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                    - - - - - - - - - -

           HISTORICAL INSTITUTIONAL ABUSE INQUIRY

                    - - - - - - - - - -

                    being heard before:

                SIR ANTHONY HART (Chairman)

                       MR DAVID LANE

                    MS GERALDINE DOHERTY

                          held at

                   Banbridge Court House

                         Banbridge

                 on Thursday, 22nd May 2014

                   commencing at 10.30 am

                          (Day 38)

MS CHRISTINE SMITH, QC and MR JOSEPH AIKEN appeared as

Counsel to the Inquiry.
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1                                      Thursday, 22nd May 2014

2 (10.30 am)

3                 DR HILARY HARRISON (called)

4 CHAIRMAN:  Morning, ladies and gentlemen.  Just before we

5     start may I remind everybody that there must be no

6     photography within the Inquiry chamber or within the

7     confines of the building.

8         Mr Aiken.

9 MR AIKEN:  Chairman, Members of the Panel, good morning.

10     The witness today is Dr Hilary Harrison on behalf of the

11     Department of Health and Social Services and Public

12     Safety, and Dr Harrison is aware, Chairman, that you are

13     going to ask her to take the oath or affirm.  I believe

14     she is going to affirm.

15 CHAIRMAN:  Do you wish to make an affirmation, Dr Harrison?

16 A.  I would like to make an affirmation.

17 CHAIRMAN:  Very well.

18                DR HILARY HARRISON (affirmed)

19 CHAIRMAN:  Thank you very much.  Please sit down.

20            Questions from COUNSEL TO THE INQUIRY

21 MR AIKEN:  Dr Harrison, coming up on the screen I am going

22     to bring up your witness statements.  If we can have

23     SND-15649, which should be the front page of your first

24     statement of 17th January 2014.  Can you just confirm

25     for me that is it?
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1     been scarce at that time.  Uh-huh.

2 Q.  Whatever the position about money --

3 A.  Uh-huh.

4 Q.  -- it was not an appropriate strategy.

5 A.  It wasn't an appropriate strategy, no.

6 Q.  Now what I want to ask you about then I am going to do

7     in brief terms, because again this is something that

8     will span the rest of the modules and you will be able

9     to look at it in greater detail, but -- and I mentioned

10     to you today in a module to come there is an earlier

11     incidence of reporting of sexual abuse to the Ministry

12     than that which occurs in this module, but if I can just

13     ask you about the formal guidance, as it were, in terms

14     of sexual abuse.

15         When did the Department issue guidance to homes

16     about how to deal with the Kincora type problem, staff

17     abusing children?  That's the first aspect of it.

18 A.  Uh-huh.

19 Q.  The second aspect of it, the Inquiry has heard much

20     evidence about sexual activity between children,

21     commonly described at times as peer abuse.

22         So at what point in time did the Department provide

23     guidance to homes about how to manage that problem?  If

24     you can pick up each of those --

25 A.  Yes.  Uh-huh.
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1 Q.  -- perhaps with the staff on child first.

2 A.  Yes.  The -- in terms of potential for staff to abuse

3     children, that was not singled out as an issue in

4     guidance that the Department issued in -- 1975 was the

5     first child protection guidance issued by the

6     Department.  It dealt specifically with non-accidental

7     injury to children, in other words, physical abuse to

8     children.

9         There was a second circular issued in '78.  It

10     didn't feature -- it dealt with physical abuse and

11     detecting cases of emotional and -- or mental abuse.

12     Sexual abuse didn't feature in that circular.

13         In -- I just need to be careful that I am getting

14     the dates correct here.  Any abuse during -- between and

15     up until -- up until the next guidance was issued in

16     1989, any abuse by staff would have been dealt with

17     under the provisions of those circulars.  It wasn't

18     singled out as a potential issue, and there were no --

19     there was no -- to my knowledge there was no specific

20     guidance given to residential homes at that stage other

21     than the general circulars that were issued by the

22     Department.

23         The cooperating to protect children guidance was the

24     next one to be produced in December 1989, and it

25     actually for the first time provided definitions of
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1     sexual abuse.  Again it didn't specifically single out

2     occurrence of sexual abuse within institutional care.

3     There would have been an expectation that, regardless of

4     where the abuse occurred, that it would be dealt with in

5     accordance with the agreed procedures at the time.

6         The only guidance that was specific to residential

7     care came with the Children Order, volume 4 guidance,

8     which was issued in 1996, and again it doesn't -- it

9     didn't deal with staff abuse of children.  It was the

10     first guidance to deal with peer abuse by children

11     within residential settings, and that would have been in

12     1996.

13         I understand, however, that boards and trusts had

14     I think on the instructions of the Department issued

15     their own care and control guidance to residential

16     homes, and that -- those would have contained procedures

17     for reporting alleged abuse by staff and dealing with

18     that, but in general abuse by staff would have --

19     alleged abuse by staff would have been dealt with under

20     the general child protection procedures.

21 Q.  I think if I signalled for you today, doctor, and it is

22     something you can again take away and work on as these

23     modules progress, but given what we have heard of

24     alleged sexual abuse by staff, it is a matter for the

25     Panel to determine whether that occurred or not, but we
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HIA REF: ____________________ 
 

NAME (In full):       
 

DATE:   4 June 2015 
 

 

THE INQUIRY INTO HISTORICAL INSTITUTIONAL ABUSE 1922 TO 1995 
__________________________________________________ 

WITNESS STATEMENT OF THOMAS FRAWLEY 
___________________________________________________ 

 
I, Thomas Frawley will say:  

 

1. The Western Health and Social Services Board was one of four Boards in 

Northern Ireland.  Like its three sister Boards it came into being in 1973 as part 

of the reorganisation of Health and Social Services.  The Western Board area 

covered 4842 square kilometres with three major urban centres at 

Londonderry, Omagh and Enniskillen, as well as a widely dispersed rural 

population. 

 

 Almost 270,000 people lived in the Western area, which included at that time 

the former District Council areas of Derry, Limavady, Strabane, Omagh and 

Fermanagh.  The total budget of the Board for 1992/93 was £193 million 

(approx). 

 

 The population of the Western area at the time represented approximately 16% 

of the total population of Northern Ireland and it had increased by 5% between 

the 1981 and 1991 censuses.  25% of the people who lived in the Western area 

were under 14 years of age, while 10.5% of the population were over 65. 

 

 While the average density for the Western area was 56 persons per square 

kilometre, it ranged from 29 persons per square kilometre in Fermanagh to 262 

persons per square kilometre in Derry.  Not only does this mean that the Board 
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had to respond to very different types of service needs, but it also posed a 

considerable challenge to the Board in ensuring that services were as 

accessible as possible. 

 

 The population of the Western area is among the most disadvantaged in 

Northern Ireland.  This was reflected in the fact that the area had the worst 

record in Northern Ireland for unfit dwellings and for over-crowding; had the 

most socially and economically deprived population in the Province; had one of 

the highest incidents of heart diseases in the world and one of the highest 

unemployment rates in the United Kingdom. 

 

 In identifying and endeavouring to meet the health and social care needs of the 

people who lived in the Western area, the Western Health and Social Services 

Board attempted to ensure that these factors were taken into account when 

planning and later purchasing services. 

 

2. An organisational and Managerial overview of the WHSSB in the period 1980 – 

1995: 

 

 When I joined the Board in 1980 as District Administrative Officer for 

Londonderry, Limavady and Strabane District, the management structures, 

roles and responsibilities were those detailed in the proposals developed by 

management consultants, Booz Allen Hamilton, in 1970-1971 to facilitate the 

reorganisation of the health and social services following the implementation of 

the MacCrory Report.  The MacCrory report had recommended a major 

reorganisation of local government in Northern Ireland, reducing the number of 

local authorities from 72 to 26.  In order to achieve the integration of health and 

social services, as part of the reorganisation it was recommended that 

hospitals, community health and social services be organised as a single 

system through the creation of four Health and Social Services Boards 

(Northern, Southern, Eastern and Western).  The Boards, in turn, would be 

responsible for planning and providing services; be accountable to the Ministry 

of Health (MoH); and be divided into Districts.   
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 Exhibit 3 shows the four Boards and their respective Districts.  The Western 

Health and Social Services Board comprised three Districts:  Londonderry, 

Limavady and Strabane; Omagh; and Fermanagh. 

3. I fulfilled the following roles in the Western Health and Social Services Board 

between January 1980 and December 1995. 

 

(a) January 1980 – Sept 1981:  District Administrative Officer, Londonderry, 

Limavady and Strabane HSS District (DAO, LLS District). 

 

 In this role I was responsible to the Chief Administrative Officer for the 

administrative function and administrative support to the professionals providing 

health and social services to the population within the geography of the District.  

I was a member of a corporate management team that included a Nurse, a 

Doctor, a Social Worker, a medical officer and a Clinician representing all 

medical practitioners in the District.  A detailed description of the role is 

contained in Booz, Allen and Hamilton ‘Black Books’, pages 64-67. (Exhibit 1). 

 

(b) Sept 1981 – April 1985:  Chief Administrative Officer, Western Health and 

Social Services Board (CAO, WHSSB). 

 

 In this role I was accountable as part of a multi-disciplinary team for planning 

and delivering health and social services to the population resident in the 

geography of the Western Board’s area.  I had specific responsibility for 

administration, including finance, planning and support services.  I was the 

Accounting Officer and also the Secretary to the Board.  A detailed description 

of the role is contained in the ‘Black Books’, pages 38-42.  (Exhibit 1) 

 

(c) April 1984 – December 1995:  Area General Manager, Western Health and 

Social Services Board (AGM, WHSSB) 

 

 As Area General Manager I was responsible for the managerial leadership of 

the Board during this period.  Between 1985 and April 1991, while general 

management was introduced at Board level, a corporate team was retained at 

Unit level.  In April 1989 the Minister wrote to the four Board Chairmen asking 
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each Board to submit to the DHSS their proposals for the introduction of 

General Management at Unit level.  (Exhibit 2, Better Management, Better 

Care, Appendix, pages 107-110)  The proposals contained in this document 

also described the Board’s role as a purchaser of services and the Unit’s role 

as a provider. Key areas of my role at Board level included developing the 

processes and procedures to facilitate the assessment of the health and social 

care needs of the population while also ensuring access to a comprehensive 

range of high quality services within the financial allocation provided by DHSS.  

The key focus of my role at Unit level during this period was to set targets and 

to monitor the performance of the services provided while ensuring through the 

Unit General Manager the devolution of managerial decision making from the 

Area level to Unit level.  Appendix III of Exhibit 2, page 112. 

 

Fort James 

 

4. During the period when the matters being inquired into at Fort James took 

place (1981-84), the management arrangements detailed at paragraph 2 

(Exhibit 2) applied.  In order that the Inquiry can have a complete and detailed 

understanding of these arrangements I have enclosed the Booz Allen and 

Hamilton (The Black Books) (Exhibit 1) which detailed the arrangements that 

should be implemented for each Board. 

 

5. In the period when I was District Administrative Officer (Jan 1980 – Sept 1981) 

the Black Book, Vol 1, page 77 indicates that the District Social Services Officer 

(DSSO) ‘should be responsible as a member of the Team for the following: 

 

• The budget within his control as part of the overall District budget; 

• The allocation of staff facilities and equipment under his authority to 

Programmes of Care; 

• The selection and discipline in accordance with agreed policies and 

delegated authority of staff over whom he has management authority.’ 

 

FJH-602OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL



The review undertaken into matters at Fort James that occurred between 1981 

and 1983 was undertaken within the social services lines of accountability and 

was consistent with the organisational arrangements detailed above.  The 

report dated 19 October 1983 (Exhibit 4) has on its first page a list of staff that 

, who prepared the report, indicates will be referred to in the 

report.  Every individual identified on the list is a member of Social Work staff.   

 

6. At page 7 of the report it is recorded that ‘a case discussion’ took place on 18 

October 1983.  Recorded as being present were  Director of Social 

Services, , Assistant Director of Social Services,  

District Social Services Officer,  Principal Social Worker, 

Residential and Day Care, and , Assistant Principal Social 

Worker, Fieldwork.  The report records that the following decisions were taken: 

 

1. The matter to be referred to Police on Wednesday 19 October 1983 by Mr 

 

2. The key staff at Fort James to be informed of the procedure. 

3.  to be informed as soon as possible of the 

decision to contact the Police. 

4. Further steps in relation to others to be contacted and method adopted to 

be considered on advice from the Police. 

 

While I have identified a minute of the meeting of the Personal Social Services 

Committee of the Board dated 4/11/83, in which , Assistant 

Director of Social Services, is recorded as advising the meeting of three ‘cases 

on child care practice’ (Exhibit 13), I assume based on the date of the meeting, 

that the reference in the minute to an allegation against a former member of 

staff by an 18 year old youth relates to the events at Fort James Children’s 

Home.  However, while I am recorded as being present at the meeting I have 

no recollection of this meeting.  In the following social service committee 

meeting dated 6/1/84  is recorded as providing an update on the 

matters referred to at the previous meeting in which he describes the police 

investigation as still ‘ongoing’ (Exhibit 14).  Again, although I am recorded as 

being present I do not recall this discussion.  I have checked the minutes of the 
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social care meetings that followed the January meeting up to July 1984 but 

have not identified any further references that I consider might apply to the 

events at Fort James. 

I do recall being told that these matters had been referred to the police and at a 

later point being advised that the matter had gone to court but that the case 

had collapsed. 

 

Harberton House 

 

Organisational Context 

 

7. 1985 – 1995:  During this period, unlike other regions in the United Kingdom 

because uniquely health was integrated with Social Services, Northern Ireland 

developed the introduction of General Management by appointing a General 

Manager at area level, whilst retaining multi-professional consensus teams at 

Unit level.  The particular managerial priority during this period was to enable 

professionals to develop a wider managerial and organisational perspective 

while maintaining and consolidating their professional knowledge and expertise.  

In 1989 the Minister instructed Boards to develop proposals that would facilitate 

the formal introduction of general management at Unit level, establishing the 

foundations for the purchaser provider split and thus enabling the development 

of an internal market in health and social care.  The proposals developed by the 

Western Board in response to the Minister’s direction are contained in Better 

Management, Better Care. (Exhibit 2) 

 

8. Another important backdrop to the matters being inquired into at Harberton 

House is the historical underfunding of health and social services in the West of 

Northern Ireland.  This circumstance mirrored the situation in the NHS in 

England which established a national working group to look at how a more 

equitable allocation of resources formula across the English regions might be 

developed.  A working group operating under the acronym RAWP (Resource 

Allocation Working Party) was established to identify a way forward.  In 

Northern Ireland an equivalent group was established under the acronym 
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PARR (Proposals for the Allocation of Revenue Resources).  However, the final 

report was only eventually published in 2003.  An insight into the scale of the 

difference in resources between social services in the Eastern and Western 

areas of Northern Ireland is reflected in the Bunting Report into the 

circumstances surrounding incidents of peer child abuse at Harberton House 

(Exhibit 5).  At section 2.2 of the report, titled Fieldwork Staffing, Bunting 

compared the social work staffing levels at Foyle Community Unit with the 

social work establishment at North and West Belfast Unit of Management.  In 

Foyle there were 6 Senior Social Workers and 28.5 Social Workers.  In North 

and West Belfast there were 15 Senior Social Workers and 53 Social Workers 

in the establishment for social work.  While significant efforts were made to 

secure agreement between the Department and the four Boards on achieving a 

more equitable distribution of resources across Northern Ireland, agreement to 

facilitate any change was never reached and as a consequence only very 

limited progress was made. 

 

9. In responding to its historical underfunding, the Western HSS Board was 

constantly required to examine what were considered controversial government 

policies in order to achieve financial efficiencies.   In the late 1980s and early 

1990s the Board tendered for what at that time was one of the highest value 

‘hotel services’ contracts ever outsourced in the Health Service in the UK.  

Despite the concerns (Exhibit 5, Section 9.2(11), page 46), the contract was 

agreed and implemented, releasing almost £1m, part of which was allocated for 

investment in Social Services, including Children’s Services. 

 

10. In 1990 Northern Ireland, following the rest of the United Kingdom, introduced 

General Management at Unit level.  (Exhibit 2)  The document ‘Better 

Management, Better Care’ ‘fleshed out’ both the changes that were proposed at 

Board level to facilitate the introduction of a Purchasing function, while at the 

same time proposing a configuration of Units through which services could be 

provided that would facilitate both the introduction of Unit General Management 

and the development of an internal market for health and social care in 

Northern Ireland.  When these arrangements were implemented the Board’s 

responsibility and role in providing services changed.  Its two core functions 
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became to assess the health and social care needs of its resident population 

and purchase services from provider units based on assessed need.  The 

Board funded the purchasing plans it developed from an allocation determined 

by the DHSS, based on its population, weighted by factors such as 

demographics and levels of deprivation. 

 

11. These changes in organisational roles and responsibilities were accompanied 

by a major transition from a public Board consisting of 23 members to a new 

style Management Board consisting of up to 12 members, made up of 

Executive Directors and Non-Executive Directors.  The Board, based on the 

recommendations contained in ‘Better Management, Better Care’ (Exhibit 2), 

introduced new Directorates that were aligned to its core functions of assessing 

health and social care needs and purchasing health and social care services.  

Each Executive Director was supported by professionally qualified and 

experienced Social Workers, Nurses, Doctors and Administrators.  The detailed 

discussions around the creation of the post of Director of Social Care at Board 

level may be helpful in providing some insight in to these debates and is 

recorded in the minutes of the Special Community Care Committee of 30 

October 1990.  (Exhibit 6) 

 

12. I was first made aware of the serious incidents that had occurred in Harberton 

House ‘on or close to 15 March 1990’.  (Exhibit 5, paragraph 10.23, page 55).  

The same Report also records “formal report to DHSS on 8 May 1990, a letter 

was sent by the Acting Director of Social Services to the Chief Social Work 

Inspector, the letter also records money being released for 2 additional full time 

social workers for the fostering unit and 4 additional social workers for Foyle 

Community Unit.  (Exhibit 7, letter from  to D O’Brien, DHSS, 8 May 

1990.)   

 

 As can be evidenced by minutes of the Community Care Committee, Social 

Care Committee and Board meetings over the period 1991 and 1992, the 

matters recorded in the Bunting Report were kept under constant and ongoing 

review.  Out of these minutes I believe the records of the Community Care 

Committee on 7 December 1990 (Exhibit 8) when Mr Bunting presented the 
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findings contained in his report to the Committee are particularly significant.  At 

the conclusion of that presentation the Committee agreed that the issues raised 

in the report should be examined by the Foyle Community Unit and that a copy 

of the report should be forwarded to the DHSS.  I enclose (Exhibit 9) a copy of 

the letter sent by Mr Burke to the DHSS dated 27 February 1991.   

 

 On 7 April 1992 Mr Burke submitted a further detailed statement to Mr McCoy, 

Chief Social Services Inspectorate, DHSS, in the letter he referred to each 

recommendation in the Bunting report and the related steps that had been 

taken toward their implementation.  (Exhibit 10) 

 

 I have been unable to trace copies of the notes and minutes of the regular 

management meetings at the Board and between the Board and the Foyle 

Community Unit, the detail recorded in the Board and Community Care 

Committee minutes indicate that these matters were being considered and 

debated over an extended period, in particular please note the presentation by 

Bunting Team to the Community Care Committee on 7 December 1990 (Exhibit 

11).  Further evidence of Board members’ engagement in these matters is 

recorded in the ‘Schedule of Visits’ to be undertaken by nominated Board 

members and the records of those visits which were discussed and minuted at 

Board and Committee meetings (Exhibit 12). 

 

 

Statement of Truth  

 

I believe that the facts stated in this witness statement are true.  

 

Signed  

Dated:    4 June 2015 

 

FJH-607OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL



 

HIA REF: [                  ] 

           NAME:  [ KIERAN DOWNEY ] 

DATE:  [ 4 June 2015 ] 

 

 

THE INQUIRY INTO HISTORICAL INSTITUTIONAL ABUSE 1922 TO 1995 

              ______________________________________________________ 

Witness Statement of Kieran Downey  
_______________________________________________________ 

 

I, Kieran Downey, Director of Women and Children’s Services and Executive 

Director of Social Work, Western Health and Social Care Trust, will say as follows: - 

 

1. This statement has been prepared with reference solely to documentation that 

identifies the facts and issues that were relevant during the period of operation of 

the Home.  References are provided throughout.  I have no personal knowledge 

and had no personal involvement at the relevant time.  

 

2. The purpose of this statement is to respond to questions posed by the Inquiry 

pursuant to a Rule 9 request in relation to Harberton House Children’s Home.  
This statement should be read alongside the statements being submitted by 

those staff who worked in, managed, and had personal knowledge of the home 

during the relevant period.   

 

Q1: When was the home opened and when did it cease operation as a 
children’s home? 

 

3. Harberton House opened on 8 September 1980, with children first admitted, on 

19 September 1980 (source: HH Admission Book, September 1980 at FJH 

10836). 
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4. It ceased operation in 2004 (source: Statement of  

 

Q2: What was the remit of the home? 
 

5. Harberton House was a purpose built facility to accommodate 25 children of 

either sex.  Its functions were the reception / admission to care of children, and to 

provide assessment / medium stay residential care for children.   

 

6. For planned admissions to the home there was a system of referral.  The child’s 

circumstances were considered by the Core Evaluation Team, which was chaired 

by the Senior Social Worker (Residential Child Care) and involved the Assistant 

Principal Social Worker (Fieldwork), the officer-in-charge and deputy officer-in-

charge.  This referral system is shown in diagram form at FJH 17024, which 

includes the procedures that applied after admission.  Minutes of the Core 

Evaluation Team meetings are available to the Inquiry, for example at FJH 

11549, where consideration of a referral can be seen at FJH 11553.   

 

7. Harberton House also accepted emergency admissions.  The process for same, 

together with the steps post-admission, can be seen in diagram form at FJH 

17025. 

 

8. At the outset of its operation the short-stay nature of the facility was emphasised, 

however during the early years of operation staff found that there was a need for 

some flexibility in their approach, and frequently it was found necessary to extend 

the period of assessment.  Particular issues identified as requiring some flexibility 

were: 

a. Difficulty in finding an appropriate placement elsewhere; 

b. Staff would develop particular skills for working with a particular child and it 

was considered important for that to continue; 

c. Delays in identifying appropriate foster placements for discharge, and a 

reluctance to transfer the child to another unit as an interim measure. 

(source: SWAG Inspection 1986, FJH 15429 at 15431-15432) 
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9. In 1984 there was, therefore, a review of the function with a proposal to divide 

Harberton House into two units.  The first was a reception/assessment unit with 

12 beds, providing a reception facility for Londonderry, Limavady and Strabane 

Unit of Management and an assessment facility for all Units of Management in 

the Western Board area.  The second was a medium stay unit for 13 children 

from the Londonderry, Limavady and Strabane Unit of Management who require 

residential care for up to 12 months.  Following adaptations to the building and 

assessment of necessary staffing levels, this division and the establishment of 

two units became operational on 1 October 1986. (source: Monitoring Statement 

1986, FJH 15793 at 15794). 

 

10. In early 1990 the numbers of children being admitted to care had increased and 

additional places were required at Harberton House in excess of the 25 children 

capacity.  The cottage within the home’s grounds was opened to accommodate 

these children between 12 March 1990 and 11 May 1990 (see “The Cottage” Day 

Book at FJH 15868) and again from 12 November 1990 (source: 1991 SSI report, 

FJH 16513 at FJH 16522, paragraph 2.2 and at FJH 16526, paragraph 3.4). 

 

11. In April 1992 the capacity of Harberton House was reduced from a total of 25 to 

20 places, with each of the units now having 10 beds.  The home’s aims and 

objectives then stated that it focused on the provision of residential care for 

children in the 5 to 12 age range.  (source: 1994 SSI report, FJH 16448, at FJH 

16461-2, paragraphs 2.7 and 2.8) 

 

Q3: How many children were cared for in each home over the period of its 
operation and in total? 
 

12. The capacity of Harberton House when it opened was 25 children, it mostly 

operated at capacity, and for a period in 1990 was over capacity.   As already 

detailed above in response to Question 2, the capacity was reduced in April 1992 

to 20 children.  From 1 January 1993 – 1 January 1994 it operated at an average 

occupancy of 98% (FJH 16463, paragraph 2.11) 
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13. Fort James Children’s Home closed on 31 March 1995.  As part of the transitional 

arrangements the capacity of Harberton House was increased to 28, utilising the 

bungalow and a flat at the Harberton site (known as “the cottage” and “chez 

nous”.  The Department was notified of this in correspondence from Mr Burke 

dated 4 April 1995 (FJH 16368).  Mr Chambers, Assistant Chief Inspector, SSI, 

responded on 20 April 1995 to advise of concerns and stated: “I must therefore 

advise against the proposal to increase capacity on the Harberton site to 28 

because of the adverse effect this is likely to have on the management of 

Harberton House and the associated risks to children in the Board’s care”.  (FJH 

16366).  Mr Burke responded on 11 July 1995 to assure the Department that the 

arrangements were interim in nature and a high staffing ratio was being provided 

to ensure that any difficulties were minimised.  (FJH 16364)  

 

14. From opening in 1980 until July 1995, a total of 850 children were admitted to this 

home (source: FJH 10750).  The home continued in operation until 2004.  The 

records available show that by 7 April 2000 there had been 989 admissions 

(source: FJH 10816).  Records to the closure of the home are not available at the 

date of preparing this statement.   

 

Q4: What staff were employed and in what capacity? 
 

15. Harberton House had a Core Executive Team, which specifically monitored 

admissions and met on a weekly basis.  This was comprised of the officer-in-

charge, deputy officer-in-charge, Assistant Principal Social Worker (Fieldwork) 

and was chaired by Senior Social Worker (Residential and Day Care). 

 

16. The day-to-day management of the home was undertaken by the officer-in-

charge and deputy officer-in-charge.  After the division of the home into 2 units 

they both remained responsible for the overall running of the home, but the 

officer-in-charge took a particular interest in the reception/admission unit, and the 

deputy in the medium term unit.  The home was also staffed with senior 

houseparents and houseparents to assist with the child care task, with each child 

having a particular houseparent designated as their keyworker.  The home also 
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benefitted from ancillary / domestic staff.  The staffing structure in 1986 is 

available at FJH 15797.   

 

17. The numbers of staff changed over the years to 1995.  More detail is given in this 

respect in response to Q7.  Reference is also made to the following lists of staff in 

the home as examples: 

a. FJH 5335 – in or around 1984 

b. FJH 15798 – Monitoring Statement 1986 

c. FJH 17098 – as at 12 September 1989 

d. FJH 15612 – as at 21 August 1990 

 

Q5: What qualifications were required of staff: 
 

18. At the time of preparation of this statement, no records relating to recruitment of 

staff have yet been found, although those searches continue.  This question is 

therefore answered with reference to the qualifications actually held by different 

levels of staff within the home.  In this respect the lists of staff highlighted above 

also assist. 

 

19. With respect to the post of officer-in-charge.  was appointed in 1979 

(prior to opening) with university qualification and experience acting in the same 

position within Fort James.  He obtained professional social work qualification 

while in post and subsequently this post was held by a professionally qualified 

person until closure. 

 

20. The deputy officer-in-charge position, by no later than 1986, was held by a 

person with the Certificate in Residential Care of Children and Young People 

(“CRCCYP”).  She obtained further qualifications while in post which are set out 

in response to question 6. 

 

21. The staff structure within Harberton House comprised 4 senior houseparents.  

The reports available suggest not all of those staff in this post were professionally 

qualified when recruited.  However by 1987 one held the CRCCYP and another 

was studying for the CSS (Certificate of Social Services) qualification.  
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22. It is not anticipated that a professional qualification was required in the 

recruitment process for houseparents.  There were, however, people holding 

those posts that did have same, and reports show those staff also having 

opportunities for training and qualification which is set out in more detail at 

Question 7 below.  Houseparents continued to be employed on an unqualified 

basis during the monitoring period of 1995 – 1996 – see FJH 16420. 

 

23. By 1991 it is important to note that the home had a total staff complement of 20, 

however the home actually had 28 staff due to cover for those undertaking 

training and to assist with the excess number of children.  When the temporary 

staff were eliminated, this staff group was described by the SSI Inspector as “an 

experienced group”.  He noted that two thirds of the staff had more than 5 years 

experience in residential care, 4 held CQSW, another had completed CSS and 

one held CRCCYP.  (FJH 16530) 

 

24. By 1994 the SSI Inspector noted that 61% of the permanent staff held 

professional qualification, although none of the temporary workers did.  She also 

calculated that permanent employees had, on average, 9 years 4 months 

experience in residential care (with the full range being 2 years 4 months to 22 

years 5 months).  (FJH 16492) 

 

Q6: What training programmes were provided for staff, about what, and by 
whom? 
 

25. Opportunities for staff training were obtained through a number of different 

sources including universities, voluntary organisations and opportunities within 

the Board and home.  Examples of this are set out below. 

 

26. As already noted, the officer-in-charge,  achieved additional 

qualification during his time in post, specifically the CASW (Certificate in 

Advanced Social Work) from Queen’s University, Belfast in 1985  (source: SWAG 

report 1986, FJH 15441, paragraph 3.2) and CQSW from University College, 

Cork, in 1990. (see also  statement) 
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27. The deputy officer-in-charge also obtained the CASW in or around 1987 through 

Queen’s University, Belfast.  In or around the same time a senior houseparent is 

noted as studying for the CSS. 

 

28. In relation to senior houseparents, 2 out of 4 in 1986 held the CRCCYP.  At that 

time there were 13 houseparents: 3 held CQSW, 3 held CRCCYP.  7 held no 

social work qualification, with three of that group holding a university degree.  

(source: 1986 Monitoring Statement, FJH 15798) 

 

29. Information regarding staff training opportunities in or around 1984 was provided 

in the submission by the Western Health and Social Services Board to the 

Hughes Inquiry.  Relevant information is found at FJH 5333, FJH 5583 – 5585 

and FJH 5587 – 5589.   

 

30. From 1986 the Board offered opportunities for staff to undertake the Open 

University Course: Caring for Children and Young People.  This course was 

undertaken by a number of staff in Harberton House, with the February 1987 

Inspection noting that two houseparents had already completed same. FJH 

18452 

 

31. By way of example, other in-service training that is documented for 1986 

includes: 

a. The officer-in-charge attended the North/South Child Welfare Conference; 

b. The deputy attended a 1st line management course; 

c. Two houseparents attended a course in family law at Magee College; 

d. 1 senior houseparent and 2 houseparents attached a NIFCA workshop on 

sexual abuse; 

e. 2 houseparents attended a course on sex education and personal 

relationships; 

f. 2 houseparents attended a course on working with sexually abused children in 

residential setting. 

(source: 1986 Monitoring Statement – FJH 15800) 
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32. During 1990, 4 staff were studying for professional qualification, 2 for CQSW and 

2 for CSS.  It Is also recorded that a further 2 staff had undertaken the Open 

University course.  In-service training was at a lower level during this year, 

however, that was in a context of the home experiencing a difficult time coping 

with high admission numbers.  (source: SSI Inspection 1991, FJH 16530, 

paragraph 4.4) 

 

33. A full report in respect of training opportunities was provided by the Assistant 

Principal Social Worker to the Chief Social Work Adviser on 4 April 1991, which is 

found at FJH 17578.  That outlines a useful list of training topics offered by the 

Training Unit, and also details the in-house workshops relating to practice issues 

that were availed of.    

 

34. By 1994 the overall attitude to in-service training was described by the SSI 

Inspector as: “in-service training is encouraged and both teams are involved in 

devising training sessions of mutual interest.  These sessions are written up and 

available to staff for future reference.  From the notes it would appear that 

considerable preparation and thought is put into the compilation of training 

sessions”. The Inspector also noted that staff had attended a number of training 

sessions provided by the Board’s training department, and outside agencies, 

including QUB and SSI.  (See FJH 16494) 

 

Q7: What were the staffing ratios? 
 

35. This question is answered with respect to various points in time at which the 

staffing levels in the Home were assessed with reference to the Castle Priory 

Guidelines. 

 

36. In 1986 the SWAG report indicates that guidelines would require staffing between 

17.38 and 22.22, and “with 18 staff in post Harberton is just above the minimum 

standard required” (FJH 16989).  At the end of 1986 Harberton House had 19 

care staff in post. (FJH 17016) 
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37. In 1987, SSI assessed the staff requirement with reference to Castle Priory to be 

19.21.  With 19 staff it was assessed that this was achieved. FJH 18457 

 

38. By 1991 Harberton House had 20 staff, but information on a total of 28 staff was 

provided to the Inspector with temporary staff recruited to cover the absence of 

staff seconded on training, and others to assist with the accommodation of 

children in excess of capacity.  (FJH 16530) 

 

39. By 1994 Harberton House had 21 permanent staff (20.5 wte), with 3 waking staff 

also employed.  (FJH 16492) 

 

Q8: Were there any disciplinary investigations in respect of staff of the home, 
if so, please provide details of the investigations and any subsequent 
disciplinary action? 
 

40. No records have been identified of any formal disciplinary action being taken in 

relation to any member of Fort James’ staff during its period of operation.  The 

Inquiry is respectfully referred to the statement filed by , Assistant 

Director for Human Resources, for further information.   

 

Q9: What was the layout of the home (please provide plans if available)? 
 

41. As already noted, Harberton House was a purpose built facility.   It was located 

around 1 mile from the centre of Londonderry, just off the main Belfast Road on 

the opposite side to Atlnagelvin Hospital.   

 

42. It was a single storey building constructed on an H-configuration, with bedrooms 

and bathrooms at the wings, and living, play, dining, kitchen and office space 

provided at the centre.  Sleeping accommodation was provided in 12 single 

bedrooms, 5 double bedrooms and 1 triple (family) bedroom for the children, and 

4 staff bedrooms situated close to them.  In addition, upon opening there were 

two self-contained flats for staff at the extremities of the wings to the building, and 

a three bed-roomed bungalow adjacent to the unit was provided for the officer-in-
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charge.  These additional staff accommodations were not occupied. (source: 

1986 SWAG report, FJH 17005, Section 8) 

 

43. A layout of the building can be found at FJH 16303 and full plans in relation to the 

site, the bungalow, cottage and children’s home which are attached at Exhibit 1. 

 

44. Prior to October 1986, a wall was introduced in the central area to effectively 

divide the home in half with a communicating door, which could be locked as 

required.  A separate entrance was also created for access to what would 

become the medium stay unit. (source: SSI Inspection February 1987  FJH 

18452 ) 

 

45. From then the accommodation comprised: 

 

Reception / Assessment Unit:  1 3-bedded room, 2 2-bedded rooms, 5 single 

bedrooms, 1 staff sleeping-in room, 1 visitors’ 

sitting room, 1 kinchenette, 1 medical room, 1 

conference room, 1 dining room, 1 residents’ 

sitting room, 4 bathrooms/showers; 

 

Medium Stay Unit: 3 2-bedded rooms, 7 single bedrooms, 2 staff 

sleeping-in rooms, 1 visitors’ sitting room, 1 

kichenette, 1 office, 1 dining room, 1 residents’ 

sitting room, 1 laundry, 4 bathrooms/showers; 

 

In addition there was a shared play-room and main kitchen.  At the rear of the 

building, there was an adequate play area with large playing field.  The two self-

contained flats were also adapted, so that one was used for supervised access 

between children and their families, and the other for therapeutic work to be 

undertaken with children and their families. (source: 1986 Monitoring Statement at 

FJH 15795) 

 

46. In relation to the adjacent bungalow, this was used independently for a period to 

provide respite care for mentally handicapped children.  For a short period from 
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March – May 1990 and again from 12 November 1990 it was opened to 

accommodate excess children from the reception/assessment unit.  This use was 

made of the bungalow again in 1995 following the closure of Fort James.  These 

details have already been provided at paragraphs 10 and 13 above. 

 

Q10: How was the home funded throughout the period of its operation and 
what was the average annual cost of accommodating a child in the home over 
the years of their operation? 
 

47. A separate statement will be filed addressing this issue. 

 

Q11: What were the Board’s management arrangements for the home? 
 

48. The same management arrangements were in place for Harberton House 

Children’s Home as outlined in the witness statement in respect of Fort James 

Children’s Home.  The Inquiry is therefore respectfully referred to the responses 

given in response to this question in the statement relating to Fort James. 

 

Q12: What were the Board’s quality assurance arrangements for the home? 
 

49. Visiting was undertaken to the home as follows: 

a. By a member of the Personal Social Services Committee, to comply with 

Direction 3(2) of The Conduct of Children’s Homes Direction (Northern 

Ireland) 1995.  Ms Imelda McGowan was the visiting PSSC member and 

visited / reported on a quarterly basis.  It is also seen, however, that on 

occasions other members visited in her place.  It is noted that this was not 

fully achieved in 1986 which was ascribed to a change in Board Membership 

(see FJH 17026) but was fully compliant in the period April 1988 – March 

1989 (see FJH 17083).  The visiting Board member was proactive in raising 

matters of concern which assisted in identifying and remedying issues that 

arose from time to time as will be further referred to in response to Question 

13 below; 

b. , Senior Social Worker (Residential Child Care), was designated 

as the visiting social worker for the purpose of Direction 3(3) of The Conduct 
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of Children’s Homes Direction (Northern Ireland) Order 1975.  He visited 

monthly, providing a written report.  See, for example, FJH 17740. 

 

50. Management Audit Visits were also undertaken to the Home by the Principal 

Social Worker.  A detailed report was undertaken following such visits, which 

were undertaken at a level of in or around 6-montly.  (see for example, FJH 

15623, 12 September 1989; FJH 15612, 21 August 1990; FJH 15628, 17 

December 1990)  These reports were forwarded through the line of management, 

i.e. to Principal Social Worker (Residential and Day Care), Assistant Director of 

Social Services (Group) to the Director of Social Services. 

 

51. Records also show that the Assistant Director and Director visited the home from 

time to time, as he would with all facilities within the Board area (see for example 

FJH 15399 following a visit on 24 October 1989)  

 

Q13: Did the Board identify any problems, and if so how were they dealt with? 
 

52. The Inquiry will be aware that a particular problem was identified in relation to 

peer abuse within Harberton House.  Separate statements are being filed with the 

Inquiry in relation to same.  It is noted that this first came to attention of staff on 

15 March 1990.  By 23 April 1990 the issue had already been discussed at the 

Area Executive Team (19 April 1990) and a “task force” had been proposed to 

achieve a more comprehensive analysis of this difficult issue as outlined in a 

memo from  to  on 23 April 1990 at FJH 10199.  By July 

1990 the issue had been discussed with the Department (FJH 10492).  A Review 

Report was available in November 1990 and presented at the Community Care 

Committee and to the Board.  The Review Report was also provided to the 

Department.  On 13 February 1991  wrote to the Department 

enquiring “if the Department would consider a separate allocation to address this 

very worrying problem”.  He also highlighted the financial position of the Western 

Board.  See FJH 10979. 

 

53. Problems were also identified with ensuring the property was properly 

maintained, both in relation to the interior and exterior.  By 1986 the cycle for 
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redecoration was reduced from 5 years to 3 years, which was welcomed by the 

home.  However it was noted that there was still a need to be more responsive.  

In the interim staff and children took a role in redecorating their accommodation.  

(source: Monitoring Statement 1986, FJH 15796).  By the monitoring report for 

the period April 1988 – March 1989, the response to requests had been 

satisfactory.  (FJH 15839) 

 

54. On occasion more minor issues that were critical to the day-to-day running of the 

home were identified.  An example of this is demonstrated by the report of the 

Board member visiting the home on 3 February 1989, at FJH 17069.  She noted 

in her report that the home’s tumble dryer had broken.  This was identified upon 

receipt of her report by the Assistant Director of Social Services (Group) upon 

receipt of her report.  He noted this and sought follow-up by memo of 16 

February 1989, see FJH 17068.  This was addressed with a response on 21 

February 1989 confirming that the tumble dryer had been repaired, see FJH 

15377.   

 

55. The visiting Board member also requested escalation of matters where she was 

particularly concerned.  An example of this can be seen when her concern was 

raised by the levels of occupancy in the home.  Following a visit on 6 April 1990 

(report at FJH 15851) Mrs McGowan was concerned about numbers in the home.  

She wrote in this respect to , and requested that the matter be 

escalated to  at Unit General Manager – see correspondence dated 

11 April 1990 at FJH 15850.  Both  and  responded to the 

concerns in writing, at FJH 15849 and FJH 15846 respectively.  

 

Q14: Were there any arrangements for regular independent visits to be made 
to the home, if so, how were these arranged, the outcomes recorded and fed 
into the quality assurance of each home? 
 

56. In keeping with Direction 3(2) of the Conduct of Children’s Homes Direction 

(Northern Ireland) 1975, the Board arranged for a member of the Personal Social 

Services Committee to visit the home on a quarterly basis.  This member was 

FJH-783OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

SND 469

SND 469

HH 34

HH 34



independent from the line management of the home.  Full details have already 

been provided in this respect in response to Question 12. 

 

Q15: When did the Department inspect the home, what recommendations did 
they make and how were they met? 
 

57. Reports are available to show inspections of the home by the Department on five 

occasions between 1980 and 1995 as follows: 

a. 1983 – SWAG inspection (report not yet identified, but referred to in 1986 

report at paragraph 1.4 – see FJH 15432) 

b. January 1986 – SWAG Inspection (Report at FJH 15429) 

c. February 1987 – SSI Inspection (Report at FJH  18452) ) 

d. February 1991 – SSI Inspection (Report at FJH 16514) 

e. February 1994 – SSI Inspection (Report at FJH 16448) 

 

58. As noted above, the 1983 SWAG Inspection Report has not been located at the 

date of submission of this statement. 

 

59. Following inspection in January 1986 recommendations were outlined in the 

report produced by SWAG at paragraph 9.3 (FJH 15463).  The Inspection 

Reports were provided to the members of the Personal Social Services 

Committee (later the Community Care Committee) and a presentation in respect 

of same was been given.  This can be seen in relation to the 1986 report which 

was presented on the 7 November 1986, with the relevant extract of the minutes 

found at FJH 6690.  Confirmation was also given the Department that this had 

occurred, with relevant minutes provided to them.  See FJH 16290. 

 

60. In relation to the actual recommendations of this report, which are found in full at 

paragraph 9.3, FJH 15463, it is noted: 

a. SWAG recommended that the planned division of Harberton into two units 

should proceed.  This was implemented by 20 October 1986 (see FJH 

15376); 
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b. A recommendation was made that the Board would seek to increase the level 

of qualified staff.  Full details of the efforts undertaken, and the developments 

in 1986 have already been set out; 

c. One recommendation related to the interior decoration of the home, which had 

been noted to be “stark”, that they lacked any “personal touch”, “and the 

general effect given was of institutional accommodation” (paragraph 8.4, FJH 

15460).  Later documents refer to posters and personal items being used by 

the children, for example FJH 17063, November 1988: “As to be expected, the 

children put up posters in their rooms…”   

 

61. The SSI Report of February 1987 made a number of recommendations at 

paragraph 9.4. The full recommendations, located at FJH 18468 were as follows:   

a. Fieldworkers should maintain individual files for all children in care with clearly 

marked divisions and an index or face sheet to the front: 

It is noted that this related to fieldwork practice, rather that the functioning of 

the home; 

b. All contact between fieldworkers and the children in care should be recorded 

together with the purpose of the visit and a summary of the work done: 

Staff within the home recorded daily events for all children.  Work undertaken 

by the fieldworker would, it is suggested, have been a matter for their 

recording; 

c. It is recommended that reports of visits by members of the Board’s Personal 

Social Services Committee should be made as required: 

It has already been detailed at paragraph 48.a above that during the period 

leading up to this inspection a delay did occur in visiting due to a change in 

Board membership.  It was envisaged that this would be remedied and indeed 

was so, as already noted; 

d. It is recommended that management reviews the methods of control and 

discipline in Harberton to see where staff practice could be improved: 

It is noted that those involved in residential care were aware of these issues.  

For example training documents referred to in response to Question 6 detail 

that from 1984 relevant in-service training included, for example, a five week 

session on “handling aggression and conflict” (FJH 5586).  At the date of this 

statement, no specific documentation of a review has been identified, but it is 
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noted that on 1 November 1988 a visit was undertaken to Harberton House by 

 Acting Director of Social Serices, and , Assistant 

Director of Social Services (Group).  They specifically raised the issue of 

aggression and noted recent courses, and residential care policy booklet.  

See FJH 17063 at 17066. 

e. The time of day when fire practice drills are carried out should be recorded 

f. Fire practice drills should be spread over a 24 hour period which particular 

emphasis on times when the children are on the premises: 

In respect of these recommendations on fire drills, it is noted the Monitoring 

Exercise conducted in November 1988 management specifically addressed 

fire drills and noted that the dates and times were recorded, and that they 

occurred at different times of the day.  See FJH 17063, at 17065. 

g. It is recommended that attention is given to (i) outstanding maintenance work 

at Harberton; (ii) that a suitable programme of interior and exterior decoration 

is completed; (iii) that furniture which has fallen into disrepair is mended or 

replaced and (iv) that an assessment is made of the furniture in the Home with 

a view to repairing or replacing it: 

By the visit by senior Board staff in November 1988 it is noted that they 

record: “The condition of the home is quite good now, as it was recently 

decorated both externally and internally.  The furnishings in the home are also 

quite good at present.” FJH 17063 

 

62. The recommendations made following inspection by SSI in February 1991 are at 

16564 (partially obscured, duplicate available at FJH 17143).  A number of 

recommendations related to the menu and food on offer at Harberton House 

(recommendations 1, 2, 7).  It is noted that just prior to this Inspection the 

Principal Social Worker had conducted a Management Audit of Harberton House 

on 17 December 1990 (FJH 17107).  There was an awareness of the need to 

monitor the transition to a catering contract for the home (see FJH 17064).  In 

December 1990 it was recorded “the catering situation has remained very stable 

and has not been greatly effected by privatisation…. In the course of my visit I ate 

lunch which was of good nutritional value and I believe appropriate to the needs 

of the children in the unit.” (FJH 17114) 
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63. In relation to recommendation 8.  The fire drill book is not available when 

preparing this statement, but it is noted that the Inspector refers at paragraph 8.3 

(FJH 17139) to 5 drills over a 1 year period.  As noted already, the expected level 

at Harberton House was 6 times a year and unfortunately no definition is given by 

the inspector as to what level he proposed as appropriate to allow further 

comment. 

 

64. Recommendations were also made in relation to staffing.  As regards the rotas, it 

is now noted that no issue was subsequently raised in relation to same in the 

1994 inspection (FJH 16492) save in relation to a 4pm meeting.  In relation to 

staff supervision, the same reference notes that it was occurring 4-weekly in the 

assessment unit, 6-weekly in the medium-stay unit, and 8-weekly for Team 

Leaders.  Finally, it was noted that only full-time staff should undertake primary 

worker duties.  The detail leading to this recommendation is set out at paragraph 

6.7 (FJH 16544 and 16546).  It is noted that this arose in a context of the home 

being over capacity which was a temporary situation in the period leading up to 

this Inspection.  No record has been found that suggests this was a repeated or 

long-term problem. 

 

65. A significant number of recommendations were made following inspection by SSI 

in February 1994.  They are detailed at FJH 16499.  A detailed response was 

provided directly to the Department addressing each recommendation by 

correspondence dated 22 February 1995, a copy of which is attached at Exhibit 

2.  Reference is made to same for full information.   

 

Other Issues 
 

66. In the Rule 9 request is it noted that the Inquiry also asks for details to be 

provided of any formal grievances staff raised in either home. 

 

67. This has been addressed in the statement filed by , wherein it is 

noted that there are no records identified of formal grievances raised by staff 

through the Human Resources department. 
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68. In respect of Harberton House the following documentation is however 

highlighted to demonstrate concerns of staff in relation to situation that pertained 

in 1990: 

a. FJH 10085 – correspondence dated 30 October 1990 from NIPSA to Mr 

Burke raising concerns of staff; 

b. FJH 10084 – memo dated 1 November 1990 from , Acting Officer-

in-Charge (Harberton House) to , Principal Social Worker raising 

concerns; 

c. FJH 10081 – memo from  to  dated 11 November 1990, from 

which it is apparent that he met directly with staff on 8 November 1990, and 

proposed further meetings. 

These concerns of staff have a root in occupancy levels and pressures resulting 

from same.  No formal outcome has been identified in the documentation, but it 

may be relevant that on 12 November 1990 the bungalow on the Harberton site 

was re-opened to assist with capacity, which would have been separately 

staffed. 

 

 

Statement of Truth 

 

I believe that the facts stated in this witness statement are true. 

 

Signed____________________ 

                4 June 2015 

Dated_____________________ 
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HIA REF: [                  ] 

     NAME:  [ KIERAN DOWNEY ] 

DATE:  [ 2 June 2015 ] 

THE INQUIRY INTO HISTORICAL INSTITUTIONAL ABUSE 1922 TO 1995 

   ______________________________________________________ 

Witness Statement of Kieran Downey  
_______________________________________________________ 

I, Kieran Downey, Director of Women and Children’s Services and Executive 

Director of Social Work, Western Health and Social Care Trust, will say as follows: - 

1. This statement has been prepared with reference solely to documentation that

identifies the facts and issues that were relevant during the period of operation of

the Home.  References are provided throughout.  I have no personal knowledge

and had no personal involvement at the relevant time.

2. The purpose of this statement is to respond to questions posed by the Inquiry

pursuant to a Rule 9 request in relation to Fort James Children’s Home.  This

statement should be read alongside the statements being submitted by those

staff who worked in, managed, and had personal knowledge of the home during

the relevant period.

Q1: When was the home opened and when did it cease operation as a 
children’s home? 

3. Fort James opened and commenced operation in 1973 (source: Statement of

 and FJH 1045).
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4. It closed and the last child left on 31 March 1995 (source: FJ Register of 

Admissions and Discharges, April 1988 – April 1995, FJH 4897) 

 

Q2: What was the remit of the home? 
 

5. When Fort James first opened its doors as a children’s home in 1973, most of the 

residents were babies and young children up to the age of 5, although there were 

one or two older teenagers in residence from an early stage.  (source: FJH 1045) 

 

6. No documentation is currently available to indicate formally whether there were 

specific aims and objectives at that time, but from in or around 1978 it began 

catering mainly for children above the age of 5 years.   

 

7. By 1982 Harberton House had opened as an admission unit.  Fort James was 

therefore specifically described as catering for 16 children between the ages of 5 

years and 17 years, with an increasing tendency to concentrate on children in the 

adolescent age group.  It specifically offered admissions for medium or long term 

periods of residential care, with staff aiming to work with the identified problems 

and needs of an individual child with a view to: 

a. progressing a planned return of a child to the care of his/her parents; 

b. preparation for a fostering placement; or 

c. preparing the child for independent living in the community. 

Fort James would also offer emergency places where there was availability, and 

only when other resources at Harberton House or within foster care were 

unavailable. 

(source: SWAG Inspection, October 1982) 

 

8. By 1990 it was noted that in the monitoring period of April 1989 – March 1990 

there had been a total of 15 admissions, with 12 directly from the community due 

to the lack of available placements elsewhere.  It was noted that if this level of 

demand was sustained that there could be implications for the role and function 

of Fort James.  The situation was being monitored carefully on an on-going basis.  

(source: Monitoring Statement, April 1989 – March 1990)   
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9. By 1992 it was noted that the trend was continuing.  While the formal aims and 

objectives remained unchanged, it was noted that in practice Fort James has 

tended to be used predominantly as an emergency reception centre rather than 

as a long stay unit for adolescents preparing to leave care.  (source: Monitoring 

Statement, April 1991 – March 1992). 

 

10.  By 1994 the home had been divided into two units with the aims and objectives 

revised accordingly: 

(1) the Adolescent Resource Team, which provided 12 residential places for 

young people aged 13 years and over.  It aims to provide “a care service from 

reception to long-stay which would address the assessed needs of residents”; 

(2) 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 

provides a supportive/crisis intervention service for those who have left care. 

(source: SSI Inspection Report, 1994) 

 

11. However the demand on places was such that the Home was unable to meet the 

aim of caring only for children over 13 years.  Of 31 admissions in the year prior 

to the Inspection, 8 were children under the age of 11. 

 

Q3: How many children were cared for in each home over the period of its 
operation and in total? 
 

12. When Fort James first opened, it had a capacity of 16 children.  Following 

conversion work on the outbuildings towards the end of 1984, additional 

independent living units were established which could provide accommodation for 

an additional 5 young people.  Following approval of the operational policy for 

these units by the WHSSB Personal Social Services Committee on 4 January 

1985 the total capacity was raised to 21.  However a further change occurred so 

that the independent accommodation was adjusted to provide for 3 young people 

only, which resulted in a total capacity of 19.  This was approved by the 

Department on 1 October 1986.  
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13. A further reduction in capacity was undertaken in April 1992 when the capacity of 

the main unit within the home was reduced to 12, with the semi-independent 

accommodation to provide for up to 4 young people.  The total capacity therefore 

reverted to 16. 

 

14. In total, 316 children were admitted to Fort James between January 1980 and 31 

March 1995.  The records for admissions during the first 7 years are not 

available.  It is noted that the admissions began to be numbered in January 1980 

(source: FJH 4918) and unfortunately therefore this question can be answered 

only in part at this time. 

 

Q4: What staff were employed and in what capacity? 
 

15. As has already been indicated, full records are not available for the period 1973 – 

1982.   

 

16. From at least 1982 until closure, the management team within the home 

comprised the officer-in-charge, the deputy officer-in-charge and senior 

houseparent(s).   

 

17. The home also had a number of houseparents to care for the children, with each 

child having a designated “special person”.  The houseparents were responsible 

for meeting the primary needs of the children, counselling them, liasing with their 

fieldwork social worker and writing up case notes.  They also prepared reports for 

presentation at the review meetings. (source: SWAG report 1982) 

 

18. The numbers of staff changed over the years to 1995.  More detail is given in this 

respect in response to Q7. 

 

19. The home also would have had the assistance of ancillary staff in relation to 

catering and domestic duties. 

 

Q5: What qualifications were required of staff: 
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20. In preparing this statement records have not been available from 1973 to the 

early 1980’s.  Further no records have yet been located as to the actual 

recruitment process for staff.  This question is therefore answered with reference 

to knowledge about actual members of staff. 

 

21. From 1978 – 1979 it is known that  held the post of officer-in-charge.  

This post was held by him prior to achieving a professional social work 

qualification.  He was educated to degree level and held experience in social 

work and teaching.  From September 1980  was the officer-in-charge 

and he was professionally qualified in social work.   was then appointed 

as officer-in-charge in May 1984, he too had social work professional 

qualifications upon appointment. 

 

22. Indeed by 1982 the functional management of the home was shared by the 

officer-in-charge, deputy officer-in-charge and senior houseparent, all of whom 

were professionally qualified and experienced in childcare.  (source: 1982 SWAG 

report).   The number of senior houseparents increased to 3 by 1986, all of whom 

were professionally qualified. 

 

23. It is not anticipated that houseparents were required to have a professional 

qualification.  While the home benefitted from qualified houseparents, reports 

also indicate that they did not all hold same.  For example: 

a. in October 1982 SWAG noted there were 5 houseparents and a temporary 

assistant houseparent.  Out of a total of 9 staff, 5 held a recognised 

qualification, which must have included 2 houseparents; 

b. at the end of 1986 the monitoring statement shows a total of 9 houseparents: 

2 qualified, 2 currently undertaking qualification and 5 unqualified (3 of which 

held university degrees); 

c. by March 1988 the monitoring statement shows that out of 9 houseparents, 2 

were qualified, 2 were undertaking professional qualification and 5 were 

unqualified (1 held a university degree); 

 

24. By 1991 the SSI Inspection noted that 18 staff had a mean age of 35 years (aged 

25 – 37) and were thus a “mature” group.   There was relative inexperience with 
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11 having less than 3 years experience, but 7 staff had professional qualification 

which was described: “Thus the proportion of qualified staff working in Fort 

James was higher than the average for this sector”.  The Inspector also noted 

that 2 staff were in training, which was considered indicative of the Board’s 

commitment to have professionally qualified staff in its children’s homes.   This 

was commended. 

 

25. From 1991 child care staff were regraded following Circular HSS (TC6) 2/91.  

The officer-in-charge and deputy posts were designated “Team Leaders”, and all 

houseparents (including seniors) became “Residential Social Workers”.  It is 

noted that the monitoring statement for April 1991 – March 1992 refers to a 

vacancy at Team Leader level, and it was to be filled by a qualified social worker 

thus giving some insight that senior staff required to be qualified.  The same 

monitoring statement also identifies that previous policy required that a senior 

houseparent would be on duty at all times in the home.  To reflect the regrading 

this was regarded to require a Residential Social Worker (qualified) or Residential 

Social Worker (unqualified but with significant experience) to be on duty at all 

times, thus demonstrating a policy to ensure experienced and/or qualified staff 

were avaible in the home at all times. 

 

26. At this point it time there were a total of 15 residential social workers in Fort 

James: 7 were qualified; 4 were undergoing qualification and 4 were unqualified.   

 

27. By 1 November 1993 there were 12 residential social workers on permanent 

contracts, 8 of them held professional qualifications.  Out of an additional 7 

temporary staff, only 1 was qualified.  

 

Q6: What training programmes were provided for staff, about what, and by 
whom? 
 

28. Opportunities for staff training were obtained through a number of different 

sources including universities, voluntary organisations and opportunities within 

the Board and home.  Examples of this are set out below, with the course 

provider being identified where that information is available. 
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29. In October 1982, SWAG noted that secondments on professional training were 

available and further that staff from Fort James also regularly attended in-service 

training courses organised by the District for staff from its residential care 

facilitites.   

 

30. By the end of 1986 it was noted that the Unit of Management remained 

committed to this and that priority was given to residential staff in awarding 

secondments to professional training.  It was also noted at this time that in-

service training was becoming increasingly available, with the Open University 

Course: Caring for Children and Young People, being available.  Staff rotas in 

Fort James were also set so that on Wednesdays between 1pm and 3pm all staff 

were available for staff meetings and staff development. (source: Monitoring 

statement 1986) 

 

31. The Monitoring Statement for 1986 lists courses attended by various staff at Fort 

James as: 

a. Practice Teaching Skills; 

b. Data Protection Act; 

c. Management of Sick Leave; 

d. First Line Management Course I and II; 

e. Practice Teaching into the 1990’s; 

f. Practice Placement Workshop; 

g. Working with Sexually Abused Children in a Residential Setting; 

h. Sex Education and Personal Relationships; 

i. Residential Staff Induction Course; 

j. Sexually Abused Children; 

k. The Adolescent – Internal and External Worlds. 

 

32. By the monitoring statement of 1 January 1987 – 31 March 1988 there were 2 

houseparents attending professional training.  That was in addition to 8 staff 

already qualified, although it was noted that it was becoming increasingly difficult 

to recruit and retain qualified staff because of the existing differential between 

residential and fieldwork salary levels.  The monitoring statement noted that this 
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had been commented upon by the Hughes Inquiry and suggested examination of 

this issue was required at a regional level.  Two staff had also completed the 

Open University course and another two had commenced same. 

 

33. Also during this monitoring period, the officer-in-charge ran an 8-week 

programme for all staff on “Handling Aggression and Conflict” as part of in-house 

development programmes.  The following in-service training was also identified 

as attended by various staff during 1987-8: 

a. Adolescence Project – Training for Workers in Child Care; 

b. Fostering Breakdowns; 

c. Child Abuse; 

d. The Emotional Life of a Child; 

e. Sex Education; 

f. Assertion Training; 

g. Communication skills with Deaf and Dumb children; 

h. Working with Troubled Children; 

i. Cerebral Palsy; 

j. Working with Sexually Abused Children in a Residential Setting; 

k. Handling Conflict at Work; 

l. Leaving Care. 

 

34. The Monitoring Statement for April 1989 – March 1990 lists the following in-

service training attended by staff: 

a. The Unitegrated Child in Northern Ireland (Dr Barnardo’s); 

b. Direct Work with Children; 

c. Family Therapy; 

d. Child Sexual Abuse – Validation; 

e. Child Sexual Abuse – Disclosure and After; 

f. The Law and Children; 

g. Oral Presentation Skills – Management Development Course; 

h. Working Systematically with Families; 

i. Residential Work with the Sexually Abused; 

j. Changing Patterns of Care in the 1990’s (NIITA); 

k. Practice Teaching; 
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l. Decision Taking and the Management of Risk; 

m. Play and Movement with Children; 

n. Art Therapy. 

It also noted that the officer-in-charge remained heavily committed to an in-house 

staff development programme, with development meetings held every 3 weeks. 

 

35. In 1991 the SSI Inspector noted that two staff were currently undertaking 

professional training and detailed the following in-service training programmes 

attended: 

a. Child Abuse and Neglect (Open University Course); 

b. Sexual Awareness; 

c. Leaving Care/ After Care; 

d. Working Therapeutically with Children; 

e. Legal Aspects of Child Care; 

f. Direct Work with Children; 

g. Working with Sexual Offenders; 

h. Client Access to Social Services Records. 

 

36. The monitoring statement for April 1991 – March 1992 notes that the following 

courses were attended: 

a. Workshop on Child Care Legislation; 

b. Foster Care Perspective; 

c. Child Abuse Training Programme; 

d. Supervision of Child Protection Teams; 

e. Practice Teaching – In-Service Training; 

f. Communicating with Children; 

g. Adolescents who Sexually Victimise other Children; 

h. Structured Assessment and Risk Analysis; 

i. Workshop on Sexual Awareness Stages I and II (Relate); 

j. Art Therapy Workshop; 

k. Caring for Children and Young People (Open University); 

l. Workshop on Planning Therapeutic Strategies; 

m. PQ Certificate in Theory and Practice of Child Protection. 
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Q7: What were the staffing ratios? 
 

37. An early reference to staffing identified is located in a memo following a visit to 

Fort James by the Director.  This appears to have been written by the officer-in-

charge on 20 August 1981 and is found at FJH 6557.  At FJH 6558 it is noted that 

Fort James is described as “severely understaffed”.   

 

38. The following year, the SWAG report of October 1982 indicates that, with 9 staff, 

Fort James was falling below the level recommended by the Castle Priory Report 

for a home with 16 children. (see FJH 6613 at 6646, paragraph 15.3) 

 

39.  By the 1986 SWAG report, Fort James catered for up to 21 children and had a 

full-time staff of 14.  That report commented: “depending on the child staff ratios 

used, the number of full-time staff required is between 4 and 12.  With a full 

complement of 14 staff Fort James meets the maximum requirement”.  (FJH       ) 

 

40. By 1987 Fort James had a staff of 16 full-time residential child care staff.  SSI 

assessed this “comfortably meets the level set by the Castle Priory Report”.  (see 

FJH 6726 at 6733, paragraph 3.3) 

 

41. However by the submission of the monitoring statement for the period ending 31 

March 1988 the Board described that there were 15 care staff.  With reference to 

Castle Priory, using a staff:child ratio of 1:4, Fort James would require 18.53 staff 

and was therefore falling short by 3.53 staff. (see FJH 6704 at 6708) 

 

42. By the SSI Inspection in 1991 there were 18 staff identified.  No comment is 

made as to how this correlated with the Castle Priory Guidelines.  However the 

Inspector did note that staff rotas resulted in just 2 staff being responsible for 19 

children at 11pm which was “clearly unsatisfactory”.  (see FJH 6896 at 6908, 

paragraph 4.9).  A more significant issue in respect of staffing in this inspection, 

however, is detailed in paragraphs 4.2 – 4.3, and relates to the release of both 

the officer-in-charge and deputy officer-in-charge to other posts elsewhere in the 

Board within a timescale of 5 months (the deputy officer-in-charge left in March 

1990 and the officer-in-charge left in August 1990).  It was considered that this 
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disrupted the staffing structure, with difficulties being compounded at all levels 

through “acting up” arrangements.   Further comment is made in this respect in 

response to Question 15 below.   

 

43. The monitoring statement for April 1991 – March 1992 noted a total of 15 staff.  

That was still regarded as falling short of the Castle Priory Requirement (18.53) 

by 3.53 staff.  The statement also notes: “a more recent residential manpower 

planning exercise devised by the Wagner Development Group shows a more 

significant shortfall of 7 staff”. (see FJH 6964 at 6969) 

 

44. By 1 November 1993, as noted in the SSI Inspection of 1994, there were a total 

of 21 staff in post – 14 staff on permanent contracts were supplemented by 7 

temporary staff.  (see FJH 7190 at 7229) 

 

Q8: Were there any disciplinary investigations in respect of staff of the home, 
if so, please provide details of the investigations and any subsequent 
disciplinary action? 
 

45. No records have been identified of any formal disciplinary action being taken in 

relation to any member of Fort James’ staff during its period of operation.  The 

Inquiry is respectfully referred to the statement filed by , Assistant 

Director for Human Resources, for further information.   

 

Q9: What as the layout of the home (please provide plans if available)? 
 

46. Fort James was a three storey property situated at Tullyally, about 2 or 3 miles 

from the centre of Londonderry.  It was not purpose built, but rather had been 

built originally as a private residence in 1862.  The home stood in its own wooded 

grounds between two Housing Executive estates, Tullyally and Currynierin.  At 

the rear of the building was an enclosed yard and stables, which were partially 

converted in late 1984 to provide four flats for independence living and training (2 

one-bedroom and 2 two bedroom), two offices, a conference room and an indoor 

reception area.  Adjacent to the main building was a bungalow that was occupied 

by the officer-in-charge in 1982, but later stood vacant.  
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47. As noted, the main property was a three storey home.  It appears that in the early 

years of operation some of the accommodation was dormitory style but this was 

rearranged in or around 1978 when the home ceased provision for very young 

children.  (source: SWAG Inspection February 1986).  It is also recorded that 

initially there was a nursery on the ground floor.  (source: FJH 1045) 

 

48. Following this rearrangement the Home’s accommodation was arranged as 

follows: 

 

Ground Floor:  2 sitting rooms, 1 visitors’ sitting room, 1 dining room, 1 kitchen, 

1 laundry area, 2 toilets; 

 

First Floor: 4 single bedrooms, 3 two bedded rooms, 1 staff sleeping-in 

room, 4 bathrooms; 

 

Second Floor: 3 two bedded rooms, 1 staff sleeping-in room, 1 toilet. 

 

49. By April 1992 the first floor accommodation had been improved through 

expenditure of £77,000 so that it now comprised 8 single bedrooms and 2 staff 

sleeping-in rooms.    

 

50. A plan showing the site of Fort James is found at Exhibit 1.  

 

Q10: How was the home funded throughout the period of its operation and 
what was the average annual cost of accommodating a child in the home over 
the years of their operation? 
 

51. A separate statement will be filed addressing this issue. 

 

Q11: What were the Board’s management arrangements for the home? 
 

52. In responding to this question, different points in time are taken given the 

restricting that took place during the relevant years. 

FJH-849OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL



 

53. Until 1990 Fort James was within Londonderry, Limavady and Strabane Unit of 

Management.  During this period, the following management structure applied: 

 

Western Health and Social Services Board 

 

 

Director of Social Services 

 

 

B
O

A
R

D
 

Assistant Director of Social Services (Area) 

 

District Social Services Officer, later known as: 

Assistant Director of Social Services (Group) 

(Mr T Haverty) 

 

 

U
N

IT O
F M

A
N

A
G

EM
EN

T 

Principal Social Worker 

(Mr G Carey) 

 

Senior Social Worker  

 

 

Officer-in-Charge 

 

54. This structure was introduced from May 1982 when  was given 

management responsibility for the District’s children’s homes following complaints 

by senior staff of children’s facilities about the lack of management support. 

 

55. Thereafter Foyle Community Unit was established in January 1990.  From that 

date until 1995 the following structure applied at Unit of Management level.     

 

Unit General Manager 

 

 

Assistant Unit General Manager (Personal Social Services) 

(Mr T Haverty) 
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Principal Social Worker (Family and Child Care Programme) 

(later known as Family and Child Care Manager) 

(Mr G Carey) 

 

Assistant Principal Social Worker (Child Care) 

 

 

Officer-in-Charge 

 

56. This represented a change in management between the Unit and the Board, 

which was reflecting a change towards general management so that from 1990 

all disciplines at Unit Level were accountable to the Unit General Manager. 

 

57. From 1990 and the establishment of Foyle Community Unit, the Unit General 

Manager was accountable to the Board through the following structure: 

 

Western Health and Social Services Board 

                

Area General Manager 

(Mr T Frawley) 

 

 

 

 

Director of Social Services  

(one of 4 Directors) 

(Mr D Burke) 

  (Professionally accountable directly to 

the Board, managerially accountable 

to Area General Manager) 

 

Unit General Manager 
  

 

Q12: What were the Board’s quality assurance arrangements for the home? 

 

58. Visiting was undertaken to the home as follows: 

a. By a member of the Personal Social Services Committee, to comply with 

Direction 3(2) of The Conduct of Children’s Homes Direction (Northern 

Ireland) 195.   for example visited in 1984 (see FJH 6569) and 
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noted “shortage of staff has always been a problem at this centre” which 

correlates with the issues in 1981 and 1982 identified at paragraph 38 and 39 

above; 

b. Mr , Senior Social Worker (Residential Child Care), was designated 

as the visiting social worker for the purpose of Direction 3(3) of The Conduct 

of Children’s Homes Direction (Northern Ireland) Order 1975.  He visited 

monthly, providing a written report.  See, for example, FJH 6812. 

 

59. Management Audit Visits were also undertaken to the Home by the Principal 

Social Worker.  A detailed report was undertaken following such visits, which 

were undertaken at a level of in or around 6-monthly.  (see for example: FJH 

6751, 26 January 1989, FJH 6797, 26 October 1989; FJH 6846, 24 August 1990)  

These reports were forwarded through the line of management. 

 

60. Records also show that the Director visited the home from time to time, as he 

would with all facilities within the Board area (see for example FJH 6560 which is 

a memo dated 22 June 1982 following a recent visit). 

 

Q13: Did the Board identify any problems, and if so how were they dealt with? 
 

61. The Board identified a problem with the location of this home, and its situation 

between two local estates.  This is noted within reports across the 1980’s to have 

given rise to difficulties including vandalism (for example windows were smashed, 

tyres were slashed on the home’s car), clashes of a sectarian nature between 

children from the home and local youths and a particular incident on 25 January 

1986 occurred when prowlers were seen in the grounds. 

 

62. Assistance was sought from the RUC in relation to individual incidents.   

 

63. By 1986 it was noted that there had been recommendations that the location of 

this home be reviewed, however the Board had rather expanded the 

accommodation with the independent flats.  It was recorded that the Board was 

inclined to the view that “tensions could arise wherever a children’s home was 

placed” and rather than relocate the home a policy of “continuing to forge links 
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with the local community” would be pursued.  It was considered that strenuous 

efforts had been made in this respect. (source: 1986 SWAG report, FJH ) 

 

64. By 1987 it was noted that space in the premises (the vacant bungalow) had been 

made available for a local community playgroup, and the Board had engaged 

with Extern.  It was noted that no adverse incidents as a result of the location of 

the home had occurred over the previous 9 months.  (source: 1987 SSI 

Inspection, paragraph 9.1, FJH 6743) 

 

65. By 1991 however, it appears that difficulties were again being encountered from 

the local community. 

 

66. A second issue that persistently arose was the layout of the home and the 

difficulties this gave rise to in supervision of children.  This was addressed, to 

some extent, by the reduction of multiple occupancy bedrooms and reduced 

capacity in April 1992. 

 

67. A third issue has already been noted above in relation to the ability of this Home 

to achieve the aims and objectives set out for it.  This has been detailed, together 

with the action taken, in response to question 2. 

 

68. Other practical issues that related to the day to day running of the home were 

raised, for example see FJH 6557.  This memo, dated 20 August 1981, following 

a visit by the Director has already been referenced above.  It will be noted that at 

point c at FJH 6558 a point was discussed with the Director about the question of 

order books for purchasing children’s clothing, which is described as an issue 

“which concerns the very root of institutionalism in children’s homes”.   By memo 

dated 30 July 1981, at FJH 4696, a new procedure was implemented (at FJH 

4697) which allowed a more natural shopping experience.  

 

Q14: Were there any arrangements for regular independent visits to be made 
to the home, if so, how were these arranged, the outcomes recorded and fed 
into the quality assurance of each home? 
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69. In keeping with Direction 3(2) of the Conduct of Children’s Homes Direction 

(Northern Ireland) 1975, the Board arranged for a member of the Personal Social 

Services Committee to visit the home on a quarterly basis.  This member was 

independent from the line management of the home.  Full details have already 

been provided in this respect in response to Question 12. 

 

Q15: When did the Department inspect the home, what recommendations did 
they make and how were they met? 
 

70. There are no records that assist in understanding whether any inspections were 

undertaken during the period 1973 – 1982.  Reports are available to show 

inspections of the home by the Department on five occasions between 1982 and 

1995 as follows: 

a. October 1982 – SWAG Inspection (Report at FJH 6613) 

b. February 1986 – SWAG Inspection (Report at FJH   ) 

c. June 1987 – SSI Inspection (Report at FJH 6726) 

d. January 1991 – SSI Inspection (Report at FJH 6896) 

e. 1994 – SSI Inspection (Report at FJH 7190) 

 

71. Detailed recommendations were made in each report.  They would have been the 

subject of review and comment sought.  In respect of the October 1982 report, for 

example: 

a. The recommendations are found throughout the report which commences at 

FJH 6613; 

b. By 30 April 1984 a detailed response to each of the recommendations made 

was provided by , Senior Social Worker.  This is found at FJH 

5239; 

c. Comment was subsequently provided by the Board (which notes the report 

was received in October 1983) detailing the recommendations that had been 

implemented, and those that it was not possible to implement.  See FJH 5263 

 

72. From these reports it will be seen the following actions arose:  

a. Relevant updated information was provided, such as to confirm the date of the 

most recent inspection by the Fire Authority; 
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b. Practical steps to implement change were noted, such as the provision of an 

estate car for the unit; 

c. Matters that could not be readily addressed were noted.  In this Inspection for 

example it was particularly noted that there was only one male on the staff of 

Fort James (the officer-in-charge) and a recommendation was made for a 

better gender balance to be achieved across staff.  The Senior Social Worker 

noted that this was recognised and taken into consideration when vacancies 

arose, while the Board noted that it had not been possible to implement that 

recommendation. 

 

73. The Inspection Reports were provided to the members of the Personal Social 

Services Committee (later the Community Care Committee) and a presentation in 

respect of same would have been given.  This can be seen, for example in 

relation to the 1986 report which was presented on the 7 November 1986, with 

the relevant extract of the minutes found at FJH 6690.  Confirmation was also 

given the Department that this had occurred, with relevant minutes provided to 

them.  See FJH 16290.   

 

74. The SSI Inspection undertaken of Fort James in June 1987 was presented to the 

Community Care Committee on 6 May 1988 (see FJH 6727).  That report had just 

one recommendation in respect of the home, relating to a programme of 

maintenance and interior decoration being required.  See FJH 6743.  This was 

recognised in the Monitoring Statement for the period ending 31 March 1988 (see 

FJH 6706-7).  By the period ending March 1990 a full programme of redecoration 

had been undertaken, which it was stated: “has provided a warm and homely 

environment for the children and staff are trying to maintain this high standard”.  

See FJH 6762. 

 

75. It is also perhaps apt to note that from 1987 the Department confirmed that 

inspection of Board Homes would be undertaken on a 3-yearly basis.  This is 

confirmed in correspondence dated 15 October 1990 at FJH 5291.  In coming to 

this conclusion it was recognised that: “…the Board’s own monitoring procedures 

were sufficiently well developed to render such frequent visits unnecessary…”. 
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76. Following inspection in 1991, which was the first inspection after the creation of 

Foyle Community Unit, there were a total of 12 recommendations, which are 

found at FJH 6927.   

 

77. The following events are noted during 1991: 

a. The inspection of Fort James took place during the week beginning 14 

January 1991; 

b. A meeting was arranged between Mr Carey, now Acting Assistant Unit 

General Manager, to discuss the report directly with the Inspector on 23 

August 1991.  Correspondence also passed between Mr Carey and the 

Department.  See FJH 7047; 

c. The final inspection report issued on 31 October 1991 – see FJH 7067; 

d. Mr Carey provided a detailed report with reference to each recommendation 

to the Unit General Manager, , on 12 November 1991 – see 

FJH 7047.   It is clear therefrom that there were some recommendations that 

management felt were already under review, others (such as the 

implementation of health and safety inspectorate recommendations) had been 

delayed despite attempts to action same, with recommendation 5 in relation to 

the cessation of using staff to act up could not be implemented as recruitment 

of an officer-in-charge had been unsuccessful following earlier advertisement 

and then had to await the outcome of NIPSA negotiations.  Issue was also 

taken with the suggestion that steps could have been taken to prevent two 

members of staff leaving beyond requiring them to serve their notice period; 

e.  On 17 December 1991 the Inspector undertook a follow-up inspection to the 

Home, the report of which is found at FJH 7066.  He concluded (at FJH 7071): 

“The majority of the recommendations made in the Inspection Report have 

been given due consideration by the Western Board since the Inspection was 

made.  At least 3 of them have been fully implemented and another 3 are 

being addressed.  It was anticipated that some of those outstanding could 

only be implemented in the longer term.  The inspector concluded that the 

recommendations made were valid at that time and that the Board should be 

commended for the considerable progress made with their implementation.” 
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78. Following inspection in January 1994 a total of 22 recommendations were made, 

which are listed at FJH 7236.  At the date of preparation of this statement 

documentation such as the Monitoring Report for Year End 31 March 1995 had 

not been located which would assist in considering what had been achieved with 

respect to these recommendations. 

 

79. Fort James Children’s Home closed on 31 March 1995. 

 

 

 

Statement of Truth 

 

I believe that the facts stated in this witness statement are true. 

 

Signed____________________ 

                      2 June 2015 

Dated_____________________ 
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(i) WHSSB Homes 
 

5.  In 1994 the WHSSB’s homes provided residential care for children in three 

large children’s homes; two of which were located in Londonderry and the other 

in Omagh. It also had access to voluntary children’s home places in Nazareth 

House (Londonderry) and Nazareth Lodge (Belfast). Children whose behaviour 

was not able to be managed within a children’s home setting were transferred 

to training schools located in either Belfast or Bangor and accessed according 

to the child’s religion.  

 

6. Unlike voluntary children’s home the Department has no regulatory requirement 

in respect of Board’s statutory children’s homes, as they were required to 

provide homes for children in their care. (Section 92 of the Children and Young 

Persons Act (NI) 1950, re-enacted by the Children and Young Persons Act (NI) 

1968). Day to day responsibility for the management of these statutory homes 

lay with an Assistant Principal Social Worker located within Foyle’s Family and 

Child Care Programme of Care who reported to the Programme Manager. 

 

(ii)  Fort James Inspection 1994 
 

7. Fort James children’s home was structured into two units: 

 

• an Adolescent Resource Team providing 12 residential places for young 

people aged over 13 years. Its aim was to provide “a care service from 

reception to long stay which would address the assessed needs of 

residents.” and 

• a Leaving and Aftercare Team which had access to three flats providing four 

places for young people preparing to leave care. An aftercare support/crisis 

intervention service was also provided for young people who had left care. 

 

8. The 1994 inspection of Fort James took place between the 17th and 21st 

January 1994. A total of 52.5 hours were assigned to completing the inspection 

fieldwork.  At that time the future of the home was uncertain as the Board had 

FJH-40182
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4 

 

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 

FJH-40908
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1         Now that was what was supposed to happen, BR7 --

2 A.  Uh-huh.

3 Q.  -- but the reality was far from that.

4 A.  It was, yes.  At the end of the day, you know, the Trust

5     or the Board was responsible for accommodating young

6     people.  That was kind of what we were told.  If there

7     wasn't a place elsewhere, you know, even though we

8     weren't geared up for a short stay, we still had to take

9     emergencies, you know.  They had to be accommodated.

10 Q.  Did that present problems for you in managing the home

11     and managing the children that you had?

12 A.  It did, yes, because you could not -- you know, it came

13     to light for myself.  I was doing a management course

14     and part of my practice element of that was establishing

15     a supervision process for staff, you know.  To do that

16     the first thing I did was to try to get the aims and

17     objectives of the home, you know.

18         I began to analyse what we were actually catering

19     for.  So this was everything from 5 or 6 years up to

20     18-year-old, and you were talking about short stay,

21     medium stay, long stay, and you were talking about

22     working with children with learning disabilities,

23     children with all kinds of other conditions.

24         So it was very complex, and to try and get a

25     supervision system in place that accommodated that was
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1     three or four floors, but it was like a big, big, big,

2     house, not a -- you know, like not -- you know, like

3     Termonbacca place.  It was like a row of houses, if you

4     know what I mean.  I know it probably doesn't make

5     sense, but that's the type of place I mean, but when you

6     went in, it was small children and older children to the

7     age of probably maybe 17 or 18 all going absolutely

8     crazy.  They were like -- it wasn't -- it was -- there

9     was TVs on in a couple of different rooms.  The

10     furniture was all broke.  Children was all -- gosh!

11     I can still hear the roaring and shouting in my ear.  It

12     was just one of them chaotic -- well, chaotic -- it was

13     just an explosion of kids and people standing about

14     probably looking going, "What under God am I meant to do

15     with this?"  It is just -- the aggressive part was

16     because there was a lot of older boys and they were

17     fighting and rolling about, and it was just something

18     that I had never seen before.  It was something out of

19     my comfort zone probably.  That's what I mean.

20 Q.  You go on in paragraph 23 to describe some of your

21     experiences there and you say that you were given pocket

22     money in a small brown envelope.

23 A.  Uh-huh.

24 Q.  You were taken to the shops by key workers where you

25     were allowed to spend this money.
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 the Applicant was not required after all, rather an assessment would be by 

 way of family therapy “with  herself gradually returning home.  Evidence 

 before the Inquiry confirms that Harberton was planned as a short stay 

 assessment unit which would provide a period of assessment for children 

 whose needs could not be assessed in the community.   

9.  The Place of Safety Order which the Applicant was initially placed under was 

 allowed to lapse and a subsequent consent was signed by her parent. 

10. At paragraph 22, the Applicant states that the “home [Fort James] was badly 

 run…”. No detail has been given as to why the Applicant makes such as 

 assertion. It is noted that before the Admission to Fort James, the Applicant 

 and her parents were invited to Fort James to have a look around and that a 

 coordinated plan was discussed and put in place in preparation for her move 

 to Fort James. It is clear from the records that the Applicants stay in Fort 

 James was to be on a short term basis with emphasis on family group work. 

11. At paragraphs 24-26, the Applicant describes a number of further incidents 

 which took place involving  during the short period of time 

 she was resident in Fort James.  It is further noted that she told her Key 

 worker  who was based in Harberton, about the priest visiting 

 but states that she didn’t tell her what was happening “because the welfare 

 didn’t understand or care”.  Given that the Applicant herself states she did not 

 inform her key worker about the incidents, and the absence of any other 

 document in the possession of the HSCB to confirm otherwise, the position of 

 the HSCB is that it is most likely the key worker did not have any knowledge 

 of the events as described by the Applicant. 

12. Upon her Discharge the Applicant was taken to Dr Munro for her discharge 

 medical . 

13. It is noted that  was some time later interviewed by the 

 Police in relation to the incidents set out by the Applicant.  When asked about 

 his visits to Fort James,  states he had not visited. 

14.   At paragraph 28 the Applicant states that she was discharged from Fort 

 James n the 1st December 1980 and she went home.  The discharge records 
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1     there and we know that she was there in November 1980.

2         Now this would have been at the time when you were

3     doing your CSS course.  So in that month for two weeks

4     of that month you would not have been in the home.

5 A.  That's correct, yes.

6 Q.  But you in the statement that you provided to the

7     Inquiry certainly said -- sorry.  The page references

8     are, in fact, changed on this.  Sorry.  It's at 40903

9     and it's 3rd -- yes, 3rd April statement.  40903.  Yes.

10     Can I just -- that's the statement, FJ7, that you gave

11     to the Inquiry in April 2014.  Is that right?

12 A.  Yes.

13 Q.  As I was saying there -- just if we can scroll down

14     through it -- you talk about people who visited the

15     unit.  You were specifically asked -- if we can scroll

16     right down, please -- what your recollection was of any

17     priests calling at the unit.  First of all, at

18     paragraph 2 you said in the early days that recording

19     was done in the large day-to-day diary and any visitors

20     or untoward incidents were logged there by management

21     and key workers.

22         I was saying that while we do have documentation

23     post-1980, it is likely that anything prior to that has

24     been destroyed, and we certainly have seen no documents

25     in relation to Fort James of an earlier date than the
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1     early '80s.  So we don't have any documentation.  We

2     don't have the day-to-day diary or the untoward

3     incidents or visitors' records from that time, but you

4     yourself have no recollection of any priests calling at

5     the unit, although you remember that when young Catholic

6     children were making their first communion and

7     confirmation, that was done through the school.

8 A.  Yes.

9 Q.  You remember young Protestant children making their

10     confirmation and that being done through their church

11     and Sunday School, and that key workers would have been

12     involved in dealing with those members of clergy in

13     respect of that.

14 A.  Uh-huh.

15 Q.  When we were talking earlier, you did say that you had

16     a vague notion of a local priest visiting when one girl

17     was making her confirmation.  Is that correct?

18 A.  Yes.

19 Q.  We talked about the name of that child and it certainly

20     wasn't the person who had spoken to the Inquiry about

21     a priest visiting her, and you thought the priest, who

22     was the local priest at that time, was a Father .

23 A.  Yes.

24 Q.  He is the only person you ever remember seeing in Fort

25     James?
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1     report RUC officers to the RUC."

2 A.  Yes.

3 Q.  Now in the 49-page document that you have provided --

4     you know the document I am talking about?

5 A.  Yes.

6 Q.  We had a look at earlier.  You date this event around

7     March 1981.

8 A.  Yes.

9 Q.  So it's coming towards the end of your time in Fort

10     James, and I'll just give the Panel a reference for

11     that.  It is on internal page 30 of the document.  It is

12     at 40849, where it is March 1981.  Can you remember why

13     you -- is there something that lets you place it around

14     that time?

15 A.  I just remember it was like springtime.

16 Q.  Springtime?

17 A.  Yes.

18 Q.  But towards the end of --

19 A.  Yes.

20 Q.  -- your --

21 A.  Well, yes.

22 Q.  That would be your only spring, as it were --

23 A.  Yes.

24 Q.  -- in Fort James.  So that's what has you saying around

25     that?
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1     staff or colleagues of his took place, I was asking at

2     that stage, "Would you have expected to know about it?"

3     Now we are talking about in or around March, spring of

4     1981.  I know you were still at that stage engaged in

5     the CSS course.  So you weren't full time in the unit,

6     but would you have expected to hear about such

7     an incident?

8 A.  Well, I would have -- yes, because I would have always

9     read the log books whenever I came back to catch up.

10 Q.  And you would have expected to see something like that

11     --

12 A.  Yes.

13 Q.  -- recorded there?

14 A.  Yes.

15 Q.  I am going to move on to talk about a matter that the

16     Inquiry has been looking at, FJ7.  I know that this was

17     a difficult matter for you to discuss when we were

18     discussing it earlier.  So I will do a lot of the

19     talking and try to make it a little bit easier for you.

20         In your third statement you address this.  That's

21     the statement which is at -- I will just check the

22     page reference number.  That's 813.  That's the issue of

23     a former officer in charge -- sorry.  It is changed

24     I think.  This is now -- yes.  I think I have maybe

25     given the wrong page reference.  The third statement is
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1 A.  Yes.

2 Q.  So if that changes, that's something we will be able to

3     look at.

4 A.  One of the things about that incident was that that was

5     1981.  I left Derry in 1984, but from 1981 to 1984 I was

6     constantly stopped and harassed by police.  I am in no

7     doubt that was because of -- it started in that time.

8 Q.  Again at the moment it has not been possible for the as

9     yet Health & Social Care Board to trace the lady who you

10     refer to as her husband coming to your assistance, and

11     if we are able at some stage to take that further

12     forward, then that's what we'll do.

13         You say in your own statement that you didn't report

14     the matter at the time and you have expressed your

15     reason for that, that you didn't feel it was going to

16     help to report the police to the police.

17 A.  Well, this was 1981, and however things may have

18     improved in Northern Ireland, in 1981 it was

19     a completely different time, different place.  Derry was

20     very different, and at 17 years of age no-one ever asked

21     me did I ever want to make a complaint, did I ever have

22     any concerns, and I certainly wouldn't have gone to

23      because you told me here on 3rd March last

24     year that he knew my mother for a full two years before

25     he met me.  So my impression of that man was that he had

SJM 56



Day 126 HIA Inquiry 15 June 2015

www.merrillcorporation.com/mls

Page 21

1     always -- he had made up his mind before he had even met

2     me.  If he knew my mother for two years before I even

3     met him, then, you know, that confirmed it.

4 Q.  You have set out in the document you have provided your

5     views about that.  As I said to you then and I will say

6     it again now, when you read the suite of the material,

7     he does on a number of occasions express the view that

8     he wasn't taking your mum's side in being of the view

9     that you were the difficult one.  I'm trying to put that

10     in a -- he certainly expresses the view that she was

11     making life very difficult for you.  So in fairness to

12      who is not here to answer for himself,

13     the records suggest he was not taking the view that your

14     mum was blameless in the difficulties that were arising

15     between you.

16 A.  Yes.

17 Q.  But you mentioned -- you have taken me on, HIA60, to the

18     question I was going to ask you, which was you didn't

19     feel able to report it to the police.  The 2003

20     statement doesn't report it to the police, because it is

21     dealing with the other matter connected to Termonbacca,

22     but all I can do then is look at the March 1981 case

23     record, if we just look at 50039, because if what I am

24     understanding is correct, you are not saying for certain

25     it was definitely March.  It could have been February.

SJM 56



FJH-377OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

FJ 36

SND 466

SND 466

FJ 7



FJH-377OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

FJ 36

FJ 7

SND 466

SND 466



FJH-020OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

SND 132

FJ 35

SJM 56

SJM 56

SND 466



FJH-378OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

SND 466

SND 466



FJH-30377OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

TL 9

TL 9

FJ 30

FJ 30

FJ 36

FJ 36

FJ 30

FJ 30

FJ 36

FJ 30

FJ 36

FJ 36

TL 9



FJH-30378OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

TL 9

FJ 30

FJ 30

FJ 30

FJ 30

FJ 30

FJ 30

FJ 36

TL 11

SND 425

TL 20

TL 9



FJH-627OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

TL 11

SND 425 TL 20
FJ 36 TL 17

FJ 30

FJ 30

TL 20 TL 11

FJ 30

FJ 30

TL 9

FJ 30

FJ 36

FJ 36

FJ 30

FJ 36 FJ 30

FJ 30

FJ 36 FJ 30



FJH-631OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

TL 11

FJ 36

TL 11



FJH-30381OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

FJ 36

FJ 36

FJ 36

FJ 30

FJ 30

FJ 30

FJ 30



FJH-30385OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

FJ 36

FJ 30

FJ 30

FJ 30

FJ 30

FJ 36



FJH-30385OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

FJ 36

FJ 30

FJ 30

FJ 30

FJ 30

FJ 36



FJH-30360OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

FJ 30

FJ 30

HH 5

FJ 36

FJ 30

FJ 36



FJH-30361OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

FJ 30

FJ 30



FJH-30362OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

FJ 30

FJ 36

FJ 36

FJ 36

FJ 30



FJH-30363OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

FJ 30

FJ 36

FJ 
36

FJ 36

FJ 36

FJ 36

FJ 30



FJH-30364OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

FJ 30

FJ 36

FJ 36

FJ 36

FJ 36

FJ 36

FJ 36

FJ 36

FJ 36

FJ 36

FJ 30

FJ 36

FJ 36



FJH-30365OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

FJ 30

FJ 36

FJ 36

FJ 36

FJ 30



FJH-30366OFFICIAL-SENSITIVE-PERSONAL

OFFICIAL-SENSITIVE-PERSONAL

FJ 30

FJ 36

FJ 36

FJ 30



FJH-30990

FJ 36
FJ 30

FJ 7

FJ 7

FJ 30

FJ 7

FJ 7

FJ 36

FJ 36

FJ 36

FJ 36

TL 17



FJH-30990

FJ 36
FJ 30

TL 17

FJ 7

FJ 36 FJ 7

FJ 36

FJ 36

FJ 30

FJ 7

FJ 36



FJH-30991

FJ 36

FJ 36

FJ 32

FJ 36 FJ 32

FJ 7

FJ 36



FJH-30992

FJ 36

FJ 36

SND 119

SND 119

TL 4

SND 119

TL 4

FJ 36

TL 20

TL 17



FJH-30993

TL 4

SND 119

FJ 36

FJ 36 FJ 30

FJ 32

FJ 31

FJ 31

TL 20



FJH-30991

FJ 36

FJ 36

FJ 32

FJ 36 FJ 32

FJ 7

FJ 36



FJH-30994

SND 40

FJ 36

TL 20

TL 4

TL 4

HH 5



FJH-30995

TL 20TL 4

TL 20

FJ 30

FJ 44

SND 150



FJH-30996

FJ 36

FJ 7

TL 4

FJ 40

FJ 7

FJ 32



FJH-30997

FJ 30

FJ 36

FJ 30

FJ 36 FJ 36

FJ 36

FJ 36 FJ 36

FJ 30

FJ 36 FJ 36

TL 9

FJ 30

FJ 36

FJ 30
FJ 36

FJ 30FJ 36

FJ 36

FJ 36

FJ 5



FJH-30998

FJ 30

FJ 36

FJ 36

FJ 30

FJ 30

FJ 30

FJ 30

FJ 30

FJ 30

FJ 30

FJ 36

FJ 30
FJ 30

FJ 30

FJ 30
FJ 30

FJ 30
FJ 30

FJ 36

FJ 30FJ 30

FJ 30

FJ 5



FJH-30986

FJ 36

FJ 7

TL 4

TL 20

TL 17 TL 20

FJ 7 TL 4

FJ 32



FJH-30987

TL 4

FJ 32



FJH-30987

TL 4

FJ 32



FJH-30983

FJ 36

FJ 36

FJ 36

FJ 40

FJ 40

FJ 40

FJ 30
FJ 30

FJ 36 FJ 40
FJ 7

FJ 7

FJ 34

FJ 36
FJ 30



Day 124 HIA Inquiry 10 June 2015

www.merrillcorporation.com/mls

Page 10

1     for legal reasons they wouldn't have been told, you

2     know, but I thought they might have known some more

3     detail about it.  I actually didn't find out about it

4     myself until just a few weeks ago.  I actually saw the

5     statement for the first time.

6 Q.  You say that the staff were left wondering whether this

7     had happened or not effectively.

8 A.  Yes.  The staff -- the impression I got when I arrived,

9     you know, that FJ5 had made a big impression on the

10     place, you know, that he was very professional in his

11     approach.  I think he was the first professional --

12     professionally qualified staff member there, and I think

13     the staff looked up to him, you know.

14         So from that point of view I suppose they found it

15     difficult to know what to believe, and then when the

16     case collapsed, you know, there were -- it still hadn't

17     been resolved one way or another.  So I think there was

18     mixed loyalties about what to believe, you know.

19 Q.  Certainly there was no feedback from the interviews that

20     the staff had had with the management to inform them of

21     any views of management about the matter that you're

22     aware of?

23 A.  Not aware of, no.  It may have happened before

24     I~arrived, you know, but ...

25 Q.  But presumably when you arrived and this was the sense
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(i) WHSSB Homes 
 

5.  In 1994 the WHSSB’s homes provided residential care for children in three 

large children’s homes; two of which were located in Londonderry and the other 

in Omagh. It also had access to voluntary children’s home places in Nazareth 

House (Londonderry) and Nazareth Lodge (Belfast). Children whose behaviour 

was not able to be managed within a children’s home setting were transferred 

to training schools located in either Belfast or Bangor and accessed according 

to the child’s religion.  

 

6. Unlike voluntary children’s home the Department has no regulatory requirement 

in respect of Board’s statutory children’s homes, as they were required to 

provide homes for children in their care. (Section 92 of the Children and Young 

Persons Act (NI) 1950, re-enacted by the Children and Young Persons Act (NI) 

1968). Day to day responsibility for the management of these statutory homes 

lay with an Assistant Principal Social Worker located within Foyle’s Family and 

Child Care Programme of Care who reported to the Programme Manager. 

 

(ii)  Fort James Inspection 1994 
 

7. Fort James children’s home was structured into two units: 

 

• an Adolescent Resource Team providing 12 residential places for young 

people aged over 13 years. Its aim was to provide “a care service from 

reception to long stay which would address the assessed needs of 

residents.” and 

• a Leaving and Aftercare Team which had access to three flats providing four 

places for young people preparing to leave care. An aftercare support/crisis 

intervention service was also provided for young people who had left care. 

 

8. The 1994 inspection of Fort James took place between the 17th and 21st 

January 1994. A total of 52.5 hours were assigned to completing the inspection 

fieldwork.  At that time the future of the home was uncertain as the Board had 
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of Children’s Homes Direction (Northern Ireland) Order 1975.  He visited 

monthly, providing a written report.  See, for example, FJH 17740. 

 

50. Management Audit Visits were also undertaken to the Home by the Principal 

Social Worker.  A detailed report was undertaken following such visits, which 

were undertaken at a level of in or around 6-montly.  (see for example, FJH 

15623, 12 September 1989; FJH 15612, 21 August 1990; FJH 15628, 17 

December 1990)  These reports were forwarded through the line of management, 

i.e. to Principal Social Worker (Residential and Day Care), Assistant Director of 

Social Services (Group) to the Director of Social Services. 

 

51. Records also show that the Assistant Director and Director visited the home from 

time to time, as he would with all facilities within the Board area (see for example 

FJH 15399 following a visit on 24 October 1989)  

 

Q13: Did the Board identify any problems, and if so how were they dealt with? 
 

52. The Inquiry will be aware that a particular problem was identified in relation to 

peer abuse within Harberton House.  Separate statements are being filed with the 

Inquiry in relation to same.  It is noted that this first came to attention of staff on 

15 March 1990.  By 23 April 1990 the issue had already been discussed at the 

Area Executive Team (19 April 1990) and a “task force” had been proposed to 

achieve a more comprehensive analysis of this difficult issue as outlined in a 

memo from Mr Frawley to  on 23 April 1990 at FJH 10199.  By July 

1990 the issue had been discussed with the Department (FJH 10492).  A Review 

Report was available in November 1990 and presented at the Community Care 

Committee and to the Board.  The Review Report was also provided to the 

Department.  On 13 February 1991 Mr Frawley wrote to the Department 

enquiring “if the Department would consider a separate allocation to address this 

very worrying problem”.  He also highlighted the financial position of the Western 

Board.  See FJH 10979. 

 

53. Problems were also identified with ensuring the property was properly 

maintained, both in relation to the interior and exterior.  By 1986 the cycle for 
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• there was an absence of any response by the Board to provide 

psychiatric and psychological care and treatment for children or 

support for staff in the face of a most unusual incident; 

• the prospect that this was a new phenomenon which might 

possibly occur elsewhere given the characteristics of children 

now being received into care; 

d) By minute dated 9 July 1990, Mr Hunter requested a meeting with Dr 

Harbison and other senior officials to consider inter alia whether some 

form of formal investigation of the Board’s actions should be 

undertaken. This was agreed. 

e) At the Department’s instigation, a Review Team which included 2 

senior officers from the Board was established in August 1990.   The 

team, led by Mr R Bunting, the Eastern Board’s Assistant Director of 

Family and Child Care, reported in December 1990; 

f) It is clear that the Board had taken no action to address the incidents of 

peer abuse in Harberton House and had not indicated that the problem 

was more widespread i.e. occurring in other homes. 

 

5. It was because we only had information about the extensive peer abuse in 

Harberton house that the Department proposed terms of reference which 

were developed before the Western Board altered the Terms of Reference 

which were applicable to Harberton House only. The Board decided to widen 

the scope of the Review and in my view this would only lead to a dilution and 

not address the events in Harberton House. I would also wish to point out that 

the emphasis on resources available to the Board generally was being used 

to attempt to extract more resources from the Department. It was 

opportunistic. This is borne out by the General Managers presentation of the 

Review to a Board Committee (FJH10991) in which he is recorded as stating 

that a key aspect of the exercise was to assess the significant resource 

implications that this new major development would present to the Board. 

 

6. My concerns about the revised terms of reference were that the failure to 

focus in on events in Harberton House would mean that the Review Team 

would not address fully what happened, why it happened and how did it go on 

for so long without being detected. It was clear that the Board had not 

discharged its duty of care to the children who had been abused while being 

placed in the care of the Board and placed in Harberton House. 
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1 Q.  Okay.  Thanks very much.

2 A.  Okay.  Thank you.

3 MR LANE:  Just to follow up with that, who actually decided

4     on admissions?  Was it for a social worker to ring you

5     up and say, "Can I have a place?" or was it one of the

6     Principal Social Workers or whatever?

7 A.  It usually was through the Principal -- it wasn't just

8     ringing up, unless it was out of hours, unless there was

9     something going on out of hours, but no, it was usually

10     through Principal -- you know, Senior Social Workers.

11     It wasn't directly to us.  We would have told by our own

12     either Assistant Principal or Principal that kids needed

13     to come into care.

14 Q.  So they actually controlled the admissions in effect

15     really?

16 A.  Well, yes, up to a point.  We had no real say, you know.

17     We would -- we would have liked to and we clearly on

18     paper wanted to, and we wanted to be very clear on who

19     we believed we could care for and who we couldn't, and

20     also the numbers were important as well, but if a child

21     needed to be cared for and there was nowhere else for

22     that child to go, then it was possible to create ...

23 Q.  To go back to the building, the central part of the H

24     was administration and things like this, wasn't it?

25 A.  Well, yes, kitchen -- a kitchen, and in the early days
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together with the capacity of Boards themselves to redeploy resources through 
efficiency savings etc. The formula also included a factor for the cost of regional 
services, provided in the main by the Eastern Health and Social Services Board 
in Belfast Teaching Hospitals. The formula was based on equivalent formulae in 
England, Scotland and Wales for hospital and community health services.  
 

4. As I understand the process of developing the PARR formula, it required 
substantial statistical input. I also understand the working group involved included 
representatives from the four Boards. The four Boards received copies of the 
report of the working group and I am unaware of any criticism of its conclusions 
at the time. It was only later that I became aware of the Western Board’s 
concerns, which, as I recall them, reflected a belief that the formula did not 
adequately take account of higher levels of social disadvantage in the Western 
area, which resulted in higher levels of morbidity and social need. I cannot recall 
how or when those concerns were communicated, but eventually they resulted in 
a review of the formula.  

 
5. All Boards regularly complained about underfunding for service provision (a 

perennial problem affecting the HPSS in NI and elsewhere), but I believe initially 
only the Western Board argued the case for relative underfunding. In particular 
the Eastern Board felt it was under resourced in regard to its provision of most 
regional medical services and the provider of hospital services of last resort to the 
population of NI as a whole (when a local hospital could not provide the care 
required). As far as I can recall, the Western Board never argued through its area 
and operational planning process that it was underfunded for a particular service. 
Had the Board done so, I am confident the Department would have expected the 
Board to reallocate resources from within, given its responsibility for allocating its 
budget to best meet the needs of its local population. Had the Department 
intervened with additional money it would have undermined the Board’s 
responsibility for service delivery and assumed a regional responsibility for 
service provision and management. That would have been contrary to the 
principle of subsidiarity on which the respective roles of the Department and 
Boards were based. 
 

6. I do not recall the events leading up to the review of the formula, including any 
meeting I may have had with Mr Frawley. Nor can I recall any objective evidence 
produced by the Board to justify its allegation of relative underfunding – beyond 
a belief on the Board’s part that the formula was unfair on the Western Board, 
given the extent of social disadvantage in its area and population movements 
across Northern Ireland. I am not aware of any agreement on the Department’s 
part that the Western Board in particular was underfunded as all Boards could 
claim they were underfunded to the extent that they each had to prioritise their 
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1     when you were talking about the review and the

2     recommendations, and you said that you were looking for

3     additional fund for the development of an assessment

4     centre --

5 A.  Yes.

6 Q.  -- and were kind of hoping for his support for that.

7 A.  Uh-huh.  Yes.

8 Q.  Was that support forthcoming and did you receive any

9     explicit funding specific for ...?

10 A.  Well, regrettably I have checked before coming here,

11     been trying to identify this.  What we did do was you

12     will be aware that Fort James eventually closed --

13 Q.  Uh-huh.

14 A.  -- and some of the children who had not been placed went

15     to Harberton.  Nazareth House had also closed.

16     Termonbacca had closed and Nazareth House subsequently.

17     We opened a series of much smaller homes around the

18     city.  One of those on the Waterside on the link road

19     was used as an eight-bed assessment unit and emergency

20     admission centre.  That came out of that revised

21     residential childcare structure.

22 Q.  How many years later would that have been about?

23 A.  It would have been certainly ten.

24 Q.  Okay.  Presumably the length of time wasn't just about

25     giving time for a strategy to be decided.  It was
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1     would have considered them, but looking at their -- the

2     feasibility of the design of the unit in terms of

3     supervision of children, where the unit was located, you

4     know, the planned -- whether or not there were planned

5     bedrooms, etc, all the sort of issues that would impact

6     on the professional practice.  So we would have

7     commented in detail on those.

8         That -- a series of questions -- having -- after the

9     Department had looked at the plans a series of questions

10     then would have gone back and forward between the

11     Department and Boards, and eventually the Boards would

12     have come up with a planning bid that the Department

13     could approve.  That then went as part of I gather the

14     public expenditure survey bids, and the Department then

15     bid for that -- those monies in addition to the --

16 Q.  Their own budget?

17 A.  -- the normal -- yes, and in addition to the normal

18     revenue monies allocated to the Board, and mostly

19     I gather they were successful in obtaining the money.

20     So that would have gone -- those -- the capital for the

21     building of the home would probably have gone as part of

22     the Departmental funding to the Board, not as a discrete

23     amount to be used in a particular way.  Having said

24     that, I wouldn't like to stand by everything I said.

25     This is just my understanding --
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1     have been in it and so forth.

2         I know that you can't say definitively what happened

3     in 19... -- probably late '70s, before Harberton opened

4     in 1980 --

5 A.  Uh-huh.

6 Q.  -- but one question I wondered -- and I think you have

7     probably answered this -- is that: would it have been

8     possible for the Department to attach conditions to the

9     set-up of a particular home, first of all?

10 A.  Yes.  It would have been possible to set conditions, but

11     it is unlikely, given the kind of degree of

12     communication between the Department and the Board,

13     that -- it is unlikely that the Department would have

14     had to set conditions, because the final bid would have

15     had all of the elements that the Department wished the

16     home to address and consider, and therefore there

17     wouldn't have been a need to set additional conditions.

18 Q.  So there would have been a degree of negotiation saying,

19     "Look, we think you need to look at this aspect of it.

20     You know, it is too big a size or where you are locating

21     it" --

22 A.  Exactly.

23 Q.  -- "is not a good idea.  So therefore we won't approve

24     this bid unless you change this", and that would have

25     been then resulting --



Services (Northern Ireland) Order 1972 (the 1972 Order) and were 
responsible for the delivery of children’s social care services under the 
Children and Young Persons (NI) Act 1968.    
 

1.5 According to the DHSS evidence to the Hughes Inquiry3 , proposals for the 
development of children’s homes during this period were considered within 
the planning systems operating for health and personal social services as a 
whole.  A Board was required to submit an assessment of need and an 
operational policy to the DHSS for each facility proposed.  The submission 
was required to cover the level of existing provision, the extent of the need 
identified, the type of service to be provided in the facility, the physical 
provision required and the proposed staffing level and structure.  The Eastern 
Health and Social Services Board’s proposal to establish Willowfield 
Children’s Home was submitted by the DHSS to the Hughes Inquiry as an 
example of such an assessment of need and operational policy4. 
 

1.6 A case put forward by the Board was considered by the DHSS’s 
administrators and professional advisors.  If the need was agreed and the 
outline of the proposed development was considered appropriate, approval in 
principle was given.  The scheme was then costed in detail in capital and 
revenue terms and again considered by the DHSS’s administrators, including 
those of Finance Division, and professional advisors.  The priority to be 
attached to the scheme was considered in the light of competing demands in 
respect of developments for other client groups or services.  If awarded the 
necessary priority, the scheme was admitted to the DHSS’s Capital 
Development Programme.   
 

1.7 The Department has conducted a search of Departmental records and has 
been unable to locate any information relating to the Western Health and 
Social Services Board’s (WHSSB) assessment of need and operational policy 
in relation to Harberton House Children’s Home.  We have no reason to 
believe, however, that the DHSS procedures outlined above were not followed 
in this case.  
 

2. What information was gathered to indicate how these homes would fit 
with and complement the other child care services provided by the 
Western Health and Social Services Board? 
 

2.1 As noted above, MoHA’s and DHSS’s professional advisors were closely 
involved in the scrutiny of applications from welfare authorities and Boards to 
establish new children’s homes.  MoHA Children’s Inspectors and the DHSS 
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Social Work Advisory Group (SWAG) commented on the specifics of 
submissions in terms of standards of accommodation, numbers of children 
and staffing arrangements etc.  They also had an overview of existing 
statutory and voluntary children’s home provision within the region and their 
views on the need for new provision would, of necessity, have had to take 
account of existing and projected numeric provision, as well as qualitative 
inadequacies or gaps in services and how the proposed home might address 
these or complement other necessary developments in child care services.  
 

2.2 The Department does not currently have access to any documentation 
relating to the WHSSB’s rationale for the establishment of Fort James and 
Harberton House Children’s Homes, nor that of the MoHA’s and DHSS’s 
decisions to approve the homes.  We believe, however, that the information in 
the specimen assessment of need and operational policy referred to above, 
does not reflect the degree of discussion and engagement with the statutory 
authorities that is likely to have taken place before these departments could 
endorse and commit to such capital expenditure.  For example, in the case of 
Harberton House, which was to include a short term assessment function, it is 
unlikely that due regard would not have been given by the DHSS (and SWAG, 
in particular), to the robustness of the WHSSB’s plans to avoid children 
remaining in the home longer than necessary.  Part of this consideration 
would had to have been the extent to which other services were in place to 
enable children to be assessed and moved in a timely manner to appropriate 
longer term placements.  Also, whether these services and (in the case of 
children who were to return home) family support services, were sufficiently 
adequate to support the proper functioning of a residential assessment unit 
within the Board’s continuum of services.     
 

3. What was the process for approving funding to the Boards and was any 
funding ring-fenced for the provision of social services? 
 

3.1 The DHSS did not have a process for ‘approving’ revenue funding to Boards, 
nor did it ‘ring-fence’ finances for specific services delivered within the social 
services or health services.   Rather, funding resources were ‘allocated’ to 
Boards who were responsible for determining priorities and meeting the 
assessed health and social care needs of their populations.   
 

3.2 Boards were established in 1973 and the Department is seeking to determine 
how revenue resources were allocated prior to 1980, when the formula known 
as the ‘PARR’ formula was adopted to determine the allocation of health and 
social services revenue funding to each of the Boards.  The following 
paragraphs explain briefly how revenue funds were allocated and capital 
monies were provided to Boards from 1980 when the ‘PARR’ funding formula 
was introduced, until 1996, when it was replaced by the formula currently in 
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1     honestly have any recollection of that.

2 Q.  Okay.  We were told that there was an earlier complaint

3     in 1989 made against this staff member, again alleging

4     physical abuse.  That was investigated by the Assistant

5     Principal Social Worker,  and the Principal

6     Social Worker.  They determined that the complaint

7     wasn't founded.

8         Now I would not expect you to remember about that,

9     because at that time you were actually in Cork --

10 A.  That's right.

11 Q.  -- being qualified.

12         But there was another child complained that this

13     staff member was rude to her in 1994.  It is recorded

14     that the officer in charge of Harberton found no breach

15     of professional practice.

16         Now we were discussing this earlier, and it seems

17     that -- well, you would have been the officer in charge

18     in 1994 --

19 A.  Uh-huh.

20 Q.  -- although there was a time when you were acting up in

21      role during that time.

22 A.  Yes.

23 Q.  But as it was reported to the officer in charge, it is

24     most likely you were the person who investigated this.

25     I think the record actually showed that it was you.  You

TL 4

TL 4
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1     needed.  I can say looking, you know, back now, I mean,

2     that was an evolutionary rather than a revolutionary

3     process.  It took time, over time, but we didn't stop.

4 Q.  Well, HH5, that's all I want to ask you about unless

5     there is anything further you feel that we haven't

6     covered that you want to tell us about your time in

7     Harberton particularly.

8 A.  Could I go back just a bit, because you were talking

9     previously about the incident in relation to

10     and some of those ones.

11 Q.  Yes.

12 A.  The -- not specifically speaking about , but

13     in that context where you have people who end up having

14     to confront children whose behaviour is out of control,

15     I mean, we struggled for many years trying to look at

16     how we could actually deal with those children.

17     People -- we had a limited number of male staff and

18     a greater proportion of female staff.  There was

19     a natural inclination when kids were out of control that

20     there was almost an over-reliance on male staff to try

21     and support female staff in dealing with it.  I always

22     believed that left them vulnerable, you know.  Plus it

23     did not do any good to the relationship between them --

24     male staff were repeatedly coming in to try and deal

25     with difficult situations, and that was recognised, you

HH 15

HH 15
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1     know, by the staff.

2         We for many years tried to find a model to try and

3     work with children who presented challenging behaviour,

4     and that created difficulties, because any models that

5     we looked at were all related to working with adults in

6     psychiatric units and so forth.  It was totally

7     inappropriate for children.  So rather than pick one

8     thing and go with it, myself and managers and the

9     training team in the Western Board spent a long time

10     trying to find a model that would be appropriate,

11     because prior to that time we were given some general

12     information about how to try and diffuse a situation --

13     "Use your relationship.  Try and avoid confrontation" --

14     you know the usual things you try and do not to heighten

15     the situation with kids, but when the situation broke

16     down to the point where a child needed to be held, there

17     were no directions about how you could appropriately do

18     that, safely do that, and that was the big gap.  It

19     wasn't until the introduction of Therapeutic Crisis

20     Intervention as a model, which was in the mid-'90s, that

21     staff were finally given appropriate training on how to

22     manage and deal with very challenging behaviour.  That

23     really was about -- 90% of that programme was about how

24     you actually de-escalate situations, how you work with

25     children in helping them recognise the trigger points
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