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THE INQUIRY INTO HISTORICAL ABUSE 1922 TO 1995

I, BAR14

, will say as follows:-

1 I qualified as a social worker in
and was employed, between
, by the County Antrim Welfare Authority.
2 Between
I was employed by the
Eastern Health and Social Board as
, working
in the North and West Belfast District, with responsibility for family
and child care services
3 In
I commenced employment with the Barnardo
organisation, initially as
.
Later the same year I was appointed as
with responsibility for Barnardo’s work in Ireland.
4 Between
I was employed by the Social Work
Advisory Group (later the Social Services Inspectorate), Department
of Health and Social Services, as a Social Work Advisor. From
I held the position of
5 Between
I held positions with the Guardian ad Litem
Agency for Northern Ireland, the Presbyterian Church in Ireland and
the Registration and Quality Improvement Authority.
Barnardo procedures in1980 for dealing with allegations of abuse by
staff
6 I cannot recall in detail the procedures for dealing with allegations of
abuse by staff in the 1980s. I am certain that, in the first instance, the
manager of the home concerned would have reported any allegation
to the Senior Residential Officer, (SRO) who would have reported the
allegation to myself. The SRO would have conducted a preliminary
investigation along with the manager of the home and reported their
findings to myself.
7 I would have been expected to report any allegation of abuse by a
staff member to the National Director of Barnardos in London. I do
not recall if, at that time, there was a procedural requirement for all
allegations of abuse to be reported to the Police.

BAR-1022

HIA BAR 4524-4525
, BAR1
8 BAR24 ’s statement refers, inter alia, to BAR2
and BAR3
respectively. HIA will be aware that
criminal proceedings were brought against BAR2
and
BAR1 arising from their work at Macedon Children’s Home.
9 BAR24
states (BAR-4525) that he has no recollection of his having
informed me of the matter dealt with in his written report dated
(BAR- 4242). I do not have any recollection of having read
BAR24 ’s report, or of the question of referral to the RUC having been
discussed with me.
10 BAR-4242 is a file note of a conversation between BAR24
and
.
This
would
appear
to
indicate
that
the
considered
view
BAR8
of both was that the allegation reported by BAR2
that
had put his arm around BAR46
, and also had on
BAR3
occasions attempted to kiss him, should not be pursued. Furthermore,
that BAR24
did not consider that “any well intentioned crossexamination at this stage might do damage to all concerned, especially
in view of the climate in the Province at present”.
11 I cannot say with certainty what my view would have been had this
matter been reported to me at that time. At the very least, I think I
would have taken advice from Barnardos Headquarters, and I think that
I would have instructed my colleagues to report the matter to the
responsible statutory authority.
HIA BAR-4522
12 BAR-4522 is a statement signed by myself on 25 April 2011 in the
presence of Detective Constable G Eastham. In this statement, I recalled
having written a report some years previously in which I expressed my
doubts about BAR3
. I recalled that he had been accused of
misappropriating children’s pocket money and it was also believed that he
was homosexual. I also stated that I had no concerns that children at
Macedon were being abused by staff.
13 It is my recollection that, having signed this statement, D/C Eastham
then showed to me a final staff report I had written about BAR3
following his resignation from Macedon children’s home. It was standard
practice to submit to Barnados HQ a final report on all staff when they
resigned. This final report was consistent with what I had told D/C
Eastham.
Comment
14 In the 1980s Barnardos was a progressive voluntary child care
organization, committed to innovation and the development of child care
services. Within the organisation nationally there was zero tolerance of
professional malpractice, including the abuse of children by staff. There
were procedures for the reporting of all disciplinary matters to Barnardos
HQ; the Divisional structure in Northern Ireland was well supported by a
competent personnel department in Barkingside.
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BAR 5295; 8501/2
1
’s statement that she told BAR14
that
BAR8
should never again be employed to work with children.
BAR3
I do not recall this specific conversation with BAR8
, nor do I recall
having been made aware by any member of Barnardo staff that
had allegedly got into bed with BAR46
while on an
BAR3
outing to Dublin. Had I been made aware of this detail I am sure that
reference would have been made to it in my final staff report on
BAR3 , dated
2
In my final report on BAR3
, dated
, I stated, “I
have grave doubts as to BAR3
reliability and certainly would not
recommend him for a position of trust, or for any post in a social work setting”
My intention in stating this was clearly to block any future application by
to re-enter social work, either with Barnardos, or any other similar
BAR3
organization.
BAR 8505
3
’s statement that I told BAR77 that I would sack
BAR8
three members of staff, or at least discipline them.
I think it unlikely that I volunteered to sack three members of staff as, even
then, that would not have been a routine matter. I may well have sought to
assure BAR77 that the conduct of three members of staff would be
investigated and appropriate action taken.
4
BAR 144 In my note of the visit to BAR77 , I made no reference to the
disciplining of staff.
5
I have no recollection of what action was taken by way of investigation,
or whether any form of disciplinary action was considered.
6
BAR 143 indicates that BAR7
expressed concern to the
three staff involved regarding their individual responses to HIA101 ’s alleged
stealing, and that she directed them make a record of their actions in the
Punishment Book.
7
BAR 146 In his record of a meeting with staff at Macedon Children’s
Home on
, BAR24
stated, “ The reason for my visit was to
express senior staff concern for the handling of the incident in general, and
the punishment administered to HIA101 in particular.
I expressed some concern that three members of staff punished the boy for
the same offence, that it was administered three weeks after the money had
been stolen, and that a wooden spoon was used – which was a breach of
Barnardo’s policy. The three members of staff admitted using a wooden
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BAR – 044 to Bar – 050

1
BAR13
Barnardos in

was appointed to the position of
by
with specific responsibility for the establishment of a
. This was the first service of its kind The
Northern Ireland and unique in that it was founded on the premise that:
- the long-term institutional care of children and young people in large groups
is not in their best interests;
- children and young people should have experience of family life, if
necessary in substitute families;
- the foster care of troubled children is a professional task for which foster
carers should be trained and remunerated.
2
The first group of children to be considered for potential placement
were residents from Macedon children’s home. BAR 044
3
states, “It was my role to consider the wishes and
BAR13
suitability of young residents in Macedon as family placement candidates.
This included familiarising myself with the young people and having contact
with the staff at Macedon as appropriate”. BAR 044.
with a team who supported a
4
In
she became
number of young people who were ex-Macedon residents. BAR 044. In
was appointed
. Later
BAR13
the same year she was appointed
.
5
It is therefore clear that BAR13
had an intimate knowledge of
Macedon children’s home from
having direct access to a particular
group of residents and their carers.
6
The closure of Macedon had been planned and progressed over a
number of years, leading to the phased closure of the home from 1980 to
1981, with new services being developed on the Sharonmore residential sites
and the associated Professional Fostering Service. BAR 045.
7
Following the conviction of two members of Macedon staff in
September 2004 on charges of child abuse, Barnardos carried out a review of
the presiding Judge’s comments. This was presented as learning points from
the Macedon experience and appears as BAR 051 to 059. The author
presented a hypothesis as follows:
“My hypothesis is that the level of incidents, low staff morale, political
environment (BAR24 letter
management failure and lack of
strategic leadership left a staff group managing a level of chaos that inhibited
reflective practice to identify and address what was going” BAR 057
8
BAR 048 paragraph 19 states that she agrees with that
BAR13
hypothesis. She continues, “ It appears that once the decision was taken to
close Macedon there was a growing uncertainty amongst staff. At the same

BAR-1140
time management focus shifted to the development of the new service and
consequently a diminishing robustness in the oversight of the service”.
9
It may be helpful to HIA if I respond to Barnardo’s witness statement
which is presented in summary form as a hypothesis. (see paragraph 7
above)
10
A hypothesis is a supposition, or a proposed explanation that may be
used as a starting point for further investigation. As such is must be capable
of being tested. What is presented in the Barnardo review is not a supposition
or proposed explanation, nor was it rigorously tested. It is a set of conclusions,
based, it would appear, on a limited desk exercise, without reference to
external and independent sources. There is no evidence that the author
looked beyond Barnardo case files.
o The views and testimony of neither former residents nor staff
members were elicited;
o The assessments of the relevant statutory authorities whose
social workers visited children in Macedon were not sought;

o The assessment of Barnardos Headquarters team which
annually received the required Divisional Plan setting out the
Divisional Director’s assessment of local services and proposals
for development was not interrogated;

o Evidence gathered in the mid 1970s by Barnardo staff regarding
young people’s views about their experiences in residential care
was not considered;

o There is no comparative analysis of experience in other
children’s homes that provided care for a similar population of
young people.

11
While I do not dismiss all of what the author concludes, I am deeply
concerned that the integrity of Barnardos and its senior managers may be
discredited on the basis of an unsubstantiated and partial exercise.
I will consider briefly the main elements of the “hypothesis” as summarised by
, paragraph 19, BAR 048
BAR13
The level of incidents
12
No information is provided as to the level or nature of incidents that had
occurred at Macedon. It may be assumed that these were significant in nature
and frequency. The author concludes, “Having read the child care files and
listened to the evidence in court, it is hard to see how the level of difficult

BAR-1141
behaviour, abusive practice or concerns about members of staff did not get
linked together and addressed appropriately”. BAR 056
13
The author here is conflating what was known in the 1970’s, that is the
facts about incidents at Macedon, and what was not known at the time, facts
about abusive practices by two members of staff. Clearly it was not possible
until much later for all of this information “to get linked together and addressed
appropriately”.
14
Any establishment that provides for a population of young people who
include some of the most troubled in society, can expect to encounter a
significant level of deviant and disruptive behaviour.
children’s homes I came across many which were accustomed to
disruption on a frequent basis. A high level of damage to property, aggression
toward staff and other residents and absconding were commonplace. The
author fails to elucidate in what way Macedon was exceptional in this respect.
Low staff morale
15
Unfortunately the author provides no qualitative information that might
help one to form a view as to the causes of low staff morale. The author
states that case files identify:
- Regular reviews of children involving social work support staff and at times
staff external to Barnardos.
It was the case that Barnardos, in the 1970’s, convened six monthly reviews
of each child in the home, chaired each review meeting and documented the
findings and recommendations. They encouraged social workers from the
responsible authority to attend, though this did not always happen. This task
should have been undertaken by the responsible authorities.
- Appropriate referral to psychiatric services.
Where appropriate psychiatrists or psychologists attended the home.
- Incidents were also recorded in detail
The author might have analysed these for the purpose of the report.
- There are examples of good work and staff working hard to understand and
address identified difficult behaviour.
The author appears to acknowledge here that some constructive, analytical
thinking and reflection did take place at Macedon.
16
BAR 048 paragraph 19 states, “ It appears that once the
BAR13
decision was taken to close Macedon there was a growing uncertainty
amongst staff. At the same time management focus shifted to the
development of the new service and consequently a diminishing robustness in
the oversight of the service”.
17
It was true that staff experienced uncertainty once the closure of
Macedon was known about and it is conceivable that there was some impact

BAR-1142

on staff morale. It is entirely untrue to say that there was a diminishing
robustness in the oversight of the service.
18
I recall clearly that in the late 1970’s there was concern among some
staff about where they would be placed in the new Sharonmore project. This
was understandable. The process for appointing staff to the new project was
explained to staff, but this did not reassure everyone. Some staff wanted to
engage a trade union to represent their interests. At that time Barnardos did
not recognise trade unions for the purpose of negotiating staff conditions of
service, and this led to some friction.
19
It is my recollection that individual staff were invited to express an
interest in specific positions in the new project and that this created
opportunity for advancement for some. I do not recall any member of staff
having to leave the service as a result of changes at that time. I do, however,
recognise that staff confidence and therefore morale may have been
adversely affected during the transitional period.
20
I also recognise that Barnardos at that time may not have been
sufficiently cognisant of the possibility that potential abusers may exploit any
lack of vigilance during a period of disruption, however it is caused.
Recruitment
21
Throughout the 1970’s all children’s homes experienced difficulty in
recruiting experienced and professionally qualified staff. The reasons for this
are elaborated in the report of the Hughes Inquiry, which made specific
recommendations regarding the conditions of service for residential social
workers. Barnardos had begun to offer to its residential staff, who were
professionally qualified social workers, conditions of service comparable to
those of field social workers some years before the Hughes Inquiry was
announced.
22
In the 1970’s Barnardos was committed to employing a fully qualified
workforce in children’s homes. At the time this was not achievable, despite the
organisation having in place a programme of secondment to full-time
qualifying courses. Nevertheless, Barnardo homes in Northern Ireland had a
higher proportion of qualified staff than any other homes.
23
Locally Barnardos appointed a training officer to identify the training
needs of its staff ; she arranged in-service and other training courses.
Political Environment
24
The author of the report of the Barnardo review appears to attribute to
a reference to “the political environment” in Northern
BAR24
Ireland.BAR 057. This was inaccurate and misleading and changes
significantly the impact of
judgment that “any well
BAR 24
intentioned cross-examination at this late stage might do damage to all
concerned, especially in view of the climate in the Province at present”.

BAR-1143
25
I do not know what BAR24
had in mind in making this judgment,
but I do not think that he was referring to the political climate or the troubles in
Northern Ireland. It seems more likely that he had in mind the turmoil that
existed amongst residential care staff as a result of the Kincora saga and the
range of allegations and disclosures that were emerging at that time at a
number of other homes. Residential staff felt under-valued and mistrusted
and low morale was widespread.
26
Up until that time, and for a further two decades, Barnardos in Northern
Ireland was untainted by allegations of abuse. It is conceivable that
BAR24 simply tried to avoid implicating both staff and young people in the
negative climate of mistrust that was prevalent in many organisations.
27
I knew BAR24
very well and respected and valued his
professional and moral integrity. For many years he had been a leading
figure in the Residential Care Association, which was a national organisation
committed to the development of the residential care of children. Most of his
working life was spent working with troubled children in training schools and in
both statutory and voluntary sector organisations. He was one of the longest
serving male residential staff in the Province.
28
Having read his File Note BAR 4242 for the first time within the last few
weeks, I cannot fully understand how he came to the conclusion that he did.
Nor do I understand why he did not make me aware of what had been brought
to his attention regarding BAR3
. I am content that he made his
decision in good faith, motivated by his desire to do what he felt at that time
was in the best interests of a young person.
Management failure
29
Judge Weir’s comments about management competence refer
specifically to the appointment and subsequent deployment and supervision
of BAR1
. In total, she was employed in residential services for
about
. After 15 months she was promoted to the position of
in the new Sharonmore Project. BAR 046 (paragraph 19).
Approximately three years later she was demoted, and within a few months
she was disciplined. Later the same year she was again disciplined and
moved to another Barnardo unit. There she was again disciplined, leading to
her resignation in
.
30
This limited synopsis of her employment history indicates that for a
period after her appointment BAR1
performed well enough to be
promoted to one level above that of basic grade residential social worker. In
the position of
she would have had limited autonomy in day-today decision making regarding individual children. Her position involved a
significant level of trust and discretion, which clearly she abused.
31
Effective residential care practice is predicated on consistent teamwork
and sound leadership. At the risk of generalisation and in the absence of
access to Barnardo records covering the relevant period, it seems that in the
late 1970’s there were weaknesses and tensions in the management of
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Macedon children’s home. This was compounded by recruitment problems
and to some extent by uncertainty about the positions of staff once the home
closed.
32
It is established fact that children are mostly abused by those who
know them well, that a process of grooming leads to secretive encounters,
when patterns of abuse become established. It is also the case that children
who have been abused are confused, they feel guilty about their participation
and they do not readily confide in anyone. The history of abuse at Macedon
followed that pattern. The question raised by the Court was how could this
have gone on without
colleagues realising that something
BAR 1
was not right? Was this the result of management failure?
33
I am unable to answer these perplexing questions, other than to
observe, on the basis of my limited recollection, that a combination of factors
was at play, and that, with hindsight, two members of staff were able to exploit
the situation with impunity. It was also the case that a number of external
personnel were regular visitors to the home at this time. These included an
attached social worker employed by Barnardos, who was the confidante of
many of the children, members of the Professional Fostering Team, social
workers responsible for individual children, as well as senior managers.
Strategic leadership
34
This refers to the planning and management of organisational change.
Throughout the 1970’s Bardardos in Northern Ireland pioneered new services
and models of delivery in a number of areas. In particular, the need to replace
Macedon as a result of the site being vested by the Department of the
Environment was associated with a major change in the way the organisation
provided residential care services. Care arrangements changed in favour of
provision for young people with more challenging behaviours, replacing the
longer-term care of sibling groups. The Sharonmore Project was a significant
departure from the traditional children’s home model of care. Small homes for
3-4 children were opened in the community settings in recognition of the fact
that their care in large-groups was not appropriate.
35
During this period some Health and Social Services Boards were
building homes for thirty children. In 1974 Barnardos had abandoned plans to
build a home of this size despite the proposed Ballyhanwood project being at
final stage of development. It was recognised that professionally and
strategically it would have been unwise to proceed with a building project that
was already out of date.
36
Professional foster care services were developed; the first small home
for children who had previously been in long-term care in Muckamore Abbey
Hospital was opened; following the closure of a home in Belfast, the resource
was developed to offer respite care of very young children suffering from
profound and complex disabilities. All of this happened some 20 years ahead
of the commencement of the Children (NI) Order 1995. Barnardos at that time
was proactive and innovative in the development of a number of new services.
Whatever the perceived failings at Macedon, Barnardos cannot be accused of
a lack of strategic leadership during this period.
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