department, intimated that the WHSSB was no different to 

the other three Boards and he did not appear to remember that the WHSSB 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
8 SND 19146 Witness Statement of Dominic Burke dated 23 May 2014, paragraph 2. 
9 Ibid.!

FJH-40914
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had been making quite a specific argument about underfunding for decades. 

This is demonstrated by the following extract of his evidence in Module 5: 

 

“A. …All Boards were always saying they didn't have enough money to run 

their services.  

 

Q. And the other question I wanted to ask: were they shouting louder or more 

frequently than the other Boards?  

 

A. Not necessarily.  I think it was an annual event.  When it came to the 

allocation of resources, each of the Boards in turn would have said, "We 

need more".”10 

 

2.13 Significantly, however, there are contemporaneous records that reference 

underfunding of the West and it is submitted that these documents support 

the points being made by Dominic Burke about historical underfunding of 

the West and the Capitation Formula Review Group process and outcomes. 

For example:  

 

(a) Minutes of the WHSS Board held on 30 May 1991, which record the 

Chairman’s opening remarks as including the following: 

"…  He said despite the Board's progress achievements to date he still had one 

major continuing disappointment and that was the Board's underfunded 

situation.  In spite of well-reasoned arguments put forward by the Board and 

which in fact had been accepted by the Department, the issue had not been 

addressed to his satisfaction.  He emphasised that the resolution of this issue will 

be a major priority over the next 12 - 18 months"11 

 

(b) Minutes of the WHSSB Administrative Services Committee on 26 

February 1992 state on page 2 that: 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
10 Transcript Day 126, page 121, line 22 to page 122, line 4 
11 FJH 19367 
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“…Mr Cuddy informed the Committee that the HPSS allocations for 1992/93 

signalled the introduction of the first phase of the new capitation based resource 

allocation system announced in the Northern Ireland Working Paper “New 

Funding Arrangements for Health and Social Services Boards”. Under these 

arrangements Boards are being funded to reflect their resident populations 

through a capitation based system which includes weightings to reflect the size, 

age and social needs of their own population.”12  

 

Page 3 of the same document reads as follows: 

“Commenting on capitation funding targets Mr Cuddy indicated that in order 

for the Department to achieve capitation targets across the region by 1994/95, it 

will be necessary to skew approximately £6.3 M each year to the three smaller 

Boards. However, he said in 1992/93 only 4.3 M is available for allocation 

making possible only limited progress towards target figures.  

 

(c) The Minutes of a meeting of the WHSSB held on 28 November 1996 

record the following remarks by the Chairman regarding an ongoing 

review of the capitation formula: 

“He informed the meeting that the Western Board could demonstrate that for 

many years the formula used to allocate funding to the four Boards did not 

accurately reflect the needs of its population. Indeed, he said it had been 

estimated that over a period of ten years, the Board had “lost out” to the tune of 

£40 million. He continued that this imbalance had not been addressed until three 

years ago but there was now a very real concern that the review could once again 

disadvantage the people of the West.”13 

 

The same Minutes also state under the sub-heading “A Fair Share”: 

“Mr. Toland said he wanted to make it clear that factors such as deprivation, 

rurality and population scarcity in the West of the Province presented the Board 

with a huge challenge in providing appropriate access to services. He explained 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
12 Appendix 1 
13 Appendix 2 
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that the reality was that the Board had to commit significant resources to 

maintain an effective pattern of services which was accessible to and met the 

needs of those who live throughout the Western area. This he said was expensive 

in the Western area because of the need to take account of the fact that the 

population was dispersed over a very wide area and experienced very high levels 

of deprivation.” 

 

2.14 Dominic Burke’s witness statement dated 23 May 2014 also says that 

“demands for cash releasing were made by the Department which added to the 

pressures on limited budgets”14.  Whilst such demands were no doubt made in 

equal measure of all four Boards in Northern Ireland, their impact was felt 

keenly by the WHSSB due to its low funding base.  

 

2.15 This is reflected in the Minutes of the WHSSB Administrative Services 

Committee on 26 February 1992 which state on page 4 that Mr Frawley 

explained: “the Board’s Units of Management were finding it extremely difficult 

year after year to meet their cash releasing target on 1.2%. He spoke of the difficulty 

of trying to sustain a commitment which was continually cutting into the 

infrastructure whilst at the same time they were being asked to meet additional 

requirements in terms of increasing volumes of work and improvements in service 

provision.”15 

!

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
14 SND 19145 Witness Statement of Dominic Burke dated 23 May 2014, paragraph 1. 
15 Appendix 1!
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3.  RESOURCE ALLOCATION IN THE WESTERN HEALTH AND SOCIAL 

SERVICES BOARD 

 

GENERAL 

 

3.1 In his witness statement dated 4 June 2015,  sets out the 

financial regime applicable to the funding of health and social services in 

Northern Ireland, post re-organisation in 1973 to 199516.  

 

3.2 In simple terms, the Department of Health and Social Services (“the 

Department”) allocated its share of the ‘block grant’ to fund health and 

personal social services across Northern Ireland.  

 

3.3 Each of the four Boards in Northern Ireland was allocated a share of the 

‘block grant’ by the Department, which was determined by the Department 

using the PARR capitation formula.  

 

3.4 Every five years the Department issued Strategic Plans, which identified 

policy aims and objectives and the Department expected the Boards to 

allocate funds to achieve the Department’s policy objectives. This was 

consistent with the guidelines for re-organization that were developed by 

Booz-Allen and Hamilton in a report dated February 1972 called ‘An 

integrated service: The re-organization of health and personal social services 

in Northern Ireland’, which stated: 

 

“The Ministry of Health and Social Services should be responsible for overall 

objectives, policies and resource allocation…the area Boards for the planning and 

monitoring of services and the District Units for managing and delivering 

services.”17 

 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
16 FJH 806: Witness Statement of  dated 4 June 2015, paragraphs 1-2.  
17 FJH 20614: Booz-Allen and Hamilton, ‘An integrated service: The re-organization of health and 
personal social services in Northern Ireland, Volume 1’, page 9 at FJH 20634 

FJH-40918
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3.5 The Booz-Allen and Hamilton report identified the following among the 

main functions of the Department under the new structure after re-

organization: 

• To undertake strategic planning, including the preparation in 

consultation with the Area Boards, of a five to ten year capital works 

programme for publication and submission to Parliament. 

• To co-ordinate the work of Boards and supervise their activities. 

• To undertake certain central executive functions such as the execution of 

major building schemes and the collection and dissemination of 

statistical data.18  

 

3.6 The Booz-Allen and Hamilton report also envisaged that the Area Boards 

“will be responsible for administering, planning, monitoring and coordinating 

health and personal social services within their Areas.”19 

 

3.7 It is clear, therefore, that in regard to their share of the block grant, Boards 

had choices to make, as they each had to decide how to allocate its share of 

the block grant between different Programmes of Care. Programmes of Care 

were developed by the WHSSB in line with the organisational structure 

advocated by Booz-Allen and Hamilton20 in 1972.  

 

3.8 Each Board had a range of Programmes of Care which, in addition to Family 

and Child Care included Acute, Elderly, Physical Disability, Mental Health, 

Mental Handicap, Health Promotion, Maternal and Child Health and Adult 

Community21. In planning and delivering services to people in its area, 

Boards had a range of statutory duties to fulfill across the spectrum of the 

Programmes of Care, of which Family and Child Care was one.  

 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
18 Ibid. Pages 10-11 at FJH 20636-7 
19 Ibid.  Page 11 at FJH 20637 
20 Ibid. Exhibit IV at FJH 20670 
21 Appendix 3: Flowchart document attached to a letter from the Department’s Management 
Executive dated 23 January 1995.  

FJH-40919
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STRUCTURES AND PROCEDURES 

 

3.9 In the WHSSB, the following structures were in place which had a role to 

play in managing and monitoring the use of resources allocated to the 

WHSSB by the Department:  

• The Resource Allocation Committee. This Committee made decisions 

about the allocation of resources within the WHSSB until February 1992, 

when as a result of restructuring of the WHSSB and its committees, 

issues related to the allocation of resources was dealt with by the 

Administrative Services Committee.22 

• The Administrative Services Committee. Following allocation of monies 

by the Department and an acceptance of that allocation by the Area 

Board, the Administrative Services Committee made decisions about 

resource allocation in the WHSSB from February 1992.23  The 

Administrative Services Committee’s main role was to ensure that 

sound financial control was maintained within the overall financial 

budget, following approval by the Area Board and allocation by the 

Department.24  

• The Community Care Committee which worked on establishing 

objectives, policies, goals and plans for the development and operation 

of social services in the WHSSB area and recommended budget 

estimates for the operation of social services programmes provided 

within the WHSSB area.25  

• The Area Executive Team, which consisted of the Chairman, the 

Director of Social Services, Chief Medical Officer, Chief Nursing Officer 

and Chief Administrative Officer26. The Area Executive Team had a 

range of responsibilities including assessing need throughout the area of 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
22 Appendix 1: Minutes of the WHSSB Administrative Services Committee held on 26 February 
1992. 
23 Ibid. Please note that it has not yet been possible to confirm how long the Administrative Services 
Committee had this function 
24 Booz-Allen and Hamilton, Page 35 at FJH 20665 
25 Ibid.  Page 32 at FJH 20662 
26 Ibid. Page 40 at FJH 20671 
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the WHSSB, developing programme objectives and goals, allocating 

resources among the Districts of the WHSSB to provide a balanced 

delivery of services throughout the WHSSB in accordance with the 

policies and priorities laid down by the Area Board, recommending 

priorities for revenue and capital expenditure throughout the WHSSB 

and ensuring (through the Administrative Services Committee) that the 

WHSSB worked within budgets laid down by the Area Board27. 

 

3.10 In broad terms, the purpose of the aforementioned Committees was to 

ensure that capital and revenue resources were allocated in a manner which 

most effectively satisfied health and social services needs in the WHSSB and 

to monitor and evaluate performance to ensure that planned intentions were 

being realised in the delivery of services.28  

 

3.11 In practice, the aforementioned Committees in the WHSSB worked to build 

consensus internally about the use and allocation of the funds given to it by 

the Department and, once consensus was reached, the plans and proposals 

were put before the Area Board for approval. This was also in keeping with 

the structures envisaged by Booz-Allen and Hamilton, which specified that 

Area Boards should have responsibility for: 

• Approving programme objectives, goals and area policies as developed 

by the Committees; 

• Approving Programme Plans developed by the Board’s committees. 

• Receiving reports on the quality and cost-effectiveness of services from 

the Board’s committees. 

• Approving final accounts prior to their submission to the Department.  

• Approving financial estimates received from the Board’s committees 

prior to submission to the Department.  

 

3.12 It is submitted that the information available about the structures in the 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
27 Ibid. Pages 40 and 41 at FJH 20671-2 
28 Ibid. Page 30 at FJH 20660 
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WHSSB that were designed to manage and allocate resources contrasts 

significantly to the dearth of information about structures in the Department 

that were used to scrutinise, monitor and evaluate the activity and spending 

of Boards. In fact, Dr McCoy said that: 

 

“….it was very difficult to ascertain how the Boards actually spent their 

money.  We don't -- we wouldn't have had good information about when 

they received their block grant, how it was allocated between Health 

Services and Personal Social Services, and even within that within the 

various programmes of care within Social Services, whether it be childcare, 

mental health or whatever.  

Q. Can I just ask did the Department ever ask, "How do you spend your money?"  

A. There were probably accountability reviews, but it was very high level in 

a sense, and I know that in some allocation letters to the Boards in relation 

to the additional money, which was given for the implementation of 

Hughes and child protection, that the Boards were instructed that if they 

used this for any other purpose, they had to seek the approval of the 

Department. Now that suggested to me that, in fact, monies which had been 

allocated for social services were being diverted to other services.”29  

 

3.13 In addition, Marian Reynolds said that she understood that each of the 

Boards provided financial returns known as FR 22s to the Department. 

However, Miss Reynolds explained that “not all of the Trusts were reporting 

spend using the same headings. So the result was you weren't able to compare 

apples and apples.”30 

 

3.14 Marian Reynolds’ evidence was supported by Dr Harrison who confirmed 

that she carried out a review of the FR 22 form in respect to family and 

childcare spending in or about 1993/1994. On Day 129, Dr Harrison 

explained that:  

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
29 Transcript for Day 126, page 136, lines 10 to 25 and page 137, lines 1 to 3  
30 Transcript for Day 128, page 69, lines 20 to 23 
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“[I]t was very difficult from the figures presented to disentangle, you know, 

fostering, residential care, daycare services, services for voluntary service grant, etc, 

etc. As a result of that we produced -- the Department produced revised guidance.  I 

am not saying that the guidance was not clear before, but we attempted to make it 

clearer.�31  

 

3.15 When one considers the substantial resources involved, it seems quite 

remarkable that it took the Department in the region of twenty years to 

carry out a review and develop an effective financial returns system for 

family and child care spending. The corollary of this is that before 1993/4, 

there was inadequate scrutiny and monitoring of how Boards were 

spending their share of the block grant, handed down by the Department. 

This is all the more surprising as among the main functions of the 

Department set out in the Booz-Allen and Hamilton report was the co-

ordination of the work of Boards, the supervision of their activities and the 

collection and dissemination of statistical data.32  

 

3.16 The Booz-Allen and Hamilton report recommended ‘a new organization 

structure for planning, controlling and delivering care’33 in Northern Ireland and 

it appears that the structures in the WHSSB to manage, allocate and monitor 

the use of its resources were modeled on the guidelines contained in the 

Booz-Allen and Hamilton report.  

 

3.17 The Booz –Allen and Hamilton report also set out the main functions of the 

Department under the new structures following reorganization. However, it 

did not address or provide any guidelines about the structural, managerial 

and administrative requirements of the Department post re-organization to 

scrutinize, supervise and evaluate the activity and spending of Boards.   

 
!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
31 Transcript Day 129, page 19, lines 7 to 22 
32 Booz-Allen and Hamilton, page 9 to 10 at FJH 20634 and FJH 20635 
33 Ibid. Page 1 at FJH 20625 
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3.18 Dr McCoy referred to “accountability reviews…at a very high level”34 in his 

evidence and it is submitted that this requires further investigation because, 

on the basis of the Departmental evidence to date, it appears that there may 

have been a serious lack of basic knowledge and qualitative analysis on the 

part of the Department regarding the way in which individual Boards used 

their share of the block grant.  

 

3.19 It is in this context that Marian Reynolds told the Inquiry that she had heard 

that the WHSSB disproportionately funded its older people Programme of 

Care to the detriment of its family and child care Programme of Care. This 

claim is not accepted by the WHSSB and, in the HSCB’s submission, it is 

important to observe that Miss Reynolds was not able to identify who told 

her this. Nor did she say when this information was conveyed to her.  

 

3.20 Nevertheless, it is clear, on the basis of its own evidence to date, that the 

Department would not have been able to tell whether or not the above 

statement had a basis in fact because the procedures in the Department for 

gathering, analyzing, reviewing and monitoring the expenditure of 

Department’s monies by Boards was deficient, at least until Dr Harrison’s 

review of the FR 22 in 1992/3 although Marian Reynolds also gave evidence 

about continued difficulties in this area post-implementation of the Children 

(Northern Ireland) Order 1995.35  

 

3.21 It is also important for the Inquiry team to note that from 1973 until 1995 the 

management arrangements for health and social services were changed 

repeatedly at the initiative of the Department.  The following is an outline of 

those changes insofar as they applied to the Western Board, which may be 

worthy of further scrutiny in a future Module: 

1973 Consensus management applied, based on the Booz-Allen and 

Hamilton Report  

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
34 Transcript Day 126, page 137, lines 19 to 20!
35 The Children Order (Northern Ireland) 1995 came into operation on 4 November 1996  
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1983 Districts were abolished and became Units of Management 

1985 General Manager was appointed at Board level but not at Unit 

level, following the adoption of the Griffiths Report in 

England.  This represented a move to a General Management 

model away from a consensus model of management, so that 

professionals, instead of being directly accountable to the 

Board became accountable to the General Manager. 

1990 Unit General Managers were appointed 

1993 The creation of Health and Social Services Trusts began, the 

process of which was completed during 1995/6 following the 

creation of 19 Trusts across 4 Board Areas  

2009 The single Health and Social Care Board was created in place 

of the 4 Boards.  

 

3.22 As a result of these changes governance arrangements were in a state of flux 

with lines of accountability and decision-making having to adjust to fit the 

new structure. 

 

ALLOCATION OF FUNDS IN PRACTICE 

 

3.23 Dominic Burke was the Director of Social Services in the WHSSB between 

1991 and 2005. As such, he was a member of the Area Executive Team in the 

WHSSB whose responsibilities included the allocation of resources among 

the Districts (later Units of Management) of the WHSSB, recommending 

priorities for revenue and capital expenditure throughout the WHSSB and 

ensuring (through the Administrative Services Committee) that the WHSSB 

worked within budgets laid down by the Area Board. It is submitted that 

due to his position and knowledge of the system, Dominic Burke is a well-

informed witness and that substantial weight should be placed upon his 

evidence and analysis.  
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3.24 On Day 125, the following exchange took place between Sir Anthony Hart 

and Dominic Burke: 

 

“Q. So was it necessary for the Western Board, like every other Board, to in effect 

argue in considerable detail with the Department the need for particular areas of 

funding to be increased? 

 

A: Yes. When the allocation was made to the Board, the position clearly 

would have been that there were existing services that had to be 

maintained. So you started off with a baseline that would be taking the 

lion’s share of that money. The allocation over which the debate would 

have been would be about that very small piece that was extra. Therefore, it 

would often be organised by our General Manager and by our Board that 

we needed to look at the effectiveness of the large and existing services to 

ensure we were getting the best value for money there and …in relation to 

childcare, perhaps we needed to reconfigure those services in order to 

enhance or improve them. With regard to the new monies that came, it was 

always a debate bout how would you invest that and clearly in the West, 

Acute, Mental Health and Social Services and so on would have been 

arguing for a share of that budget. It would be against either known, 

emerging priorities or new services that those allocations would then be 

made in determining the plan the following year.”36 

 

3.25 It is submitted, therefore, that the degree of discretion held by Boards about 

the use of its resources should be seen in the context, as described by 

Dominic Burke. It is further submitted that if the Departmental evidence to 

date which suggests that Boards in Northern Ireland were not held to 

account by the Department for the way in which they used public money is 

correct, that must surely be a cause for concern and this warrants further 

exploration.  

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
36 Transcript for Day 125, page 42, lines 12 to 25 and page 43, lines 1 to 12 
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3.26 Turning now to address the question of allocation of monies between the 

Programmes of Care in the WHSSB, this too is an area which is likely to 

require further investigation and analysis. However, on Day 124, FJ 33 told 

the Inquiry that his perception was that ‘[t]he acute service seems to get -- 

seemed to get the budget, and social care for a number of years had to struggle.”37 

This was echoed by HH 5 when he gave evidence later the same day and he 

said he believed that acute services took priority38.  

 

3.27 It is submitted that the views expressed and held by FJ 33 and HH 5 are 

understandable because there is no doubt that acute services by their very 

nature demanded a sizeable portion of the WHSSB’s total funds. However, 

the evidence of Dominic Burke presents a challenge to the views held “on 

the ground” by front line staff, when he said: 

 

“I think Social Services in the round improved and progressed following the 

integration of Health and Social Services.  In the days when it was determined that 

cuts would be made, the childcare budgets were protected.  We didn't lose money, 

and when allocations were being made, we were able to get our share of those 

allocations… 

[N]ow I appreciate if you're on the ground and you're working in a children's home 

or if you're in a team, you'll be pressing your team leader, your officer in charge to 

get more, and they in their turn will be attempting to squeeze.  Often they were the 

people in the middle.  The senior management were saying, "You can't get any 

more" and the staff were saying, "We need more", but it was protected, and I think 

that while it may never have been adequate, certainly steps were taken to try and 

ameliorate as far as possible the pressures on recognising our duty to care and the 

legislative framework within which we worked39.” 

 

3.28 The ‘protected’ status of the childcare budget in the years following 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
37 Transcript for Day 124, page 40, lines 18 to 20 
38 Ibid. Page 109, lines 20 to 21 
39 Transcript for Day 125, page 42, lines 12 to 25 and page 43, lines 1 to 12 
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reorganisation was also mentioned by Marion Reynolds in her evidence on 

Day 128 when she explained that the Personal Social Services budget was 

‘ring-fenced’ for three or five years with a view to ensuring that none of that 

money leached into health.40  It is clear, however, that Dominic Burke 

recollects the childcare budgets being protected on a long-term basis.  

 

3.29 On Day 125, Dominic Burke also said that he thought the WHSSB was very 

prudent in how it allocated its resources and in the manner in which they 

recognised their statutory responsibilities for children in the important 

context of being underfunded for the historical reasons set out in Chapter 

241. He also highlighted that in addition to the WHSSB’s statutory 

responsibilities for children, the WHSSB had other statutory responsibilities 

for people with mental health problems as well the question of developing 

and delivering services for people in the WHSSB’s area, and he concluded 

by saying that “there were many pressures on an underfunded organisation to 

address.”42 

 

3.30 It is known that in April 1995, Marian Reynolds sent a memo to C. F. 

Stewart in the Department saying that during a meeting with  

 (Unit General Manager), Mr Gabriel Carey (Unit Director of Social 

Care) and  (Programme Manager), she was informed that 

that the level of funding was such that ‘at times decisions had had to be made 

relating to discharge of statutory duties and/or compliance with procedural 

guidance.’43 This was clearly a serious state of affairs and it seems that Senior 

Managers in the Foyle Community Unit of Management were really making 

a cry for help to the Department. 

 

3.31 Given the strength of the plea to Marian Reynolds in April 1995, it is 

submitted that there should be a close examination by the Inquiry of the 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
40 Transcript for Day 128, page 50, lines 12 to 20 
41 Ibid. Page 36, lines 18 to 25  
42 Ibid. Page 37, lines 1 to 8 
43 FJH 40372 
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adequacy of the Department’s response.  In so doing, it is important to note 

that Marian Reynold’s memo is written shortly after the publication of a 

Case Management Review Team report in December 1994 into the care 

provided for , who tragically died as a result of an 

accident involving a stolen car after he absconded from St Patrick’s Training 

School.  

 

3.32 The December 1994 Case Management Review Team report is 

comprehensive and among its many conclusions, concern was expressed 

that certain of the WHSSB’s statutory responsibilities were not fully 

discharged in respect to  during the period  

 and  and that the WHSSB’s policy and procedures in 

relation to child protection were not fully implemented.44  The review report 

also acknowledged that during the last few months of the WHSSB’s care of 

 a major investigation began into the organised sexual abuse of 

children in the  area and commended staff for coping with such a 

large scale investigation with limited resources.45   

 

3.33 It is submitted that ’s death and the shortcomings 

identified in the Case Management Review Team report are likely to have 

impacted considerably on staff and Senior Managers working in the Foyle 

Community Unit of the WHSSB who were clearly cognisant of the WHSSB’s 

statutory duty to children within its area whilst operating under 

considerable pressure and strain with inadequate resources.  This is the 

context within which Marian Reynolds wrote to C. F. Stewart in the 

Department and suggested that there was ‘a need to assess the adequacy of the 

funding to the Family and Child Care Programme of Care…’46 

 

3.34 In her evidence on Day 128, Marian Reynolds acknowledged that although 

she was told by Foyle Community Unit in April 1995 that they could not 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
44 Report on the Care provided for , December 1994, Paragraph 4.10 
45 Ibid. Paragraph 4.96 
46 FJH 40372 
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discharge statutory functions and/or comply with Departmental circulars, 

she did not know “to what degree they then looked at what other spend they had 

which weren't statutory functions, which were secondary, which could have been 

put on the long finger”.47 

 

3.35 The HSCB recognises that this is an area that needs further examination.  

However, on the basis of the current evidence, it appears that C. F. 

Armstrong’s response to Marian Reynolds’ memo was simply to reassure 

her that the funding was ‘equitable and that other Trusts and Boards were funded 

in a similar way’ which left Marian Reynolds to conclude that ‘there was no 

basis for me to take action’.48  To date, there is no other evidence that any other 

step was taken by Department, such as an ‘accountability review at a high 

level’49.  This is despite the findings of the Case Management Review, the 

Bunting Peer Abuse Review Report and the ‘mantra’50 down the years about 

being underfunded in the West, all of which were known to the 

Department.  

 

3.36 On Day 128, Sir Anthony Hart suggested in a question to a witness that if 

resources fall below what is required to discharge a statutory function, ‘it 

must be topped up first and if that means another discretionary programme suffers, 

well, that’s what has to happen.’  On Day 125, Dominic Burke told the Inquiry 

that ‘when it was determined that cuts would be made, the childcare budgets were 

protected’. It is submitted that this evidences that the Family and Child Care 

Programme of Care was a funding priority in the WHSSB, particularly as it 

had competing duties across different Programmes of Care.  Dominic 

Burke’s evidence, as set out in paragraph 3.24 above, also highlights the 

realities of the situation, which was that when the Board received its 

funding allocation, there were existing services that had to be maintained 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
47 Transcript for Day 128, page 62, lines 19 to 25 
48 Ibid. Page 49, lines 10 to 17 
49 Accountability Reviews were referenced in Dr McCoy’s evidence. Transcript for Day 126, pages 
136 and 137 
50 “Mantra” was the term used by Dominic Burke in his evidence. Transcript for Day 128, page 36, 
lines 18 to 25!
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and this took the ‘lion’s share’ of the money.  

 

3.37 The HSCB understands, however, that there is to be further consideration 

by the Inquiry of issues related to finance and governance. These 

submissions, therefore, address the state of the evidence at the close of 

Module 5 with an intention to return to the subject of resource allocation as 

the information and evidence available evolves.  
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4.  “THE BUNTING REVIEW” 

Why the peer sexual activity in Harberton went undetected for so long 

 

4.1. The Inquiry has heard and received evidence in relation to “a series of 

incidents of peer abuse involving children resident in Harberton House between 

December 1989 and March 1990.  This involved allegations of sexual activity 

between children ranging in age from 7 to 13”51. 

 

4.2. The information about these events first came to the attention of staff within 

the home on 13 March 1990 when one of the children involved made a 

comment during discussion with a Senior Houseparent that was recognized 

as necessitating further investigation. 

 

4.3. As detailed in the record of 15 March 199052, staff immediately took steps to 

speak to the other children to gather information about who was involved, 

when this was happening and what was occurring.  From those discussions 

it was identified: 

• The incidents were occurring early in the morning and during the time 

when uniforms were changed after school; 

• The earliest incidents were identified as being prior to Christmas 1989, 

with a specific reference to an incident 2 days prior; 

• The incidents were described to have happened in the playroom, AC’s 

bedroom, the visitor’s room and outside at the rear of the unit; 

 

4.4. The report of 15 March 1990 also provides short pen-pictures of the 8 

children then identified to have been involved in the incidents, which 

showed that 5 of the children were known or suspected to have been 

sexually abused in the community, 1 was believed to have been involved in 

sexual relationships prior to her admission to care, concerns that another 

witnessed inappropriate sexual activity in the community and the final 
!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
51 As described by Ms Smith QC, Senior Counsel to the Inquiry, in her opening of Module 5, 
Transcript Day 122, Page 25, lines 11 to 16. 
52 FJH 10063 
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child was not known to have had any sexual abuse but concerns were noted 

regarding the level of physical and emotional abuse that he had been 

exposed to. 

 

4.5. If the earliest event recollected was correctly dated to 23 December 1989, 

these peer abuse activities continued for just over 11 weeks before detection. 

 

4.6. Following detection an immediate (internal) investigation was undertaken 

with staff by Gabriel Carey, Principal Social Worker.  He reported on this 

investigation to Mr Haverty, Assistant Director Social Services (Group) on 

26 March 199053.  His investigation concluded that the events had occurred: 

1. Early in the morning between 3.00am and 6.00am; 

2. After school – between 2.50pm and 4.15pm approximately; 

3. In the grounds of the Unit during the course of the day. 

 

4.7. Gabriel Carey concluded that the most serious incidents appeared to have 

occurred in the early hours of the morning.  Whilst not explicit in his report, 

it was the case that these events occurred when sleeping-in staff were 

utilised rather than waking-in staff.   

 

4.8. In relation to the incidents occurring after school, Gabriel Carey noted the 

significant demands on staff in undertaking “about four runs to ten different 

schools”, all of which took a member of staff away from the Unit.  He also 

reported that the corridors in which the children’s bedrooms were located 

were not segregated by sex, and whilst he had explored the potential for 

this: “this would be difficult in view of the fact that at any one time there may be 

more boys than girls in the Unit or vice versa”.  Rather he proposed a practical 

solution that should be immediately explored: the use of volunteers to 

provide escorts to and from the school.   

 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
53 FJH 15575 
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4.9. In relation to the incidents that occurred in the grounds, Gabriel Carey 

reported that “”look outs” were used to ensure that staff did not discover what 

was going on”. 

 

4.10. These initial reports, it is submitted, identified the following reasons for the 

non-detection of the peer abuse: 

• The reduced availability of staff cover in the Unit at the relevant times, 

to include that incidents were occurring when the children knew staff to 

be asleep; 

• The ability of the children to plan and manipulate, which included 

making arrangements to act as “look out” so that if staff approached 

warnings could be given. 

 

4.11. In his report of 26 March 1990, Mr Carey was mindful of understanding 

what had happened, the corrective action that was necessary and: 

“Obviously I have highlighted to staff the need to be vigilant and to learn from this 

experience and I will also expect that Mr Conway will reinforce this message.”54 

 

4.12. Mr Carey continued to carefully review the situation and to liaise with the 

police, whose investigation into the activities, was continuing.  On 25 June 

1990 he provide a further report to Mr Haverty (now known as Assistant 

Unit General Manager) to outline additional information and 

understanding gained from engagement with the police.55 

 

4.13. The evidence gained from that continued to offer a similar picture as to the 

timing and location of incidents, save that the early morning incidents were 

now timed to between 5.00am and 7.00am. 

 

4.14. At this time Mr Carey noted: 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
54 FJH 15575 at 15577 
55 FJH 15568!

FJH-40934



31 

“Clearly the allegations that have been made are very serious and I know from my 

conversations with staff in Harberton House that they had a devastating impact 

upon them.” 

and 

“Also within the unit we took other management action to try and improve the level 

of supervision by taking note of the times and places at which the incidents 

occurred.  In addition to having a waking worker patrol the Unit for a while we also 

took action to ensure that children could not move about the Unit so readily at 

night though obviously one has to achieve a balance in doing this.” 56 

 

4.15. The HSCB notes the context in which these incidents occurred.  On Day 122, 

in opening Module 5, Ms Smith QC noted: 

“Consideration of the bundle shows that throughout the operation of these homes 

there were recurring issues of staff shortage, concern about occupancy levels and 

about the behaviour of and type of children being admitted to care.”57 

 

4.16. The memo from Mr Carey referenced at paragraph 1.14 above was also 

referenced, which explained: 

“It is important to consider the incidents which occurred in context.  Harberton 

House has a significant number of children who have been sexually abused and 

research evidence would seem to indicate that in the first instance children who 

have been initiated to sexual behaviour will carry on being involved in some sort of 

sexual activity; secondly, that those who have been abused often become abusers.  As 

the proportion of sexually abused children in the unit increases, obviously this is 

going to have significant ramifications for the management and philosophy within 

the home.   

Another point to be borne in mind is that the incidents arose at a time when the 

unit was going through a crisis, when there were children placed there over and 

above the stated occupancy level.  At one stage there were 32 children in a unit 

meant to accommodate 25 and this entailed opening the staff bungalow and 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
56 FJH 15568 at 15572 
57 Transcript Day 122, page 35, lines 5 to 9!
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employing six additional staff members.  These were unqualified and inexperienced 

staff, who required a lot of support from the regular staff.  Moreover, because of the 

numbers, the focus was on meeting children’s primary needs and the therapeutic 

work whickh normally is the feature of work in Harberton House took second place.  

The combination of these factors probably meant that the incidents occurring were 

not picked up as soon as they might have been had this crisis not been going on.  

Nevertheless, this has led to staff engaging in regular reviews of the situation in an 

attempt to ensure that such an occurrence does not arise again.” 58 

 

4.17. As outlined above, this memo was dated 25 June 1990.  The HSCB therefore 

respectfully suggests that the management of Harberton House and the 

WHSSB were attuned to the need to identify and understand the context of 

the occurrences.  Indeed it appears that they did so accurately and quickly.  

The Board further engaged with the Department, in early course59, and 

suggested Dr McCoy visit the Home in light of the events60. 

 

4.18. In this respect, the HSCB notes the written evidence of Dr McCoy, 

particularly paragraph 4.f61 wherein he asserts that the Board had taken no 

action.  The HSCB rejects this analysis and refers to the events outlined 

above, which in the HSCB’s submission demonstrates clearly that action 

was taken immediately these difficulties came to light.  This is further the 

recollection of staff at the time, for example HH22 who gave evidence on 

Day 127 and clearly recalled an “internal investigation”62 in advance of the 

review chaired by Mr Bunting. 

 

4.19. The Review Team chaired by Mr Bunting reported in November 1990.  They 

identified the same issues, however noted at paragraph 4.2(iii) of their 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
58 Transcript Day 123, page 138, commencing line 15 at page 140, line 6 to page 141 to line 10 and 
FJH 15572-3 
59 FJH 15596 – The first contact recorded with the Department is on 22 March 1990 when Gabriel 
Carey contacted the Child Care Branch (Wesley Donnell) 
60 Dr McCoy visited on 26 June 1990 at the suggestion of the Acting Director of Social Services, FJH 
10268 
61 FJH 40886!
62 Transcript of Day 127, page 63, lines 4 to 19 
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report the Review Team’s conclusion that equal weight could not be 

attributed to each issue.  The main problem, in their view, was the constant 

pressure with a highly disruptive and sexualized group of children.  

 

4.20. The HSCB continues to believe that this combination of factors were a 

feature not only in the abuse occurring between residents, but also assists in 

the understanding of why it was undetected for a period approaching 3 

months.   

 

4.21. Mr Burke, in giving evidence on Day 125 also acknowledged these factors 

and agreed with “the perfect storm” analogy in the following exchange with 

Senior Counsel to the Inquiry: 

 

“Q. One of the things that we were aware of from the evidence that we have seen 

and heard, not least from the documents, but also from and HH5, who spoke to us 

yesterday, was what I described as the perfect storm of conditions – 

A. Yes. 

Q. -- that arose late 1989/1990 that allowed, if you like, the episode in Harberton to 

take place – 

A. Yes. 

Q. -- in the sense that the system was essentially at breaking point. A lot of children 

were being taken into care, many more than had been previously. There was a need 

to place them somewhere. There was a lack of foster care places. The residential 

homes were stretched and indeed were over -- their numbers were exceeded. 

A. Yes. 

Q. The capacity was exceeded. They had staffing issues, which had been a feature 

throughout their existence, with regards to the terms of -- the numbers of staff in 

the homes, and as you have explained, the difficulties there were with getting 

qualified staff into homes, but all of that seemed to come together at the end of 

December 1989 in one go, as it were, to create this perfect storm, that suddenly 

Harberton House comes to the fore, but it is clear that the issue is not just what 

happened within the home, but what was happening in the whole field of childcare – 
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A. Childcare. 

Q. -- within the Board. 

A. Yes. 

Q. That's then why these other matters are being addressed, if I have summed that 

up appropriately. 

A. I think so. I think in the report I think Mr Bunting's conclusions, as you 

describe it, the perfect storm, was that these things were all coming 

together and what perhaps been thought of as a blip suddenly became a 

much more serious and continuing demand for care in Harberton House.”63 

 

4.22. The HSCB notes that in giving evidence on Day 126 Dr McCoy suggested 

that the Department had a number of reservations in respect of the 

conclusions reached by the Review Team64.  The HSCB wishes to register 

that Dr McCoy’s evidence was not available in time for comment by either 

Dominic Burke or HH5, each of whom may have wished to respond to 

same.  Further, the reservations outlined in his oral evidence were neither 

contained in his written statement nor in any contemporaneous 

correspondence.  Rather, as addressed in Chapter 5 regarding the 

implementation of the Review Team’s recommendations, the Department 

commended the Western Board for taking the steps that they had in the 

implementation of same and noted some concern about those matters that 

remained outstanding.   No specific directions about steps that were 

required to be taken were given to the WHSSB. 

 

4.23. However in respect of Dr McCoy’s evidence, and with reference to the 

written documentation the HSCB would wish to respond to the following 

matters: 

a. Dr McCoy referenced that residential social workers were not 

interviewed65.   

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
63 Transcript Day 125, page 30, line 5 to page 31, line 18 
64 Transcript Day 126, page 140 commencing at line 5 
65 Transcript Day 126, page 140, lines 18 to 19 
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While paragraph 1.6 of the report66 suggests that 9 Senior Staff were 

interviewed, with written statements taken from 11 primary staff, when 

presenting his report to the Community Care Committee on 7 December 

1990 Mr Bunting is recorded as saying: 

“Mr Bunting explained that the Review Team had been particularly conscious 

of the need for thoroughness in undertaking the review.  He said it had been 

hoped that it would have been possible to conduct the review from information 

on record within the Unit.  However, this had not proved to be the case and 

therefore the team had interviewed all staff and had also obtained information 

from primary workers.  Commenting on the methodology employed, Mr 

Bunting advised that the team visited Harberton House and had explained to 

staff that a review was being undertaken.  Staff had been given the opportunity 

to bring a representative from their Trade Union with them during the 

interview stage.  He emphasised that the team were impressed with the 

commitment of staff and the degree of care shown to children.”67 

b. A concern was raised by Dr McCoy that an emphasis was placed upon 

the behaviour of children68. 

The HSCB notes the difficult and disturbing experiences that a number 

of the children involved in these incidents had been exposed to prior to 

their admission to care.  This inevitably, it is submitted, would have an 

impact upon their behaviours and presentation.  In identifying this 

dynamic as one of the factors leading to the perfect storm, it is in no way 

to place blame upon the children.  It is to provide a context of the 

circumstances in which this situation arose.  

c. Dr McCoy made reference to an experienced staff group not picking up 

any clues as to what was going on for such a long period of time69. 

As regards the staff group, the HSCB notes that in fact one of the 

difficulties assessed by the WHSSB was that due to the increased 

number of children, temporary and inexperienced staff had been 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
66 FJH 10309 at 10312!
67 FJH 19424 at 19426 
68 Transcript Day 126, page 141, lines 14 to 17 
69 Transcript Day 126, page 141, line 18 to page 142, line 2!
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employed which had diluted the experience of the staff group as a 

whole.  Further, time was spent by the experienced staff supervising, 

supporting and assisting the temporary staff.  This was not analysed by 

Dr McCoy.  Further as regards the identification of “clues”, the HSCB 

commends staff, as did the predecessor WHSSB, for the fact it was a staff 

member that recognised a comment in discussion at tea-time as one that 

required careful assessment.  Further, no clear clues as to the behaviour 

occurring have been identified in any of the reports save for an alarm 

clock going missing.  In a busy children’s home it is submitted that it 

would be quite a leap to identify a missing alarm clock as being 

indicative of such serious behaviour amongst residents.  

 

4.24. The HSCB supports and accepts the analysis of investigations undertaken 

during 1990 as to how the incidents at Harberton House came to arise.  The 

HSCB further highlights that throughout these issues coming to light all 

staff were shocked and devastated that they had been unable to provide the 

safe and caring environment that they believed they had removed these 

children from the harm they were suffering in the community70.   

 

4.25. However, the HSCB recognises that despite the learning that was intended 

to be achieved following 1989/1990, it is with regret that there was a 

repetition of concerning events in later years.   

 

4.26. On 5 May 1992 staff were alerted by a female teenage resident to a 

conversation that she had heard between three boys in the sitting room.  

Investigation suggested that there had been peer sexual abuse of two of the 

children, aged 7, by one other almost 9.  The record suggests this had been 

happening “over the past few weeks”71. 

 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
70 For example, FJH 484 at 489: Witness Statement of Dominic Burke dated 4th June 2014, paragraph 
15 
71 FJH 15481 
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4.27. Further the Case Management Review Report in respect of  
72 outlines significant information: 

 

a. At paragraph 2.67 it is noted that information came to light on 25th April 

 that  (born   and another 

male resident had exposed themselves to each other at the weekend in 

the other male resident’s bedroom.  In the investigation of this more 

serious information regarding sexual activity with a 10 year old resident 

in another unit of the Home.73 The incidents went undetected at the 

time. 

The Review Team concluded74: 

“There were at least three sexual assaults on the ten year old female 

resident over a period of months.  This raises a question about the level 

of supervision of the children by the Residential Social Workers… This 

was not detected by the staff at the time.  In addition after the assaults 

came to light  was able to go to the Unit in which the girl was 

resident and intimidate her despite the plans which had been made to 

prevent this. 

The Review Team is consequently of the opinion that there were periods 

when the level of supervision of the children was not adequate.” 

It is noted that these events were subject of reference to the Police75. 

 

b. As outlined at paragraph 2.7476,  was involved in another sexual 

incident on 20th June  along with another male resident. 

The Review Team considered77: 

• The incident was brought to light by domestic staff and they were to 

be commended for that; 

• There does not appear to have been any follow-up; 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
72 The report was lodged with the Inquiry on 19th June 2015!
73 Case Management Review Report on the Care Provided for , page 31 
74 Ibid, page 37!
75 Police papers in relation to same are at FJH 30449 
76 Case Management Review Report on the Care Provided for , page 41 
77 Ibid. page 45 
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• It should have been reported to the police and parents; 

• “Also concerning is the fact that the activity… must have taken 

some time, yet it was not detected.  This raises again the standard of 

the supervision of the Children at Harberton and the Review Team 

is of the opinion that, at the very least, the supervision was not 

adequate during the 20th June when this incident took place.” 

 

4.28. At paragraph 5.19 the Case Management Review Team made specific 

recommendations in relation to Harberton House78: 

 

“Harberton House Children’s Home does not conform to current thinking in 

relation to the provision of residential care which advocates small specialist homes. 

(i) the Review team understands that it is not possible at present to replace 

Harberton House with two small specialist homes which would be the 

Team’s preferred solution.  However in the meantime the size of each of the 

two units should be reduced to a maximum of eight places. 

(ii) Individual programmes of care for children at Harberton House should be 

recorded in detail as should their implementation. 

(iii) The standard of the supervision of the children should be improved and rotas 

examined to see if more contact time can be achieved with the children. 

(iv) The way sanctions are used in relation to managing the children’s 

challenging behaviour should be examined with a view to assessing their 

most effective use.” 

 

4.29. In this context the HSCB recognises that there were issues in relation to 

supervision of children that allowed such issues to recur for some children 

within Harberton House during later years.  In this respect it is noted that in 

1994 the SSI Inspection recorded at paragraph 2.3: 

 

“The layout of the building with its central corridor and bedroom wings at either 

end of it makes the supervision of children difficult, particularly as they can move 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
78 Ibid. page 59!
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freely around both residential units and the home’s extensive grounds.  Staff are 

conscious of the risks involved.”79 

 

It is recollected that this Home was purpose built in 1980, but within 15 

years the layout was being questioned in relation to whether it remained fit 

for purpose.   

 

4.30. In relation to the occupancy level of the home, the Inquiry has also received 

evidence that Harberton House remained at a high occupancy, particularly 

following the closure of Fort James on 31 March 1995. 

 

4.31. In Chapter 5 the HSCB will address the implementation of the 

recommendations that were made by the Review Team led by Mr Bunting.  

In that Chapter further analysis will be offered as to the developing picture 

that has been set out above. 

 

4.32. The Inquiry is also aware that during the 1980s, the Social Services 

Inspectorate in the Department instituted a programme of annual 

inspections of all Board and voluntary children’s homes. By 1987, however, 

the Department considered, in the case of the statutory homes, the Board’s 

own monitoring procedures were ‘sufficiently well developed to render such 

frequent visits unnecessary and the Minister agreed to their replacement with a 

systems of inspections of each Board’s overall residential services for children at 3 

yearly intervals’80.  This change of practice by the Department applied on a 

regional basis.   

 

4.33. The HSCB notes that Departmental inspections were carried out in 

Harberton House in January 1986, February 1987, February 1991 and 

February 1994. It appears, therefore, that although the Department’s own 

system envisaged triennial inspections, there was a gap of some four years 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
79 FJH 16448 at 16461 
80 FJH 5291!
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between Mr O’Brien’s inspection in 1987 and his inspection in 1991. It is not 

clear why there was a departure from the triennial system so early into its 

operation, particularly given the events that unfolded in Harberton in 

1989/90 and their significance in terms of the management and running of 

the home. 

 

4.34. The HSCB also notes that within the system of triennial inspections, the 

inspectors appear to have restricted their inspection of reports and records 

relating to the Homes to a consideration of reports and records for the 12 

months preceding the inspection. In the HSCB’s submission, this may well 

be significant, given that events described in paragraph 4.26 above occurred 

in May 1992 and would not then have been picked up by the Inspector 

when she carried out her inspection in February 1994. 

 

4.35. The HSCB recalls that the Inquiry is examining these matters with reference 

to standards of the time. However, it is interesting to note that within 

today’s legal framework supervision of children, to a degree that they are 

constantly observed and not free to leave or move about freely, is 

considered to amount to a deprivation of liberty and contrary to Article 5 of 

the European Convention on Human Rights.81  This demonstrates the 

challenges faced by social workers looking after children in residential care 

who strive to ensure that children are kept safe, without infringing the law.!!
!

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
81  M’s (a minor) Application [2015] NIQB 8 
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5.   “THE BUNTING REVIEW” 

The extent to which the recommendations of the Bunting Report were met 

and within what timescales 

 

5.1. The Inquiry is aware that following the incidents of peer abuse being 

detected at Harberton House, an external review was undertaken led by the 

Western Board following liaison with the Department.  That report was 

available in November 1990 and was presented to the Area Executive Team 

on 22 November 199082. 

 

5.2. Thereafter the Review Report was presented to the Community Care 

Committee83 of the Western Health and Social Services Board on 7 

December 199084.  On that date the report and findings were presented by 

Mr Bunting as Chair of the Review Group.   

 

5.3. The report was provided to the Department of Health on the 10 December 

199085.   

 

5.4. Before addressing the implementation of recommendations therein, the 

HSCB submits that it is important to recognize immediate steps that were 

taken by the Board upon the detection of this behaviour.  Most particularly: 

the use of waking-in staff to provide cover in the Unit at night and funding 

being released for 6 additional social workers, 2 of whom were to be 

assigned to the fostering unit.86 It is also known that the Board undertook an 

internal investigation, which was recalled by HH 22 when she gave 

evidence to the Inquiry on Day 12787.  

 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
82 FJH 16348 
83 This was the same entity as the Personal Social Services Committee.  Transcript Day 125, page 15, 
lines 19 to 24. 
84 FJH 19424 at 19426 
85 FJH 10445 
86 FJH 10027 – Correspondence from Miss Lennox to the Department dated 8 May 1990!
87 See Transcript Day 127, page 63, lines 4 to 7 
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5.5. The Inquiry has also heard evidence around the pressures that built up in 

the Unit, it is likewise important to note that steps were being taken to 

address those concerns even in advance of the abuse being detected88. 

 

5.6. Review Recommendations 

 

5.6.1. The Review Team made a total of 19 recommendations, however it must be 

noted that their first recommendation, 11.1, highlighted initiatives that were 

already underway on a regional basis. 

 

5.6.2. By 17 January 1991, Gabriel Carey reported directly to Mr Haverty, 

Assistant Unit General Manager, in relation to each recommendation.  He 

noted that he was currently examining the recommendations and devising 

an action plan in respect of those that fell within his control.  He noted: “you 

will appreciate that there are some recommendations involving resources 

implications that I cannot action.  There are other recommendations which 

are the subject of ongoing work even prior to the report from the Team 

being published.”89 

 

5.6.3. The Inquiry is respectfully referred to the detailed outline, which addresses 

each recommendation individually.   

 

5.6.4. On the same date (17 January 1991) Gabriel Carey asked TL 4 to consider 

the points in this memo and to pursue those recommendations that fell 

directly within his remit90. 

 

5.6.5. On 1 February 1991, Dominic Burke up-dated the members of the 

Community Care Committee in relation to a series of meetings that had 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
88 FJH 10081 – Memo of Mr Carey dated 16 November 1990 notes the employment of an additional 
staff member in November 1989, and a further staff member in February 1990.   
89 FJH 10170 
90 FJH 10169!
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taken place with management and staff91.  The Committee also noted the 

investments that were becoming necessary, on foot of which Mr Frawley 

wrote to Mr Hunter at the Department on 13 February 1991 requesting 

consideration of “a separate allocation to address this very worrying 

problem”92.  Dominic Burke also provided a detailed up-date to the 

Department on 27 February 1991, which likewise referenced resources, and 

made an application for additional resources of £130,00093.  The response to 

this correspondence from the Department appears to be dated 20 January 

199294.  No response from the Department addressing the specific requests 

for additional funding has been identified.  

 

5.6.6. Also in early 1991, the Western Board had provided their proposals for 

resource allocation for the financial year 1991/1992 to the Department.  The 

Department met to consider same on 28 March 199195.  The financial 

allocations considered were particularly relevant to the Review Team’s 

recommendations, for example: 

• £30,000 to provide greater support for existing foster parents and 

children in order to increase the pool of foster parents, thus enabling 

successful placement of more children; 

• £99,000 to develop an area wide Child and Adolescent Psychiatry 

service96; 

The Department concluded that they did not require to take any direct 

action, rather they would continue to monitor the Board’s efforts.  It is 

respectfully suggested that this demonstrates an acceptance that the efforts 

being undertaken at that time by the Western Board were appropriate. 

 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
91 Transcript, Day 125, page 19, lines 6 to 20 and Witness Statement of Mr Burke, paragraph 18 at 
FJH 490 
92 FJH 10979 
93 FJH 726   
94 FJH 590 – the actual date is stated to be 20 January 1991, however given it is stated to be a 
response to correspondence of 27 February 1991, and the date received stamp indicates 21 January 
1992, thus must be an error. 
95 FJH 10420 
96 An advert for a child and adolescent psychiatrist for the Western Board, which appears to be 
dated 17 January 1992, is available at FJH 10399!
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5.6.7. Also in March 1991, TL 4 had met with Mr Haverty (then known as Chief 

Social Work Adviser within the Unit of Management on 25 March 1991 to 

consider the training of residential staff.  A report from TL 4 and HH 5 was 

requested, and provided by the former on 4 April 199197.  It is clear that this 

issue was being considered with respect to, and in the context of, the 

Review Team’s Report. 

 

5.6.8. By 7 November 1991, just shy of 12 months post-publication of the Review 

Team Report, Gabriel Carey provided a further detailed report to Mr 

Haverty, again addressing individual recommendations98.  Reference is 

again respectfully made to the full detail of that document.   Gabriel Carey 

concluded: 

“There may be one or two recommendations with which I have not dealt with since I 

do not believe they fall within my span of control.  However, you will see that most 

of the recommendations have either been acted upon or we are currently working on 

them.  Some of the recommendations have significant resource implications and 

could clearly only be implemented over a period of time.”   

 

5.6.9. On 7 April 1992 Dominic Burke provided Dr McCoy, Chief Inspector, a 

detailed up-date report with reference to each recommendation99.  In 

particular, up-dated information is provided regarding the allocation of 

£263,800 to Family and Child Care programmes in the Board’s purchasing 

plan for 1992/3 – 1994/5 with a full breakdown of the developments 

proposed.  It will also be noted that this correspondence delineates between 

those actions that could be implemented, those that require resources, and 

those that were not considered to be a high priority need100. 

 

5.6.10. The Department’s response, penned by Dr McCoy on 15 May 1992, noted: 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
97 FJH 10149 
98 FJH 10022 
99 FJH 10373 -10379 !
100 The only recommendation identified as not being regarded as a high priority need was “The 
mound in the ground of the home should be levelled.” 
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“The Board is to be commended for the comprehensive range of measures introduced 

following this most thorough scrutiny of its services”. 

The response identified just three areas of continuing concern for the 

Department: the continued recruitment of unqualified staff to Harberton 

House; the additional social work posts recommended by the Review had 

not been created in full (3 out of 8 social workers only at this point); the 

span of control of the Assistant Principal Social Worker had not yet been 

addressed.101 

 

5.6.11. The HSCB suggests that the extent and detail of correspondence outlined 

above demonstrates a detailed, careful and thoughtful approach to ensure 

that the Review Team’s Report was considered and implemented to the 

fullest extent possible. 

 

5.6.12. It is also to be recognised that the Review Team’s Report remained an 

important reference document over subsequent years.  It remained under 

review right up to 1995, with , Programme Manager, writing to 

, Unit General Manager, in respect of same on 11 January 1995102. 

 

5.6.13. It remained the position however, that even with 5 Senior Social Workers 

and 33 Social Workers, the Foyle Community Unit remained disadvantaged, 

even when compared to the 1990 staffing levels in North & West Belfast, 

which had been identified as an appropriate comparator by the Review 

Team.  This was despite an increase in the total caseload within the Family 

and Child Care Programme.  In this respect  noted: 

“Given the increased workload since the report was prepared, I believe it is fair to 

say that the pressures on child care staff within this Unit of Management are 

considerably greater.” 

 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
101 FJH 10371!
102 FJH 20097 
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5.6.14. In respect of recommendation 11.3 of the Review Team, which anticipated 

the appointment of an additional 4 Senior Social Workers (Team Leaders), 

and 8 Social Workers, it was clear that this had still not been achieved.   

 reported that only an additional 4 field social work staff had been 

appointed, and there had been no additional Senior Social Worker 

appointments.  He noted that the Review Team proposed a ratio of 1 : 4 for 

Senior Social Worker to Social Worker and this was not being met in any of 

the Unit’s offices.  He offered a specific example of 1 Senior Social Worker to 

8 Social Workers in the Riverview office. 

 

5.6.15.  concluded: 

“I feel that the picture that emerges (not only from this Review, but also from the 

report of the Case Management Review conducted in the ’s case), 

is that this Unit of Management is not adequately resourced to meet the demands 

placed upon it.  I believe that we would need to be robust in our discussions with 

the Purchaser with a view to obtaining an additional input of resources so that we 

can maintain the high quality standard that we set for ourselves…” 

 

5.7. Sharing of Information / Learning 

 

5.7.1. While this was not a specific recommendation of the Review Team, it was a 

clear need identified by the Board and the Department.  It was taken 

forward most notably through the organization of a symposium to consider 

the subject which was finally held on 4th February 1992.  The genesis of this 

was described by Dominic Burke in this evidence thus: 

“A debate took place within the Board as to how do you ensure that the lessons to be 

learned from this are disseminated and in that context then we began to look at how 

that might be taken forward. Initially it was thought that it would be 

representatives of the Eastern Board, who had gone through a fairly traumatic 

experience some years earlier, as well as ourselves, but in discussion it then became 

clear that this was a much bigger and emerging issue, and hence we were in a 

position to bring in a researcher,    , and Tom White from the National 
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Children's Home came and spoke. So it was important to get that -- the knowledge 

that was out there and bring it together so that it could be shared in Northern 

Ireland.”103 

 
5.7.2. In this respect the Inquiry has available the final advert for this 

symposium104 and Mr Burke’s correspondence of 16 December 1991 sharing 

same with the Department.  This letter notes and confirms that the event has 

been publicized regionally through Area General Managers, Directors of 

Social Services, Unit General Managers and other relevant staff in the 

voluntary sector105.   

 

5.7.3. Further the papers delivered at the symposium, which was opened by the 

Chair of the Western Board and the Minister, are available106.  Mr Burke 

explained in his evidence that this was a “serious attempt at raising awareness” 

and an opportunity for staff to discuss this emerging issue.107   

 

5.7.4. The Inquiry will have noted that a period just in excess of 12 months passed 

before this symposium was held.  The HSCB submits that the genesis for 

this symposium was much earlier108, but the event was delayed to take 

account of a continuing Committee of Inquiry into “Children and Young 

People who Abuse Other Children”, from which relevant information was 

not going to be available until late 1991.  As noted in correspondence of 27 

June 1991 from Mr Frawley, Area General Manager to Mr Hunter, Chief 

Executive, DHSS, the need for the event had not been forgotten and if the 

Department considered that an earlier event focusing on Northern Ireland 

was preferable the Board were willing to discuss that109.   

 

 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
103 Transcript Day 125, page 21, line 21 to page 22, line 9 
104 FJH 10401 
105 FJH 10400 
106 FJH 092  
107 Transcript Day 125, page 22, lines 13 to 24 
108 Mr Frawley made the proposition to the Community Care Committee on 23 April 1991, FJH 522!
109 FJH 16363 
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5.8. Chapter 4 considers in more detail the context within which the peer sexual 

abuse occurred at Harberton House and the issues that impacted upon the 

failure to detect same over a period approaching 3 months.  Consideration 

is also given in that Chapter to the issues that arise from the Case 

Management Review into the  case at paragraphs 4.27 to 

4.28.  

 

5.9. It has already been highlighted above that in respect of recommendations, 

particularly directed at fieldwork staffing, those had still not been achieved 

some 4 years after the Review Team reported, despite demand having 

increased in the interim.  While it is submitted that the information outlined 

above demonstrates good and determined efforts to pay heed to the 

recommendations of the Review Team, and to implement same in full, the 

HSCB considers that the events which followed at Harberton House, 

particularly in respect of , must cast doubt upon the 

efficacy of same.   

 

5.10. There are, however, in the HSCB’s view a number of factors to be 

considered.  The events in Harberton House from 1989 to 1994 that have 

been detailed in Chapter 4 are snap shots of separate incidents in time 

which are part of a moving picture.  The first focus is what was happening 

within the Home. However, that could also be seen as a reflection of what 

was going on in the wider community.  As these difficulties moved into the 

Home, the challenges for staff and management increased. 

 

5.11. The availability of resources in respect of the Bunting recommendations that 

were not fully implemented also merits consideration.  In this respect 

Chapters 2 and 3 consider the funding position of, and within, the Western 

Board in the context of the available evidence to date. 

 

5.12. It should also be highlighted that both the reports in relation to the peer 

abuse and the care given to  were provided to and 
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considered by the Department.  Some of the recommendations made within 

the Bunting Peer Abuse report, for example the need to address significant 

gaps identified in staffing, were such that a large scale investment would 

have been required in circumstances in which the WHSSB’s resources were 

already committed and stretched. Such investment was beyond the 

WHSSB’s capacity to respond.   

 

5.13. Significantly, the correspondence referred to at paragraph 5.6.5 detailed two 

requests from the Board to the Department in February 1991 for a separate 

allocation to implement the Bunting recommendations.  Despite these 

requests no response was received from the Department for 11 months.  

Within that response, it appears that the Department was leaving it to the 

Board to find an impossible sum from within its existing resources. One 

question is the extent to which the Department addressed these issues, in 

the knowledge of significant concerns around staffing deficits, to allocate a 

one off payment so as to permit the full implementation of the Bunting 

recommendations. 

 

5.14. Understanding what response, if any, the Department made, becomes all 

the more important, it is submitted, when their knowledge that further 

significant events of concern had occurred in 1994 as detailed in the  

 Case Management Review Report.  In addition the adequacy of 

the Department’s response to conditions in the Foyle Community Unit of 

Management in April 1995 is addressed in Chapter 3 at paragraph 3.31. 

 

5.15. In respect of the longer term implementation by the Western Board, the 

HSCB would wish to note that they identified, in their strategic planning, an 

intention to move towards smaller residential homes for children.  These 

plans were fully implemented between April 1999 and February 2004, 

during which time a number of 4 and 8-bedded units were opened to 

replace the previous provision.  Today, there are 50 residential beds in the 
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Western Trust, with an occupancy of 33.  The focus remains to ensure the 

best care and outcome for children. 

 

5.16. Further, the Bunting Review advocated developments within foster care, 

particularly with reference to the development of fee-earning foster care 

(recommendation 11.6).  The HSCB confirms that this has remained a 

priority for the Western Trust, whose current foster care strategy is linked to 

the development of a differentiated model of fostercare that marries 

‘professionalisation’ of foster care alongside the traditional voluntary model 

of fostercare.   

 

5.17. In this respect the current profile of approved foster carers within the 

Western Trust includes: 167 kinship carers, 163 foster carers and 28 fee-paid 

(professional) foster carers.  There are in addition further carers that have 

dual approval as foster carers and prospective adopters.  Implementation of 

changes in services of this nature takes time when the recruitment and 

training of carers is considered.  First there is a need to identify individuals 

and couples who wish to foster. Experience suggests that it is often very 

difficult to attract enough people into fostering and particularly fostering of 

children with complex needs, even where fees (payment) are offered.  To try 

to assist with this process a Regional Fostering Service was set up in 2007.  

More latterly this became the Regional Fostering and Adoption Service to 

try and assist with the process of recruitment by using a range of creative 

and regional techniques including television advertisements. To date, it has 

been the experience of the HSCB that a small percentage of individuals who 

initially apply actually remain committed to the task, once they know about 

the challenges presented by the children involved as a result of the training 

and assessment being undertaken.   

 

5.18. This up-to-date information is offered by the HSCB to demonstrate the 

rewards of continued work by the Western Trust in this respect. 
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