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HIA REF: [ ]
NAME: {John Duffy]
DATE: [16/04/2015]

Mymiﬂalpostonani\ﬁngmNomemlreiandfovrasasaChﬂdmnOrder
i officer with a the and
hnplernerdauonof il Wmﬂmmdmm

AwbuquantpoﬁwasaaPﬂndndSodalWomeratﬂteSoﬂtemHeaMand
Social Services Board. Thispostimmdedarespondbimyforwﬂdpmewon
mawersandmdudedleadhrgonmemdmﬂmgofﬂ\eaoarddﬂldﬁotecﬂon
Procedwesfoﬂowlngmeinhoducﬁonofmaﬁldmn (NI) Order 1995.

in preparing-this statement I-have read:-

° Mypmvtouswlmessstawnemwmemquirydated 12%
November 2014

o Sodial Services file of NN

] SodalSefvlcesﬁleof NL168

* Reports written by JENISVOREE to IIERZEN and Judith
Chaddock | SR12l
* Documents regarding complaints relating to JERVE

° Extracts of complaints re [JINECZENN and

NL260
 Inspection Reports — September 1994 and November 1995
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Witness Statements of:-

Alan Chard
Marion Reynolds

o Departmental Circular HSS (CC) 2/85 - Provision of information to and
a complaints procedure for children in residential care and their
parents.

In responding to the Rule 9 Witness Request dated 24™ March 2015 (the
“Witness Request’), the factual information requested in points 1 to 4 of the
Witness Request is contained in Appendix 1 which | incorporate as part of this
statement Points 5, 6 and 7 of the Witness Request (analysis) are dealt within
the body of this statement.

Ihavepaldparﬁcularaﬂenﬁontohemcordsofmoseevemswhid\tookplaoe
between 1994 and 1996 relating to a young person N[N and a young
person [JJNECER. including following statements made by SEINCEEN and
staff member [\[Kiej to @ Social Services Inspector in 1995, as requested by
the inquiry. In addition | have considered the records relating to three events
concemlngayoungpefsonin1993andtoassistinanswemg
pohﬁ7ofthethessRequeﬁlhavealsorevlewedthemo¢dsofﬂwevents
whld\tookp!aoeln19853nd1986followhgaﬂegaﬁonsmadebyayoung

person [RIEZL

My previous statement to the inquiry dated 12™ November 2014 considered the
mmtorytesponsibﬂmesinplaceforthe pmvisionofmstdenﬂalcamford\ildmn
living away from home in the period Rubane Children’s Home was operating
(approx. 1950 to 1985). As the primary legislation relating to children ‘in care’
did not subsequently change significantly until the introduction of the Children’s
(NI) Order 1995 in 1996 the legislative responsibilities of the Department of
Health and Social Services (DHSS), Health & Social Services Boards/Trusts
(HSSB/HSST) and the Voluntary Organisations (Administrative Authorities)
would have been the same for the time periods under consideration in this
currentstatement-(1985/6-and-1093/4/6). - -

Paragraphs 23-26 of my previous statement outline a system with three main
responsible bodies for the care of children, Welfare Authorities (later HSSBs),
Training School Managers and Voluntary Organisations (‘Administrative
Authorities’). In considering the statutory arrangements set out in the 1950 and
1968 Acts, and the associated regulations, it seems that the three responsible
bodies are largely independent from one another with their own statutory
provisions (paragraph 25). The Ministry of Home Affairs, later DHSS, had the
legislative responsibility for registration/certification, regulation and inspection for
the three responsible bodies and for a general oversight of residential care
(paragraphs 30 & 31).
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Chuﬂar10]1983(ﬂm“19&0huﬂafmwmmm
MorﬁtomgofReﬁdenlehﬂdeerviceshmeiymfersmhomesopemtedby
HeamlandSociaISeMoesBoards,hwwnas'smmry'dﬁldmﬂshomes.
l-!oweverparagmphﬂofﬁtewaschuﬂardoesmteﬂmtBoastmuasaﬂdy
ﬂtemsetvesabmnﬂtewndardsofeamheingpmvidedforeadidtﬂdphced(by
them) in a voluntary home. it also goes on to confirm Boards are not involved in
mom’toﬁngﬂmove:aﬂshndardaeiﬂmrpmfessionalornmteﬁal.ofvohmtmy
homes.

Pamgmphwouﬁmesmatmiss.asmmmmauﬂmﬁlyforwhmtmy
dlﬂdmn'shomes.willundeﬁakeﬁuﬂterdlswsdomwimwhnagsmm
Commeesasnemsary.wimaviewtoammgatanmpmb!eand
com!stentsauﬂnyofresidemhldtﬂdcamsemcespmvidedbyvohmtary
organisations.

A further circular HSS(CC)2/85, (the 1985 Circular”), see Exhibit 1 regarding
ﬂumvhionofhfonmﬁontoandacomlahispmcedmefordlﬂdmnh
reﬁdenﬁalcareandmeirpments.desaibesaoomplainhsysmmtobe
MnducedbyHSSBs.andbyvohmuryomrﬁsaﬂonsmd\opemmddenﬁal
homes for children and young people in care.

Paragraphs 40, 41 &420fme19850hw1arouﬂlnemegeneralmmsunmat

ﬂml@ymameamngeumn.asouﬂhedmmewsscmuhr.inmhﬁon
to children piaced in voluntary homes seem to be:

o Voluntary organisations and the homes Management Committee are
monsib!afofmehwesﬂgaﬂonofcomp!alntstelaﬁngtomﬂdmnﬂvmin
the home.

° HSSBsodalwo:kersmustvis!tﬂrehomeregutaﬂyandhavaﬂwrthof
access to the homes complaints book. Soclal Workers should be
informed of any complaint made by a child within 24 hours of the
compiaint being made.

° amﬂsmmammmmmmmmwa'md
card'bytaldnghnmediataacﬁontoascertalnﬂwnﬁumofﬂwcomplaint
meDhedorshouldlrﬁommeChalnnanofmeMamgunetuCommm
ofmehomandshouldagmemefollowupacﬁonrequired.

° Boa:dsshouldbepreparedbassistvoluntarybodiesinmeinvesﬁgaﬁon
of the complaint.

o Complaints which appear to allege criminal activity should be immediately
referred to the Chaiman of the Management Committee who should
inform the appropriate Director of Social Services. A decision whether to
involve the police may be taken by either the Chairman of the
Management Committee or the Director of Social Services.

The role of the Department in relation to complaints involving voluntary homes
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as outlined in the 1985 Circular is to:-

o be informed of any complaints alleging criminal activity which are referred
to the police

o be assured that the Boards and Voluntary Organisations have in place
adequate arangements to investigate complaints

o undertake, at regular intervals, a review of complaints made regarding a
voluntary children’s home

In paragraph 2.20 of his statement, dated 25" March 2015,
indicates that there were issues in relation to the implementation of this ula
which were not fully resolved until 1991/92. However, it seems appropriate to
use the 1985 Circular as the descriptor of the arangements that should have
been in place during the time periods under consideration.

0 Events which in1

2.1

2.2

2.3

24

2.5

in March 1985 a number of allegations were referred to DHSS by the Eastem
Health and Social Services Board about the care provided in Nazareth Lodge
(the “Home". These aliegations consisted of putting soap in a child’s mouth as a
punishment for swearing, using a room infested with cockroaches as an isolation
room, and using out of date food. The DHSS worked alongside the management
ofﬁ'teHomemlnvesﬁgatemesecomplaintsandnoﬁuﬂ\eracﬁonwastaken.

Also in March 1985, a Senior Social Worker reported that a former resident of
the Home, [JIELZEH. had made statements about the care he received
whilst he was living in the Home. These included allegations that:

e he was regularly beaten by IRZINN

e he was placed in a cold bath as punishment for informing his social
worker about the beatings

o he was locked in a bathroom ovemight without lights; and he was locked

in a cupboard

The North & West Belfast Unit of Management conducted a partial investigation
into these allegations to establish the detail as outlined in the statements of Mr

I and Vi [ #nd the fle records.

in the relevant file records there was also a series of comespondence between
the Director of Social Services at the Eastem Health & Social Services Board
and the Chief Social Work Advisor at DHSS regarding the conduct of an
investigation into the allegations. An intemal DHSS report by Mr K McCoy to Mr
P Ammstrong dated June 1986 [SNB 6957-SNB 6961] summarises the events
from the Department’'s perspective, whilst in his statement of 25 March 2015 Mr
outlines the view seemingly held by the Eastem Health and
Social Services Board.

A letter dated 3™ July 1986 to Mr Armstrong from Mother Paul of the Order
[SNB 6952] provides details of the investigation undertaken by the Home into
the allegations.
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30 ch 1983
3.4 In March 1993, young person [IENEASINE reported to his social worker [JREZEN

BNEZEN from North and West Belfast HSS Trust that another resident had
approached him about [N sexually abusing gifs. & was noted as

bemgtmsetastohowanomermsidemmdconﬂdemwhlfomﬁonabommn.

3.2 in April 1993, during a visit to the Home JINXIEHll was informed by Y

Iﬁgndamﬂmyomgpemnﬂm&ster(asanmdtobe SICIN) had
locked them out of the until 2am.

On 2 May 1993, on the Home, following the reported concems about

IS s behaviour, found \®Ii¥ alone in the unit. The tollet
door was open but other doors were locked. [\[%:Y told her that JIEREIEE

33

did not take him out due to his behaviour. it was noted that there were staff in

42 anm1984.aJoMPmto@lnveﬁgaﬁonbokplacefoﬂuwhmawmplahﬂby
EENETENNN regarding inappropriate sexual behaviour by ancther young
person.

43 It seems from the records that in September 1984, JIDEEED received
two telephone calls from two different Nazareth staff members outlining
mmmmm One, occurring in Donegal

during a holiday, where had been assaulted by two other young people

and that SRS was aware of the assault. A second incident related to
Al having been locked in the kitchen by SRS

LRI visited IIEET, on 14 September 1994, who did not wish to
make a One of the staff members, who hs

, declined to speak to

the report of her earlier _mm%_nm
recorded that had said that she was told by senior staff at the
Home not to share report with social services.

4.5 There is a report, dated as received by Craigavon and Banbridge Community

HSS Trust on 22 Septe ber 1894, from a Nazareth Lodge staff member
Im. . This report outlines a conversation [JSYZ

had with [IEENSCE and&in which they described the
events which occurred in Donegal.

4.6 Various records outine DGEIXIEENs follow up actions and
correspondence with his managers.

4.7 In August 1995 a Eung person, JINECER. made a complaint about a staff

member | following an incident in the Nazareth Lodge Office. The
5]
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lice were involved, initially in response to an allegation of assault by
mﬁﬂon. There are reports of the Home follow up complaints

investigation.
438 in November 1895 [JJNEEER and staff member [IINEEANEN complained to

SSi inspector Judith Chaddock, about the behaviour of [JIERVCI towards
young people in the Home, including NL164 B

4.9 Records detail the follow up actions of the Craigavon & Banbridge Community
HSST, the North and West Belfast HSST, DHSS and the Nazareth Lodge

Management Committee.
5.0 Analysis
5.1 To make a judgement on the individual actions of social workers and others

basedsolelyonZOor30waroldwrittenrecordsisdifﬁwlt Howaever, it is, |
believe, possible to extract some general points in respect of the soclal work
response. in both of the time periods the records indicate that social workers
took the complaints seriously and made efforts to establish the detail and
accuracy of the information. Social work managers were informed and
information was shared between Boards (Trusts) and with the Department.
There was engagement with the voluntary organisation and/or Management
Committee to have an investigation pursued and the detail around the outcome
ofmeinvesﬁgaﬂonwassoughtbyaoard(rmst)managersﬂomﬂ\evolum
organisation or Management Committee.

5.2 Whﬂstthemcouldbeaqtmesﬂonmisedbysomeofreportsastoﬂvemresholdof
whatoonwmteda‘complamandmeemmmwh!d\youngpeopteneededw
?omaﬂymkeaoomplalnf.ldtdnotﬁndanyhﬁicaﬁonﬂnatso&lworkersor
mamgetswarabgnodngtssuesmlsed.meeventsmgardingin
1893 and those in respect of IINEIZEEE would fall into this grey area of
threshold and effective response.

5.3 Themamamaswhemsomedetailisladdng,sud\asmepeﬁodamund
October 1994 in respect of young person IIMINIEIZE. information is present
that suggests social worker [IMNGEFEIANE was seeking Nazareth Lodge
recordstotyandveﬂfymeallegaﬁonsmadetohimbytelephone but the
outcome of the these actions does not seem to have been recorded. Nor is
mmmumasmﬂmesﬁsma%mwnsetem.mﬂptins@mbm
1994 of the statement made by NS

54 in considering the events a number of issues are | think worthy of comment in
relation to the Witness Request in that they seem to be issues which to a greater
or lesser degree were present across both the time periods.

6.0 There is a separation of a ‘Complaint’_investigation within_a_residential care

setting from a ‘Child Protection’ or non-accidental_injury Investigation in_the
community

6.1 Exhibit 11 attached to the witness statement, dated 25™ March
2015 [SNB 6972-SNB 7000] contains a copy of the Eastern Health and Social
Services Board procedures for dealing with cases of child abuse and neglect
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that | understand were in operation in 1884/5. There is also a copy, Appendix 6
ofﬂmwihessstatementofJohnComptonDeeenmerzms,ofﬂ\emeﬁld
Protection Policies and Procedures in operation during the period under
consideration from 19984/1996, see Exhibit 2.

6.2

6.3

6.4

Pmoedme(CramavonandBanbddga

Complaints
Community HSST records fax dated 15/12/85 [SNB49818 - SNB49820].

6.5 Inoompaﬂsontoﬂmdtﬂdpmtedionpoﬁdesandpmoedmesmedetaﬂamund
ﬁnmscalesandhenahneofanyhvesﬂgaﬂonisladdm,aslsﬂmhvowemem
of the palice in this process. 'l'hismybe.mpartduatoﬂtew!demngeof
possﬂ:!acomplaintsﬂmpmcedmaisexpeaedtocover. The 1885 Circular
Appendix 1 setsoutmesihlaﬁonswhemadtﬂdsmma‘taikbsomeone'or
which would be ‘grounds for comptaint’. These range from ‘feeling ignored’ and
hotgetﬁnghedoﬂwsyouneed’bbeing‘slappedorshakenorbeaﬁen’.

lnconaspondemedatedw”'SeptembeertohbﬁnemnagerVi
O'Rourke.ratses an issue_of being informed of ‘minor

complaints of other young people against NL164 whilst stating
information is being withheld over more serious matters.

6.7 ltlsdiﬂiwlttoseehowaslnglepmce&coutdmmndeﬁecﬁvelyandwnhan
appmpﬁatolevelofrigourtosudtawidetangeofﬂmaﬁonsparﬁculanyasa
number of possibly conflicting considerations could come into play. These could
indudemeneedtosupponstaffinavarydlmeunawaofworkorpmtectmem
ﬁomuntowardorpossibiymaltdousal@aﬂons. confusion between child
protection and staff conduct around professional practice or disciplinary
measures, the reputation of the home or the voluntary organisation, or confusion
around individual professional accountability and management responsibility.

7.0 Confusion as to organisational responsibility and accountability.

6.6
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7.1 Dudngmetimepefiodwaslsmereseemedtobeasigniﬁcammﬁerenoeof
opinionbetweenmesenbrmanagersofmeEastemHeamrandSodaIServices
Board and senior officers at the Department as to nature of the complaint(s)
under consideration.

7.2 TheBoaldappearedtoholdmeviewmatmecompiamwemofanhistodcal
nature and, taken together, raised an issue regarding the care practices
operating within the home. As a consequence they believed this was a
Departmental responsibility to resolve. This view could be considered to be in
line with guidance issued in the 1983 Circular. The Departments view appeared
tobeﬂ\atmemwemﬂ\meindwmualcomplaintsmatshouldbefouowedupby
the Board staff with the Management Committee as outlined in the guidance
HSS 2/85.

7.3 That senior professionals and officers within two key statutory organisations
could seemingly hold such strong, conflicting views as to accountability and
responsibility around matters as important as the investigation of child care
concems would be a concem. | would be of the opinion that it stems from the
lack of clarity in the key legisiation and subsequent guidance around which
organisation is ultimately accountable for the care and protection of children
placed in voluntary homes.

8.1 The comptaint from LA liwas presented to the North and West Belfast
Unit of Management in early March 1985 whilst the investigation report was
shared in a letter, dated 23™ July 1886, from Mr Armstrong, DHSS, to Mr Moore
Eastemn Health and Social Services Board.

8.2 Allegations were made to Judith Chaddock, Social Services Inspector, in early
November 1995 by [INEI:HEN and The outcome of the
investigation was shared with the two Trusts centrally concemed in May/June
19986.

8.3 Whilst in both time periods it is clear that the Sister at the centre of the
allegations was no longer present in the home the length of time taken to
produce an investigative outcome seems excessive.

8.4 It does stand in contrast to the speed of investigation in June 1994 When social

worker JIIDGEXIA. investigated jointly with the police, an allegation of
inappropriate sexual behaviour following the Child Protection Policy and

Procedures.
9.0 The quality of the investi n and in re
9.1 On3™ July 1986 Sister Paul outlined in a letter to Mr Armstrong, DHSS,[SNB

69521 the details of the investigation into the complaints initially made by
and its outcome. In what Sister Paul describes as ‘exhaustive
enquiries’ she interviewed a number of lay staff and Sisters in an informal way,
who were not able to recall anything to substantiate the allegations. No young
people were spoken to who were resident during the period of the complaints
and no one who had spoken to the complainant was involved in this
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9.2 held in early 1998 reganding the complaints
indicate the complaint investigation process had
improved to be more in fine with that outlined in the 1885 Circular There was a
stategydisasﬁonastoﬂwmhmcfﬂmhvaﬁgaﬁonandﬂmdw
involvement of the HSS Trusts and Manag

10.1 In both time periods the complaints investigation process reached a conclusion
around the specific allegations raised. In the 1985/8 investigation no substance
to the allegations was found whilst the 1994/6 investigation substantiated or
partially substantiated some of the allegations. It is not clear from the records |
considered whether there was a subsequent impact of these allegations and
investigations on the care provided within the home.

10.2 Mr Ammstrong, DHSS, letter dated 7™ February 1986 indicates once the
individual complaints were investigated and if they were substantiated the
Department should be informed so that their ‘relevance to the continued
registration of the home' could be considered. The allegations were not
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substantiated by the investigation but the proposed action following the
investigation appears to have been that the HSS Board social workers would
encourage the complainants to make statements to the police (letter
B to Mother Paul 10™ February 1881). It's not clear from the
documentation whether any further action was taken regarding the on-going
care practices within the home.

10.3 The Minutes of the Nazareth Lodge Management Committee dated 11 March
1996, item 3, [SNB 48406] identifies an action to be taken following the
conclusion of the investigation in the light of the complaints investigation to
review procedures for complaints and untoward events'. Again there does not
appear from the records to have been a formal consideration of any wider
implications for practice of the events leading to the complaints.

11. Conclusion

1.1 In reviewing the documentation in relation to the investigations undertaken in the
periods 1985/6 and 1994/6 into allegations made by young people who were
resident in Nazareth House or by staff working in the home, and to address
issues raised specifically by the Inquiry in the Witness Request | conclude as
foliows

1.2 In relation to the actions of those Involved In the events above, the HSCB
concludes:

11.2.1  Whilst there are some gaps in the information, a brief overview of the
documentationsuggeststomematmesodalworketsinvolvedwokma
information shared with them by young people seriously and sought to verify the
information mgardhgapo&Meoomplaintwlﬂwﬂreyoungpeopleoonoemed
and the staff within the Home. Where there was considered to be a formal
complaint the detail was shared with their management, and investigations
were undertaken in line with the requirements of the time. Board/Trust officers
sought detail of the outcome of those investigations.

11.3 The Respective roles between the HSCB and the Regulatory Body

11.3.1 The primary legislation and regulation in place from 1950 until 1996 placed
responsibility for the provision of appropriate care in a voluntary children’s home
with the Administrative Authority, in effect, the Management Committee of the
home or the voluntary organisation itself. DHSS (previously MoHA) had
responsibiiity for the registration and inspection of the home whilst
Boards/Trusts held responsibility for ‘furthering their best interests’ regarding
children in their care. The 83 Circular placed on Boards the expectation that
when they placed children within a voluntary children’s home they must satisfy
themselves about the standards of care being provided for each child. However,
the same circular also stated that Boards were not involved in monitoring the
overall standards, either professional or material, of voluntary homes.

11.3.2  In respect of the investigation of allegations or complaints regarding children
placed in voluntary homes, the 1985 Circular HSS (cc) 2/85 set out the
organisational responsibilities as outlined in the sub-paragraphs below.

10|
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11321 nconﬁnnedﬂmnwasﬂtemsponsibﬂnyofﬁteAdmmwaMAuﬂmmyorme
I-tome'sNIamgernerﬂComrnﬂteetohvaﬁgataoompm The child’s
soddmﬂnerslmﬂbehfomedofanymmhhts.andforcomphimswhm
aﬂegacﬂmimlaﬁvﬂyﬂmDimdorofSodalSeMcesofﬂmappmpﬁate
Board/Trust should be informed. Whilst there was not a statutory duty to do
8o, the
expectation would have been that the child’s social worker visited the child
regularly. The voluntary organisation, and Management Commiltee were
responsible for providing care of an appropriate professional and material
standard and this was inspected by DHSS.

11322 WhenacomphintmmadeﬂmBoaxdﬂnsthadamsponsibiﬁtytovisitme
mmmmmmmammmmmg. They
then should notify the chair of the management committee of the nature of
the complaint and agree the follow up action required. Boards/Trusts should
alsolmvebeenptepamdtooﬂarassmwemmemvesﬁgaﬁonofﬂm
compilaint.

11.3.23 ﬂm&hmgmnmmmmmormhmmyomnbaﬁonmmsponsibbfor
ensuring an investigation into the complaint was camied out and to decide
whether to invoive the police. 1The Director of Social Services could also

decide whether to involve the police.
113.24 lfﬂtepoﬁcewemtobeinvoivedﬂwenmeDepamnenthhavabeen

11.4 Other systems issues identified by the HSCB:

11.4.1 memapmamtome.ﬁomﬂmrecomltmvereadasﬁshdhpamgmpm.tw
beanmnberoflssuasu\atcouldhavebeenaoonsequenceofmesystemln
opemﬁon.ﬂwpﬂmryleﬂaﬂonandmewbsequerngutdanceammd
oomp!aintsmiaﬁngmdﬁ!dmnﬂwngwiminvohmtarydmdmn'shomplacedme
responsibility for the investigation of allegations, including those which could be
considetedasrelaﬁng‘dlﬂdpmtewon'onmeomnhaﬁom.whbhinmy
opinbn.wemleastcompetemmtaldngfomaldsud\seﬂommauem,m
voluntary organisations themselves. Investigating child protection concems
requires a clear procedure with a defined threshold for action, training and
expedence.Themdtoutdabobeasepamﬁonlnmlaﬂontooﬂwpossibly
conflicting issues such as personal relationships, organisational loyalties and
staff care responsiblilities. The complaints procedure in place during these time
periods lacked detall and clarity whilst those required to undertake the
invesﬁgaﬂonwemumlkelytohavamaneoessaryuainmorexpeﬁenoeinmis
specialised area of work.

1142  The guidance indicated a role in this process for other key organisations, in
particular the HSSBs but it seems to me that there was not sufficient detail in the
guidance to enable those other organisations, including DHSS to be confident
and clear about their respective responsibilities both in the actual investigations
and in progressing any follow up actions.
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Statement of Truth
| believe that the facts stated in this witness statement are true.

L
o=
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