1.Introduction - Counsel

1. Good morning Chair and Panel. I am Patrick Sadd, lead Counsel
to the Nottinghamshire investigations. Next to me sit Paul
Livingston, Olinga Tahzib and Imogen Egan junior counsel to this
investigation.

2. Today the Inquiry begins the substantive public hearings into
Nottinghamshire Investigation. In line with the published scope of
the investigation we will be looking at the nature and extent of, and
institutional responses to the sexual abuse of children in the care
of the councils.

3. The Nottinghamshire investigation is one of 13 investigations so far
launched by the Inquiry and is one of three investigations looking
at the response of local authorities - the others being Rochdale
which was heard in 2017 and Lambeth due to be heard in late
2019.

4. In the early part of this decade, local media in Nottinghamshire
began to report that a number of people who had spent time in
children’s homes in the 1970s-1990s alleged that they had been
sexually abused by care staff at these homes. A growing number
of

allegations

continued

to

be

reported

and

in

2011,

Nottinghamshire Police opened a dedicated investigation into
allegations relating to the Beechwood complex and other homes in
the City area - operation Daybreak. Subsequently, Operations
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Xeres and Equinox were launched, to include homes in the
Nottinghamshire County area.

5. In 2014 and 2015 media reporting began to focus on the apparent
lack of any visible outcome from the investigations or action from
the local Councils.

6. In response to public demand for action, Nottinghamshire County
Council and Nottingham City Council had announced an
Independent Review. This would take the form of a Serious Case
Review and examine how local authorities and police responded to
allegations of child sexual abuse in children’s homes. The plan
was not taken forward. The Councils understood from victims and
survivors that a review commissioned by the Councils would not be
trusted because it would not be viewed as independent of the
institutions under investigation. Instead, victim and survivor groups
were campaigning for a more powerful, national inquiry. Secondly,
there were a number of ongoing police investigations that the
Councils did not want to compromise.

7. At the early stage in determining the selection of investigations, the
Inquiry was therefore aware from media reports of the widespread
public concern in Nottinghamshire that there may have been
extensive historical child sexual abuse in local care homes that
had never been properly investigated, and of a public campaign for
an independent inquiry into the allegations. As at 2015, when this
investigation was selected to form part of the national inquiry,
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recent police investigations had led to only one conviction for child
sexual abuse in a children’s home.

8. In order to investigate the issues, in February 2018 the Inquiry
selected three case studies - on Beechwood, foster care and
harmful sexual behaviour between children - that form the basis of
the evidence that will be heard in the coming weeks.

9. To get to this point the investigation has processed and analysed a
vast amount of documentation - over 150,000 pages have been
reviewed and around 35,000 pages disclosed. We have obtained
witness statements from a wide range of both complainants and
non-complainant institutional witnesses.

10.

When analysing the documentation that has been received we

have been conscious of the risk of document bias.

The

investigation has very few records from the Councils, and none
from the Police, relating to institutional responses to allegations of
sexual abuse before the 1980s. Records have been destroyed in
accordance with the record retention policies of the day. Children
may have been less likely to disclose, and if they did disclose, it
may have been less likely to have been responded to, given the
absence of procedures at the time. But what the absence of
records almost certainly does not mean is that children were not
being sexually abused during this period : it simply means that we
often do not have documentary evidence of this.
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2. Heart
1. Today, we publish a series of tables which set out a summary of
accounts of sexual abuse in residential homes, in foster care and
between children. The purpose of these tables is to summarise the
wider evidence received by the Inquiry by adducing detail on the
nature and extent of allegations of sexual abuse - this investigation
is not required by its scope to consider whether abuse did or did
not happen in any specific case. The tables also assist in
understanding the perspective of complainants on the institutional
response to their allegation(s), though the Inquiry does not intend
to make findings on the specific institutional response in any
particular case.

Additionally, we publish a more detailed table

adducing a summary of the accounts provided by the large number
of complainant core participants - 68 - who have come forward to
provide statements to the investigation, but who are not being
called to give evidence.

2. Perspectives on institutional responses include
a. L24 says "The approach that the Councils of Nottingham
have taken to the abuse is just an extension of the abuse. It
just drags it on.”
b. Michael Summers says that he feels “so let down” b
 y the
Police and thought there was a “pattern of denial and cover
up” between the Police, CPS and Council.
c. L30 says that the Police "have been supportive and through
them I have found a supportive social worker"
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3. On barriers to disclosure:
a. P14 says “if I didn’t speak I would suffer less”.
b. D44 says “There was never anyone I could talk to”
c. A78 says “I didn’t think anyone would believe me”
d. L20 says "I was threatened that if I told anyone I wouldn’t be
believed because I was a “fucking delinquent”. I believed
them, who was going to believe a naughty boy from a care
home?"

4. We will be hearing accounts from complainants over the rest of this
first week - from 12 witnesses in person and reading extracts from
accounts provided by others. It has not been possible in the time
allowed for the Inquiry to hear from all those complainant core
participants - of whom there are many - who wanted to tell the
Inquiry of their experiences as children in care.

5.

We thank the complainants for their courage and patience in
coming forward: we recognise quite how difficult and painful it will
have been for many to do so. We also acknowledge that behind
the 89 complainant core participants stand many more from
throughout the county and the city who will have experienced
sexual abuse as children in care and for many of whom, years
later, the consequences remain of which may have stayed with her
or him into adult life. Combining the information within all four
complainant summaries and those giving oral evidence, the
Inquiry is aware of

343 individual complainants. It is this

evidence that lies at the heart of this investigation.
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6. The very large number of individual accounts of sexual abuse set
out in the complainant summaries published today should not
crowd out the fact that each individual account is significant in
itself, that each account relates to an individual’s childhood
experience of being sexually abused when in care.

7. Each account available to the investigation - whether given in often
very traumatic and distressing interviews with the police, or as part
of a Council investigation or provided in statements to this
investigation - is in itself of intrinsic value to in helping to establish
the nature and extent of sexual abuse of children in care. The
inquiry acknowledges the value and importance of each and every
account and the profound distress that so many have had to
endure.

8. In the context of this particular investigation what has for many
individuals carried a particularly unhappy and bitter resonance is
that they were abused by adults specifically tasked with caring for
and protecting them. As children, many will have been received
into care precisely because they had experienced at a young age
an abusive home environment in which they had been exposed to
violence, neglect and in many cases to sexual abuse. When taken
into care by the Councils their vulnerability was known to those
tasked with looking after them, and on several occasions that
vulnerability was exploited to further abuse the child.
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9. The Inquiry will hear how far-reaching the impact of that breach of
trust was at the time - of the enormous difficulty of disclosure for
the child, of the confusion resulting from the abuser’s actions, of
the sense of shame, incomprehension, guilt and isolation wrought
by the abuse, of the destruction of trust, and of the profound sense
of abandonment when not believed - and of how this in turn has
compounded the effects of abuse so that even today - for some, 30
to 40 years on - the mistrust remains and is profound.

10.

The inquiry will hear evidence from those complainants who

were able to disclose,of their experiences of institutional responses
at the time and also of more recent responses, including the extent
of support provided. By contrast we will hear too from some of the
varied barriers to disclosure they faced.
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3. Purpose of opening
1. One purpose behind this opening statement is to a provide for
members of the public a guide through 40-50 years of institutional
responses to allegations of sexual abuse, drawn from the vast
amount of evidence disclosed to the Inquiry. It is intended to give a
chronology of events relevant to each case study and to provide a
context in which those events took place and were or were not
responded to, as well as drawing attention to some of that material.
2. Setting the scene at this stage will, it is hoped, help in
understanding that when witnesses come to give evidence, why it
is they are being called and being taken directly to certain specific
topics, why they are being asked certain questions and why in
some instances they are being asked to deal with certain
criticisms. Those questions and their follow up will be drawn from
the narrative set out in this opening.
3. Aside from the complainant witnesses being called this week, the
investigation aims to hear from 30 institutional witnesses, from 1
witness who will discuss her experience of providing support for
survivors of sexual abuse, from an expert witness and from 3
corporate witnesses (from the City and County Councils and the
Police). All have provided statements which will be published on
the Inquiry’s website. They will be questioned about matters
relating to one or more of the case studies.
4. With each witness we will go directly to key issues in their
statement. Given time constraints, there will not be the opportunity
to introduce with each witness all of their statement, nor all of the
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documentary evidence they have commented on in their
statements. The opening provides the opportunity to introduce
some of the materials that the investigation will be asking the
Panel to consider, all of which will be published on the Inquiry’s
website. Although we refer during the opening to documentary
material we don’t intend bringing the vast majority of that material
up on screen.
5. Further, in order to enhance the available evidence upon which the
Inquiry can base its conclusions and make recommendations, the
Inquiry has sought and received statements from approximately 35
additional institutional witnesses who also provide evidence in
relation to one or more of the case studies, which we publish
today on the website. Corporate statements have also been
provided by the CPS, Ofsted (on inspections of children’s homes)1,
the Department for Education (on fostering),2 the NSPCC (on its
involvement in investigations into allegations of child sexual abuse)
3

and Action for Children (on harmful sexual behaviour between

children).4 Some corporate statements commissioned by the
Inquiry’s other investigations are also published today in this
investigation: from the Home Office on the history of maintaining
records on individuals barred from working with children5 and from
the Disclosure and Barring Service on employee vetting.6

1

[OFS008346]
[DFE000962]
3
[NSP000041]
4
[AFC000070]
5
[HOM002409]
6
[DBS000024]
2
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4, CONTEXT
1. It may be helpful at this stage to set out some of the terminology
used in this investigation. Running through the evidence are
references to children in care and to looked after children.
Although looked after children can have a broader meaning under
s.22 of the Children Act 1989, in the context of this investigation it
should be understood to mean children in the care of the local
authority and for whom the council had responsibility during any
placement.
2. In collating the summary tables setting out the nature and extent of
sexual abuse, we have understood ‘contemporaneous‘ disclosure
to be disclosure that was made by a complainant whilst they were
18 or under.
3. During that period covered by this investigation, national legislative
and regulatory frameworks relating to the welfare of children as
well as policy and guidance have evolved and changed markedly.
In turn this has influenced policy, guidance and procedure at local
authority level. To assist the Inquiry, two reports will be taken into
account and have been disclosed to Core Participants - from
Professor David Berridge on Children’s Homes and from Marlene
Cayoun on A brief history of the law and policy on the state’s
provision of care for children in England and Wales, 1800 – 2017.
Ms Cayoun’s paper has been developed in the course of the
various investigations: it has been updated and revised in line with
specific issues relating to this investigation.
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5.1-5.4 History and Role of Councils
1. I turn now to outline briefly the history and roles of the councils.
2. In 1974 a Local Government Review meant that the City and
County

Councils

became

a

joint

authority

known

as

Nottinghamshire County Council - which became responsible for
Children’s Social Care for the whole county.
3. This remained the case until 1998, when a further further Local
Government Review which led to the reinstatement of two
separate Councils. The City Council resumed responsibility for all
social care in the City area and the County had responsibility for its
7 districts.
Councillors & Committees
4. Corporate statements provided by both Councils set out the role of
elected members, through Committees, and of Council officers, in
decision making and the scrutiny of decisions relating to children in
care and allegations of sexual abuse. 789
5. In the 1980s, 1990s, and early 2000s, the County’s Social Services
Committee in the course of regular committee meetings would
receive oral reports from officers about allegations against staff of
sexual abuse of children in care. You will hear evidence from
David White and Stuart Brook, two former Directors of Social
Services in the County, about the process of reporting allegations
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Pettigrew (NSC001235) para 3a.7
9
Pettigrew (NSC001235) para 3c.i.1
8

11

of sexual abuse to members of the Committee. Joan Taylor, a
former Chair of the Committee, provides a statement noting that it
was an unwritten policy that Members never got involved in
internal departmental disciplinary cases unless the member of staff
appealed.
6. In the City Council - political responsibility changed between
different Committees until 2002, from which date there has been
one member with specific responsibility for children in care.
Originally called the ‘Lead Member for children’s services’, the role
changed in 2004, to ‘Portfolio Holder’ - originally for ‘Children’ and
currently for Early Intervention and Early Years.10 The role in the
City Council is currently held by David Mellen who will be giving
evidence.
7. In the County Council, there was a move from the Social Services
Committee with its Chair, to a Leader and Cabinet model in 2001.
From 2004, an elected politician accountable for children’s
services was the Lead Member for Children’s Services from 2004.
Since the County returned to a Committee system in 2012, the
Chair of the Children and Young People’s Committee has
exercised that role. The post is currently held by Philip Owen who
also will be giving evidence.
8. Currently, County Councillors receive reports on trends rather than
on individual cases though they continue to receive updates on
any disciplinary investigation or criminal convictions in relation to
the sexual abuse of children in care.
10

Michalska (NCC003691) 3.11
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Internal inspection/monitoring
9. Following national inquiries in the 1990s about failures to detect
abuse in children’s homes, all local authorities were required to
undertake monthly visits - known as Regulation 22 visits - under
the Children’s Home Regulations 1991 - subsequently Regulation
33 and now Regulation 44 visits in line with new legislation.11 The
monthly unannounced inspections were conducted by a manager
not responsible for managing the Home.12 A 1999 report13 noted
that sometimes recommendations were not implemented between
visits and the identical issues would be raised on the next visit.
External Inspection regimes [DFE, Ofsted, Councils’ statement]
10.

As for external inspections, up to the 1980s, the Home Office

and Department of Health appear to have carried out occasional
inspections of individual homes. In 1985, the Social Services
Inspectorate

within

the

Department

of

Health

took

over

responsibility for inspecting children’s homes in Nottinghamshire. A
SSI link inspector was allocated to each local authority. The
short-lived

National

Care

Standards

Commission

(NCSC)

assumed responsibility for regulating independent social care
services from April 2002. In 2004 the Commission for Social
Care Inspection replaced the SSI and the NCSC,bringing the
inspection, regulation, and review of all social care services into
one organisation. In Nottinghamshire, CSCI visited the County`s

11
12
13

Pettigrew (NSC001235) 8a.29

(NSC000932)
(NSC000539)
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children’s homes every 6 months and inspected fostering services
at least once a year.
11.

In April 2007, registration and inspection of children’s services

became the responsibility of Ofsted, under the Department for
Education. Frameworks for inspection of children’s services,
fostering services and children’s homes are set out in a statement
provided by Ofsted to the Inquiry.
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5.5. Policy general
1. Although you will hear more during this Opening about specific
policy, procedure and practice with regard to managing allegations
of sexual abuse, the Inquiry has also received large amounts of
documentation showing the development of the Councils’14
policies, procedures and practice in other important areas, such as
vetting and recruitment; training; safeguarding; reparations and
whistle blowing.

2. Information

has

also

been

provided

by

institutional core

participants on their approach to document retention, and how this
has developed over time.15

3. These are set out in the corporate statements.

See Pettigrew (NSC001235) p93-118; Pettigrew exhibits NSC001245; NSC001266; NSC001242;
NSC001276; NSC001262; NSC001294
Michalska (NCC003691) paras 6.1- 6.54
15
See Michalska (NCC003691) p1-7; Pettigrew (NSC001235) paras 1.8-1.17
14
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6. General/Context: Notable Events relating to children in care
1960s-1974

1. I now turn to identify notable events and developments in the
councils that form a backdrop to, and may have informed the
approaches outlined in the 3 case studies.

2. In 1967, Nottinghamshire County’s Children’s Department received
a favourable inspection from the Home Office, who noted that
there were a large number of children in care with 60% boarded
out : it was “clearly .. a dynamic Department firmly led and forward
looking”.16 17
Child Care Project 1975
3. In 1975, the Social Services Department published a report18 in
response to a perceived crisis in residential care: there were more
children in care than there were beds, leading to children sleeping
in corridors, low morale and a lack of assessment facilities. The
report found a large number of children placed in care
unncessarily. Key recommendations related to the use of foster
care, preventative work and increasing residential places.

Towards an Effective System of Community Homes
4. In July 1984 a report, ‘Towards an Effective System of Community
Homes’ was produced by the County

19

in response to national

pressure to find alternatives to residential care. By 1983 In
Nottinghamshire, there were over 200 vacancies in Community
16

NSC000919
NSC001240
18
NSC000946
19
NSC000240
17
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Homes. The report identified a number of Homes for closure,
proposing a number of specialist homes instead and an overall
reduction of places by 251.

Tom Butcher memos
5. In 1987, Nottinghamshire Councillor Tom Butcher wrote to other
Councillors that he had ‘identified two facts that I believe show a
lack of urgency, even complacency, over the number of sexual
offences by staff on children in their care: 1) Is the fact 7 members
of Social Services staff have been involved in such offences over
the past two years, and 2) after 14 months they appear to have
failed to implement a Home Office circular intended to protect
children.” - this referred to a circular on recruitment which was
eventually implemented in December 1987.20

21 22

He asked for

enquiries to be made “about offences committed by...staff, the
number of complaints received and how they are dealt with etc”.

6. He wrote also to then Director of Social Services, Edward Culham,
expressing concern that, “records are ‘not kept within the
department’ in relation to children in care involved in sexual
offences/acts. I consider it to be an important part of managerial
monitoring of problems facing children in care”.

Broxtowe and the breakdown of Police/Social Services relationship
7. In the late 1980s, a major intra-familial child abuse investigation in
20

LAC (86)10: Protection of Children: Disclosure of Criminal Background of those with Access to
Children
21
INQ000275_1
22
NSC000130; NSC000936

17

Broxtowe led to 10 adults being charged with 53 offences against
21 children. Once the children had been removed and placed with
foster parents, concerns were raised by a team of social workers
that the children might have been exposed to ritualistic abuse.
Police carried out their own investigation and found that no ritual
abuse had taken place. The Director of Social Services formed a
Joint Enquiry Team, consisting of Police and Social Worker
personnel. It concluded in December 1989 that there was no
evidence of any ritual abuse, but said: “It is our view that if the
current situation is allowed to persist that there could be a total
breakdown of Police/Social Service relationships with incalculable
consequences.” T
 he JET recommended that all child abuse be
subject to joint investigation by police and social services.

8. In March 1990, the Chair of the County’s Social Services
Committee, Joan Taylor, wrote to Frank Field MP 23 in this context,
noting: “In my view the suffering from and extent of child sexual
abuse has never been properly confronted and the time is now
overdue for this issue to be opened up and a national stance taken
on it, and on how we should respond”.

9. In November 1990, the Director of Social Services, David White,
reported to the Committee,24 accepting the main recommendations
of the Joint Enquiry Team (JET) report. He advised that since the
report, the rift between Police and Social Services had grown, and

23
24

NSC000177_19-20
NSC000177
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“the extent of this antagonism, and the damage ensuing from it,
was (and still is) considerable”.25

10.

In line with one of JET recommendations, in 1991 the HMIC/SSI

conducted a joint inspection of the department’s child abuse
investigations.26 This focused primarily on child protection practice.
One

recommendation

was

that

all

child

sexual

abuse

investigations should be undertaken by trained officers within the
Police’s Family Support Unit.27 In 1993, a follow-up report28
concluded that changes in structure in both the Police and Social
Services had led to a “closer working relationship” a
 nd a “more
efficient process of joint investigation”. T
 he Police’s FSU was now
dealing with all allegations of child sexual and physical abuse:
there was now a backlog.
11.

The SSI expressed that the report conveyed, “an over optimistic

impression of police/social services cooperation”.2930 although a
recent inspection had found further improvement on “broadly
satisfactory working relationships between police and social
services in investigation child sexual abuse”31

Early 1990s Child Protection Issues - inc Strong Enough to Care
12.

During the early 1990s - and not simply arising out of Broxtowe

- Nottinghamshire was beset by a crisis in its child protection

25

See, e.g. NSC001436_10-12
NSC000184
27
NTP001473
28
CQC000023; Pettigrew (NSC001235) 8c.9-10
29
DFE000963
30
CQC000024_1-3
31
CQC000009
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capability and the competence of its field social work teams.
Although not the focus of this investigation, the crisis provides a
further important context for other events during this period. In
1991, the number of unallocated cases led the SSI to conclude
that the County were in breach of statutory duties - Government
intervention was considered but following this,32 the number of
unallocated cases were reduced from 800 to zero.33

13.

In the 22 months’ up the end of 1992, there were 14 child

deaths reported to social services in Nottinghamshire. Towards the
end of the year, the Department were notified of the death of one
particular child at the hands of her mother; the tragedy generated a
lot of publicity.34 This prompted Alan Jones, the area SSI, to voice
his concern: that there was “a serious problem that needs to be
tackled in Nottinghamshire”.35 36

14.

In February 1994, John Bowis, Health Minister, wrote to Joan

Taylor (Chair of Social Services Committee) expressing “very great
concerns about the poor performance of Nottinghamshire’s Social
Services Department in the protection of children at risk”. 37

15.

In the wake of the most recent child death, the Chief Executive’s

Working Party produced a report ‘Strong Enough to Care’38. It

 FE000819_21-23
D
DFE000965
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made “stark” findings that, according to the author, revealed
“serious weaknesses in current Child Protection arrangements
within the County” - services did not meet the standards set by the
Children Act, or the expectations of the Council or the public. The
leadership of the incumbent Director of Social Services and the
Social Services Committee was called into question. David White
and Joan Taylor [Chair of SS Committee] subsequently resigned.

16.

In 1994, SSI inspectors concluded that “the SSD had not yet

safely established a competent child protection service for children
and families in Nottinghamshire.”39 The SSI then became directly
involved

in

monitoring

to

ensure

the

implementation

of

recommendations - by August 1995 such was the progress made
that monitoring was withdrawn.40

17.

A further inspection of the Child Protection Service in December

199541 found that “considerable efforts had been made...to
transform a dismal child protection investigative service in
Nottinghamshire last year. It had resulted in an enquiry and
investigative service which was in almost every respect now
functioning well”.

Residential care 1991-1998 - including response to reports
18.The turmoil in child protection in the first half of the 1990s has to
be considered alongside the management of children in care over
39

NSC001160
CQC000007; CQC000020_1-2
41
NSC001170
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the same period. David White reported to the Social Services
Committee in June 1991 noting that “in recent years there has
been a greater incidence of children in care known to have been
victims of sexual abuse. Such children can be profoundly affected
by their experiences. They are likely to need skilled and
sympathetic help”.42

19.

In 1992, the Chief Executive’s Working Party published ‘As if

they were our own - Raising the Quality of Residential Child Care
in Nottinghamshire’43 reflecting anxiety that the service was “failing
to measure up to the demands being placed upon them” and
noting “some young people faced the prospect of violence and
sexual abuse within our care and this is manifestly unacceptable”.
The report concluded that fewer young people should be taken into
care & fewer residential places were needed but of a higher
standard. Children were in residential care who should never have
been in care and certainly not in residential care. Statistics from
1989, showed had about 50% above the national average of
children in care, albeit with a much higher proportion of children
boarded out.
20.

The service needed general improvement in quality despite

fixed or declining resources. An implementation team was set up
over the next three years to meet the major recommendations of
the report,44 and to formulate a new structure for residential staff,
encouraging more training and more qualified staff.45 In relation to
42

NSC000438
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the 1980s/1990s, Denis Watkins’ statement to the Inquiry noted
that as soon as residential social workers got qualified they often
applied for the less stressful field work job; so the most complex
and demanding work was the responsibility of the least qualified
staff who would be least likely to challenge a qualified senior officer
in the home.

21.

In December 1994, a report by the Acting Director of Social

Services to the Committee

46 47

noted that ‘As if they were our own’

had concluded that the quality of care in children’s homes was
“indefensibly poor” but since then a number of Homes had been
closed, and resources reinvested into residential and alternative
care. Approval was sought for a restructure of child care services.

22.

In June 1996, as part of the Residential Child Care Review,

children’s homes were renamed after their individual addresses, in
order to reduce the stigma associated.48 49
23.

In the 1990s, a series of investigation reports were carried out

into The Ridge children’s home. In 1994, an enquiry was carried
out following the conviction of a local teacher Alan Tucker for
sexual offences involving teenage boys. The enquiry raised issues
of failure to act on previous disclosures of abuse and is discussed
by Carolyne Willow, in her statement to the Inquiry.50 In 1998, an
investigation into care practices noted that several allegations of
Pettigrew (NSC001235) 8a.17-8a.19
NSC000943
48
NSC001322
49
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50
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physical and sexual abuse had been made against staff and not
properly acted upon - “procedures were not followed and papers
were destroyed”.51 The September 1999 report made several
recommendations, including prioritising the new advocacy service
for children in residential care. The report also emphasised the
need to train staff, including in the maintenance of records.

Residential Care and activities re CSA post-1998
24.

Between 1999 and 2001, the County’s Director of Social

Services, Stuart Brook, proposed attention to staffing levels in
residential care and increased training,52 and reported to members
on the mechanisms by which children in care could raise issues of
concern53 including a complaints process, an advocacy group,
social work visits, childline, rota visits and key workers.54 B
 y 2002,
they had 26 young people in residential units in the county, with
others placed outside the county55 and by 2005, the Department
was managing with only 14 residential care beds, despite there
being 500 children in care, largely because of an increase in the
use of fostering56 Speaking in 2006, Councillor Lonergan described
the achievements in residential child care as a success story for
the Social Services Standing Committee.57

25.

From January 2000, the City Council had entered into a contract

51
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with Action for Children for the provision of an advocacy service for
Looked After Children.58 An Inter-agency inspection of the City in
200259 found clear guidance on responding to allegations, but
noted that difficulties had arisen when child protection procedures
and agency disciplinary procedures conflicted. By 2003, the Lead
Inspector noted “Nottingham City ACPC has continued to build on
its solid foundations to further improve its arrangements…” D
 espite
this, in a statement to the Inquiry, Sallyanne Johnson says that
there was a view that the City’s Social Services Department hadn’t
been fully embedded into the Council from the time it took over
social care responsibilities in 1998. 60

26.

In August 2003, a young person in the care of Nottinghamshire

who was living in a children’s home died as a result of suicide.61 A
Part 8 Review noted recent concerns of possible sexual
exploitation and abuse and a mixed response to these concerns.
Recommendations included that the ACPC should review its policy
and practice in relation to under age sexual intercourse, as well as
its current practice in relation to children who may have been/have
been sexually abused, and identify any shortfalls in assessment
and service.62

27.

In September 2011, an SCR was carried out following the death

of a child in the care of the City Council.63 Before his death, there
58

NCC000217
CQC000038
60
DFE000962 para 16
61
OFS008142-8145
62
REF
63
NCC003788
59

25

were concerns about harmful sexual behaviour exhibited by the
child, as well as allegations he had made about being sexually
assaulted by others. The report includes strong criticisms of all
agencies, including the City Council and the Police, including
failure to manage the child’s risk of sexual exploitation and to take
a coordinated approach to safeguarding him. The authors
observed, “The assumption cannot be made that because a child
is Looked After by the Local Authority that they are safe or that
their needs are being fully met…Professionals, including carers
themselves, need to be prepared to think the unthinkable, and
recognise that Looked After Children may be abused whilst in care
and are very unlikely to disclose such abuse”. With reference to
disclosure, they noted, “Professionals need to be alert to a child’s
attempts to begin to disclose.”

28.

The review acknowledged that since the time of the child’s first

placement, the City Council had introduced a multi-agency
placement panel to consider the needs of children requiring
placements as well as regular review of their placements. The City
Council’s position is that since 2015, there have been no
mainstream children’s homes with more than 4 long-term beds.64

29.

In November 2011, the City established a Children in Care

Profiling Tool in response to the recommendation about the need
to identify the most vulnerable children in care, including key

64
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indicators of risk, such as sexual exploitation.65

30.

In July 2012 the County’s Service Director reported that funding

was to be provided to enable advocacy/independent visitor support
to be provided to all looked after young people who needed it.66

31.

In 2015, the County Council implemented quality standards for

children’s homes with improved levels of staff training, including
mandatory training on child sexual exploitation.67

32.

In 2015, the County Council established a Historical Abuse Unit

to handle referrals to social care concerning non-recent allegations
where children had been looked after by the County; and work
jointly with police to support ongoing investigations. According to
Anthony May, Chief Exec of Notts County Council, this was to
allow for a clear distinction between responsibilities of the Council
is respect of historical abuse and responsibilities to safeguard
today’s children.

33.

In June 2016, the City Council initiated a ‘Historical Concerns’

Project.68 The project was commissioned to “review historical and
current employment records...to identify patterns of behaviour that
may be of concern.” It would help the Council identify potential
risks posed by current and former employees/workers working with
vulnerable groups. 75 current employees were rated as high or
65
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medium risk, and 60 ex-employees were rated as high or medium
risk. It was noted that of the combined total, 38 of those related to
sexual concerns (both against adults and children). A number of
ex-employees continued to be the subject of ongoing police
enquiries and were being progressed through the LADO meetings
process. The authors noted that “...as a result of the review of
historical employment records, the Council should have a high
degree of confidence that appropriate action has been taken in
respect of individuals that have and potentially could cause harm
to vulnerable service users”.

34.

In January 2018, the Leader of the County Council made a full

apology to those who suffered abuse in their care.69

35.

In February 2018, Councillor David Mellen, the City ’s Portfolio

Holder for Early Intervention and Early Years, informed the
meeting of the Leader of the Council’s stance regarding being
asked to apologise for historic child abuse, noting “we will
apologise when there is something to apologise for”.70 In June
2018, Alison Michalska gave an interview to the Nottingham Post,71
in which she was quoted as saying that no evidence had appeared
to date of someone saying that they told someone and nothing
being done about it and said “I think we’ve learnt the lessons” from
cases up to and including the 1980s. T
 wo weeks before the start of
this investigation’s oral hearings today, the Chief Executive of the
69
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City Council, Ian Curryer, made a public apology in preparing for
the Inquiry.72

Recent Inspections - County & City Council
36.

Between 2011 and the present, Ofsted’s inspections of the

County Council’s safeguarding and LAC service ranged from good,
to inadequate, to adequate to ‘improvement needed’,7374

75 76 77 78

though their recent self-evaluation was noted to be79 “thorough and
highlights strengths in practice as well as some areas for
improvement.”

37.

Between 2011 and the present, Ofsted’s inspections of the City

Council’s safeguarding and LAC service have ranged from ‘good’,
to ‘performs adequately’ to requires improvement’ and more
recently back to ‘good’. 80 81 82 83 84

72
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7.1-7.3: MANAGING ALLEGATIONS AGAINST STAFF

1. We turn now to how the management of allegations of sexual
abuse against residential care staff evolved over the relevant
period, noting some of the cases disclosed to the Inquiry in which
there was an institutional response but which are not the focus of
our case studies.
2. The “records bias” mentioned previously certainly applies here: in
this section we only look at cases in which there was an
institutional response, whilst noting that several complainants
allege that they reported abuse but there was no response.
1950-1980
3. County and City Council records from the 1950s to the early 1970s
are sparse; accordingly, the details of disciplinary policy and its
evolution during this period is unclear.
4. In 195, a Home Office Circular set out procedures to follow85 if
“allegations of indecent practices” a
 re made against staff86. A list of
undesirable people was held by the Home Office, which
transferred to the Department of Health in 1971 and became
known as the Consultancy Service Index87. Local authorities and
private or voluntary organisations were requested to submit
information about staff they ceased to employ in circumstances
where the welfare of children was put at risk88.
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5. In 1975, Malcolm Henderson resigned from his post at Skegby
Hall before being convicted of indecently assaulting a 12 year old,
for which he received a 2 year probation order.89
6. In the 1970s, there were policies90 whereby Social Workers and
staff in Community homes had to report neglect or physical abuse
of children, but no specific reference was made to sexual abuse.
1980-1990
7. The County Council’s 1984 Child Abuse Procedures91 included
reference to ‘sexual ill-treatment’ for the first time but did not apply
to children in residential care.
8. On 23 March 1985, Michael Preston was sentenced to 9 months’
imprisonment for sexually abusing a resident at Three Roofs
community home. He had resigned in October 1984. At his
sentencing, the Judge said
“ …. It appears on the face of the papers that the officer in
charge of the children’s home and other persons in the social
services, were well aware of the temptations to which you
were subject, and yet they took no steps to relieve you of
your responsibilities in order to protect the child……It seems
to me extraordinary that you were not dismissed at a much
earlier stage, and on the face of it culpable responsibility for
the assault lies with your superiors as well as upon you.”92
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9. An Inquiry was carried out and a report sent to the Chair of the
Social Services Committee in June 1985.93 The Officer in Charge
at Three Roofs, who was aware of significant risk, was interviewed
and counselled on the “need to balance the rules and regulations
relating to childcare and the County with the need to ensure at all
times the care and control of the children” .
10.

In June 1986, an allegation of indecent assault was made

against Gerry Jacobs, Amberdale’s Assistant Principal, leading to
his dismissal. A formal inquiry was undertaken on the basis that it
was in the interests of children and staff that there was clarity
about what happened, how it had happened and whether there
was any negligence or gaps in practice or procedure.94
11.

The report that followed,95 noted that the Jacobs incident had

“finally opened Amberdale to scrutiny” . A list of 29 proposals were
made,96 including guidance to staff about permissible physical
contact, the introduction of a clear, explicit and easy complaints
procedure for children and what are described as “Serious and
urgent steps to improve the training and supervision of staff”.
12.

Mr Jacobs pleaded guilty and was sentenced to 9 months

imprisonment in December 1986. Following his conviction the
County wrote to the Department of Education noting: “Mr Jacobs’
behaviour led to swift action by this Department which led to his
dismissal. However, I think you will have gathered from this letter
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that many of us were left with very great regret that Mr Jacobs had,
for whatever reasons, ruined a good reputation and a promising
career”. 97
13.

For much of the period under review, appeals against dismissal,

including for child sexual abuse, were heard by Councillors who
were Members of the County’s Appeals Sub-Committee98. It was
not until 2017 in the case of the County and November 2010 in the
case of the City Council that Members were no longer involved in
such hearings.99. The City Council corporate statement notes that
prior to this change “...the involvement of councillors sometimes
led to the reinstatement of employees following dismissal for gross
misconduct allegations” , and that such reinstatement decisions
“....had at times been met with concerns by Council officers”.100
14.

In September 1986, NO-F147 was dismissed from Wollaton

House following an admitted sexual relationship with a 16-year old
resident. His appeal was rejected by the Appeals Sub-Committee,
but they requested that the County Personnel Officer consider
possible alternative employment in another Department.101
15.

In 1988, Dean Gathercole appeared before the Crown Court

following allegations of sexual abuse of girls at Amberdale. No
evidence was offered by the prosecution: Mr Gathercole was
discharged. A formal disciplinary hearing was instigated at which
Denis Watkins accepted Mr Gathercole’s account that the
97
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allegations against him were unfounded, though concluded that his
actions prior to the allegations were inappropriate.102 Further
complaints against Mr Gathercole were made in 2000, however the
CPS declined to charge him at that time103. In relation to that
investigation in 2000, as set out in the summary table of CP
accounts, F46 says: “I think that at the time I was abused it
appears obvious that Dean Gathercole was abusing other girls
who made complaints about him. Both they and he were removed
from Amberdale for some time. I think that the evidence at the time
should have alerted the authorities...I think also that when I made
my complaint to the police that there was not an effective
investigation. I am sure that there would have been records about
reports of abuse by Dean Gathercole with Social Services that the
police could have investigated." More recently, further complaints
emerged : Mr Gathercole was found guilty of six counts of indecent
assault and three counts of rape in May 2018 and sentenced to 19
years imprisonment104.
16.

Other cases in the late 1980s, included:
a. In June 1985, F290 going AWOL from his role at Broughton
House whilst being subject of allegations of sexual assault.105
b. In 1987, David Marriott employed at Skegby Hall, pleaded
guilty to four counts of indecent assault against two boys and
was dismissed the following day.106
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1990s107
17.

NO-F151, a residential social worker at Amberdale, was

dismissed in November 1990 following allegations of sexual abuse
of a male resident some four days prior. NO-F151 was not formally
interviewed nor was she suspended - a report noted that as a
result, it had not been possible to obtain her account or her
understanding of procedures.108
18.

The February 1991 Child Protection Procedures109 required that

reports should be accepted from any source, and staff in children’s
homes must report abuse, including sexual. The procedures
emphasised

cooperation

with

the

Police

and

noted

that

investigations regarding Departmental staff should include an
independent element. Allegations from children in residential care
were noted to include three strands: child protection, disciplinary
and criminal investigation.
19.

The 1992 Nottinghamshire Area Child Protection Committee

procedures110 clarified that whether a child was placed with a foster
parent or living in a residential home, the agreed child protection
procedures must be followed111. It was emphasised (underlined in
the policy) that even though there may be insufficient evidence to
support a police prosecution, “this does not mean that action does

107
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not need to be taken to protect the child, or that disciplinary
procedures should not be invoked and pursued”.112
20.

In March 1992, NO-F158, a senior member of staff at

Amberdale, was suspended following allegations of abuse. He
remained under suspension for a period of almost three years and
was eventually dismissed in February 1995. His appeal against
dismissal was rejected in September 1995.113
21.

During this period, a report in March 1993 following an

inspection of Amberdale114 raised concerns about suspension of
staff, with the SSI recommending that staff members be
suspended automatically, whilst David White’s position (as Director
of Social Services) was that this was not realistic “in the light of the
number and nature of allegations made”. The Social Services
Inspectorate was also concerned at the time taken to progress
disciplinary issues - a “radical change” was sought.
22.

In September 1991, Norman Campbell was convicted of

buggery and indecent assault of children and dismissed from his
role at 88 First Avenue.115 A Social Services enquiry report,
published in 1992, identified several issues of concern regarding
the County’s disciplinary procedures and practices, including116 an
apparent “lack of understanding about the behaviour of abusers
and victims of sexual abuse...”, a
 nd t he dismissal of the concerns
of an Officer in Charge who had witnessed an incident involving
112
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Campbell some years prior to the initial disciplinary proceedings in
1988. The writers concluded, “We feel it is unfortunate that the
disciplinary process as it related to Norman Campbell could be
criticised as having the effect of protecting its senior managers and
ultimately the department from the repercussions of acting on their
beliefs about him”.117
39.

In October 1993, a report into Hazelwood during the period

1979 to 1985118 was critical of various disciplinary processes at the
time. It concluded that the Department had been ‘more dedicated
to the furtherance of staff employment rather than the care and
protection of children’ . In particular, the report identified a failure to
properly notify the Department of Health of persons deemed
unsuitable to work with children; a mistaken reliance on the
criminal standard of proof; and that disciplinary issues were dealt
with in the absence of a direct connection with child protection
issues. There was a lack of clarity about when a disciplinary matter
was deemed sufficiently serious to warrant externally appointed
persons or designated staff to conduct it.
40.

The report noted that 14 known allegations of abuse by staff

towards children had been made between June 1992 and
February 1993 - it is unclear whether this includes physical abuse and that, in the context of the recent revelations nationally, there
was a need for rigorous Departmental oversight. A number of
important recommendations were made, including that: (a)
Disciplinary action ought to be concluded regardless of whether a
117
118
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member of staff has resigned prior to its completion (as set out in
the relevant procedures); (b) A system be created whereby ‘all
allegations of staff misconduct towards children be monitored and
reviewed, and that this be carried out in one place - Social
Services Personnel’; ( c) Senior Departmental Managers should
receive reports on the incidence of allegations and the patterns
and outcomes of disciplinary proceedings; and (d) A policy ought
to be established in cases of allegations of abuse made by children
against staff whereby Senior Child Care Managers are appointed
to clarify and coordinate the responses to the complaints.
23.

The ACPC procedures were revised and expanded in 1994119 to

include more detailed guidance on responding to allegations including separate sections relating to allegations against staff and
those against foster parents.
24.

In 1994, a report of the Acting Director of Social Services

(Stuart Brook) outlined proposals for creating the post of
Investigative Officer. This was a direct response to the increase in
number, complexity and range of investigations over the previous
three

years.

Subsequently

the

County’s

Social

Services

Department created a dedicated Investigations Team that operated
between 1995 and 2007120.
25.

In May 1995, NO-F153, was dismissed from Amberdale for an

inappropriate relationship with a female resident and for destroying
her diary.121 On the same day and arising out of the same facts,
119
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NO-F37, was also dismissed for removing the child’s diary, which
included allegations against him, F153 and others and others, and
for refusing to return it or to disclose the information contained
within it. The dismissing manager noted that at the time of the
events in question, ‘Amberdale...was an establishment in some
crisis. There appeared to have [been] a breakdown of trust
between management and some staff”.122 N
 O-F37 was later
reinstated by the Appeals Sub-Committee with a final warning on
appeal in November 1995.
26.

Amidst the spate of disciplinaries relating to sexual abuse at

Amberdale, in June 1995 the Social Services Inspectorate
conducted a further inspection.123 In the wake of serious concerns
highlighted by the report, Amberdale was closed c once alternative
placements were found for the then-current residents. It was
subsequently reopened as Clayfields.
27.

In August 1995, NO-F161 was dismissed from Amberdale for

gross misconduct following allegations of sexual abuse of a
resident, having previously been acquitted at trial in October 1994.
The decision maker, Sandra Taylor found that on balance the
sexual abuse did take place and following the dismissal, wrote a
letter to Stuart Brook and others.124 She described how in the
course of her investigation, she had ‘come to be informed of a
variety of issues which give [her] cause for grave concern as to the
welfare and safety of children in the care of the authority’. A
 mongst
122
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her concerns were: (a) A lack of knowledge of and adherence to
the Child Protection Procedures amongst residential social workers
at all levels; (b) No attention given to the wellbeing of the
complainant; (c) One of the complainants had disclosed abuse on
three occasions before but this had not been properly recorded or
investigated; (d) The Trade Union representative made an attack
on the department for the “child centred” approach of the hearing Ms Taylor thought this showed a lack of awareness and
acceptance of statutory responsibilities.

28.

NO-F161’s dismissal was later substituted for a final warning by

the Appeals Sub-Committee in March 1996 and he was
re-employed to a different post.125
29.

In December 1994, NO-F162, who worked at Wollaton House,

resigned before the final conclusion of a disciplinary hearing
following alleged sexual abuse of a female resident.126 In January
1996, following the sentencing and imprisonment of NO-F162 for
separate physical abuse, Rod Jones wrote a memo to Stuart Brook
(Director of Social Services) highlighting important lessons relating
to NO-F162’s case, including: (a) The need, following allegations
of abuse, to “consider whether there is a need for wider
investigations” and “ongoing monitoring of risk to children"; (b) The
need for a managerial decision where a staff member resigns
before the conclusion of a disciplinary investigation; and (c) Where
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a child retracts a serious allegation, the need to get a report to
assess what might have influenced this.
30.

In November 1996, a disciplinary investigation into a senior

member of staff at Wollaton House, NO-F96, concluded that there
was insufficient evidence to proceed to a disciplinary hearing.
Nonetheless the investigation had revealed serious deficits in
practice. It was suggested, ‘there needs to be an assessment of
[NO-F96]’s ability to assess risk and identify whether there are
outstanding training needs in this area’.127
31.

Following the local government review in 1998, disciplinary and

child protection procedures were carried over to the new City
Council until at least 2000.128 129
32.

Other cases in the 1990s included:

● The eventual dismissal in February 1990 of NO-F142 after he was
found in a child’s bedroom. He had resigned some 11 days earlier,
though the Council had refused to accept this.
● The resignation of F143 from the Ridge in 1990 following
allegations of sexual intercourse with a 16 year-old resident130
● The conviction of Steven Carlisle in Nov 1990 on three counts of
indecent assault against children in care at Woodnook. Previously,
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following a disciplinary hearing in September 1989, there had been
no further action taken due to insufficient evidence.131
● The resignation of F148 from Skegby Hall in July 1991 prior to a
disciplinary hearing following allegations of rape and other sexual
abuse of two residents.132
● The dismissal of F149 from his role at Skegby Hall in January 1992
following allegations of abuse involving touching and sexual
intercourse.133
● The dismissal of F160 from his role at Wollaton House in 1992
following an allegation that he incited the sexual exploitation of
young people in care134.
● The giving of a formal warning to F45 for sexual misconduct in
1992.135136
● The dismissal of F152 with notice from Cherry Orchard House in
July 1993 following alleged sexual abuse of a resident.137
● The decision to take no further action against F163 in December
1993 following allegations of sexual abuse at Skegby Hall - he was
subsequently reinvestigated and dismissed in 1998,138 although
this was substituted for a final written warning.139
● The dismissal of F159 in March 1994 from his role at Woodnook
following a re-investigation of allegations of child sexual abuse.
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NO-F159 had previously been suspended in June 1992, then
reinstated and transferred.140
● The giving of a formal warning to F171 in April 1995 for
inappropriate physical contact with a female resident at Wollaton
House.141
● The giving of a formal warning to F48 in October 1995 following
allegations he had sexually abused a female attending Crocus
Fields for respite care.142
● The decision to take no further action against F145 in 1996
following allegations of sexual abuse at Forest Lodge.143
● The decision in March 1997 that NO-F164 would have been
dismissed from Forest Lodge for gross misconduct had he not
chosen to resign during the investigation. Previous investigations
in 1993, 1994 and 1996 had found insufficient evidence to proceed
with disciplinary action - some of these were criticised.
● The giving of a final written warning to NO-F413 in July 1997 for
having engaged in a sexual relationship with a 16 year old in his
care in 1983. He was not dismissed because ‘in 1983 there was a
lack of clear guidance given to [him] as to the role of a
houseparent’ a
 nd ‘there may have been a lack of clarity about the
boundaries of relationships at that time”.
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● The decision to take no further action against NO-F175 of
Clayfields in September 1997, regarding allegations of kissing a 16
year old resident.
● Around the same time, the resignation of NO-F176, before
allegations emerged that she had engaged in sexual activity with
the same 16 year old male. Following her resignation, NO-F176
was twice visited by senior staff from Clayfields in order to
investigate the allegations against her - she admitted embracing
and kissing him, but denied that this was an amorous relationship.
● The decision to take no further action in October 1999 following
allegations of sexual abuse against NO-F37, then at Ranskill
Gardens.144
● The decision to take no further action in 1999 against F178 of
Ranskill Gardens following allegations that he had kissed a child.145
2000-2010
33.

In November 2000, NO-F46 was dismissed following an

investigation by the City Council which found that he had a sexual
relationship with a resident of Redtiles both in 1991 and
subsequently after she had left the home. This was overturned on
appeal and he was reinstated with a final written warning.146 A
1998 memo makes clear that NO-F46 had previously been
investigated in 1989-90 and expressed concern that at that time,
Tony Dewhurst and Paul Bohan had visited the complainant to
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explore an allegation that NO-F46 was the father of the
complainant’s then-expected child. The memo suggests that
NO-F46 may have been present at the meeting, the outcome of
which had been that the complainant retracted her complaint.147
34.

From 2001, it became a criminal offence for someone in a

‘position of trust’ (such as a residential care worker or a foster
carer) to engage in sexual activity with a person under the age of
18148 - changing the previous position where the Police could take
no action if allegations were made by a 16 or 17 year old in care
against a staff member.
35.

The

Nottinghamshire

Area

Child

Protection

Committee

Procedures of 2001149 again combined the sections relating to
managing allegations against staff and foster carers, reversing the
previous separation in 1994.
36.

In 2003, a report into Edwinstowe Hall was commissioned150

looking at non-recent allegations, The report concluded that there
had been no pattern of abuse at the home and that the number of
allegations were no higher than would have been found in any
establishment over a thirty year period. A disciplinary investigation
into historical allegations of sexual and physical abuse against
NO-F41, concluded with a decision to take no further action151.
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37.

In 2004, the County published guidelines which set out a step

by step guide to conducting disciplinary inquiries.152
38.

In 2006, the Local Authority Designated Officer (LADO) role was

introduced following the Children Act 2004. As Colin Pettigrew
explains153: ‘The LADO oversees the processes regarding
allegations and concerns against adults who work with children,
whether on a paid or voluntary basis. There is now a strategic
LADO who manages a small team of Allegations Officers who
ensure that the 3 strands of safeguarding the child, any criminal
investigation and any disciplinary process, are managed alongside
each other without detriment, and also that concerns are escalated
properly’.
39.

Other cases in the 2000s included:

● The taking of no further action against F30, an agency worker at
Radford Bridge Road, in April 2000 following an allegation that he
had offered a girl money to show him her body.154
● The taking of no further action against F168 in March 2003
regarding alleged sexual offences at Broughton House in 1991.155
● The decision to take no further action against F189 in July 2006
following allegations of sexual abuse at the Big House.156
● The decision to take no further action following allegations of CSA
against F7 in May 2007.157
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● A formal warning given to F224 in October 2008 of Clayfields for
misconduct including sexual touching.158
52.

In May 2011, NO-F1, who previously worked at Beechwood and

Ranskill Gardens was dismissed for gross misconduct following a
relationship with a former resident.The disciplinary hearing upheld
the allegation that NO-F1 sent sexually explicit text messages to a
girl, then aged 23, who had formerly been in care - it was noted
that the Local Authority had responsibility for young people up to
the age of 25. An allegation that NO-F1 had had sex with the
young person when she was in the care of the Local Authority at
Ranskill Gardens was not upheld.159
53.

In 2013, allegations were made against NO-F190, a full-time

support worker at a privately run children’s residential unit in
Nottingham. Following a strategy meeting in December 2013,
NO-F190 was suspended160. He was subsequently dismissed161. In
September 2015, NO-F190 was tried in respect of the allegations
and was acquitted on each count.
54.

Allegations of non-recent abuse at Beechwood and elsewhere

have generally led to disciplinary investigation if the alleged
perpetrator is still employed.162
55.

Beyond the cases mentioned above, several other cases

involving historical allegations of abuse, which have progressed to
trial since the beginning of this Inquiry (in addition to cases
158
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involving members of staff at Beechwood and foster care,
mentioned elsewhere). None involved staff who worked in
residential care at the time of their trial.
● In February 2017, a former member of staff at Skegby Hall,
was acquitted of seven counts of indecently assaulting a
child in the 1950s.163
● In April 2017, NO-F278 a former member of staff was
acquitted on three of five charges against him, with the jury
unable to reach verdicts on the two remaining charges.
● In July 2017, a former member of staff was acquitted on
sexual offence charges relating to one victim at the Redtiles
between 1989 and 1990.
● In June 2018 Myriam Bamkin was given a custodial sentence
of 30 months after pleading guilty to having sex with a
15-year-old male resident at Amberdale in 1985. The
Judge’s sentencing remarks noted that although a member
of staff reported concerns at the time, “The head of the unit
appeared to have told that member of staff to keep it to
himself and it was swept under the carpet." Bamkin
continued to work for the County Council until 2016, when
she was suspended following the allegations coming to light
as part of Operation Equinox.164
56.

Where an allegation is made against a member of staff today,

the guidance that applies is ‘Managing Allegations/Concerns in

https://www.bbc.co.uk/news/uk-england-nottinghamshire-38838808
https://www.nottinghampost.com/news/local-news/myriam-bamkin-social-worker-1631559;
https://www.bbc.co.uk/news/uk-england-nottinghamshire-44335929
163
164

48

Relation to Adults who work with Children.165 The interagency
NSCB Safeguarding Children Procedures also include a section
regarding managing allegations against staff. The framework for
multi-agency response to allegations of non-recent abuse is
broadly the same as for contemporary concerns,166 although a
number of additional considerations apply.
57.

On completion of the process, a decision is reached on the

outcome. Notification to Ofsted, a DBS or HCPC referral is the
responsibility of the Registered Manager of the relevant children’s
home.Christopher

Few,

the

Independent

Chair

of

the

Nottinghamshire Safeguarding Children Board, from whom you will
hear in oral evidence, explains how allegations against people that
work with children may result in one of five outcomes167: (a)
Substantiated - sufficient identifiable evidence to prove the
allegation; (b) False - sufficient evidence to disprove the allegation;
(c) Malicious - sufficient evidence to disprove the allegation and
there has been a deliberate act to deceive; (d) Unfounded - no
evidence or proper basis which supports the allegation being
made; (e) Unsubstantiated - insufficient evidence to either prove or
disprove the allegation; the term therefore does not imply
innocence or guilt.
58.

The City Council’s process is broadly similar,168 - the City’s

Corporate statement explains how, in general terms, the approach
taken since 1998 has been similar to the current position.
Pettigrew (NSC001235) 3c.iii.15ff
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Previously, the framework was provided by the ACPC; and since
2004, this task has been fulfilled by the LSCB.
7.4: Response to civil claims
1. One aspect of the institutional response to allegations of child
sexual abuse is how the Councils have responded to civil claims
made against them over the years in relation to such abuse.

2. The County Council has received such claims since at least the
early 1990s and to date have received approximately 200 civil
claims, of which 41 claims were ongoing as at July 2018 with only
one having gone to trial.169 The City Council has limited or no
information in relation to claims received before 2009, but has
provided a schedule of claims received since.170

3. Claims received by the County Council in the early 1990s led to
some dispute about the extent to which staff should cooperate with
claimant solicitors -

171

A memo from Rod Jones in September

1993 noted that if staff were not allowed to cooperate, “The
consequences for the County Council in total have the signs of
moving from bad, to being very damaging for a long time to come.
My opinion is that the advice is not workable and its outcome will
increase the litigation and costs to the department and further
deflect from action in implementing lessons to be learnt in present
services”.
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4. In the early 1990s the County formed a risk management group172
As you will hear from Rod Jones, there was a concern that the
Department’s duties to children in need “were in danger of being
overridden by those seeking to defend the County Council from
costs...There had been no overall liaison or drawing lessons to be
learnt.”173 The Group started to meet towards the end of 1993, with
some regularity in 1994, and involved Social Services, the County
Solicitor and the Risk & Insurance Officer.174 It was thought by
January 1998 that sufficient learning had been achieved to hold a
day-seminar on ‘Liability, Prevention, Apologies’.175

5. In December 2009 and June 2010 respectively, the County Council
started to receive claims relating to Beechwood.176 The number
increased significantly and came to be managed under a group
litigation order, the “Beechwood Children’s Homes Litigation”.177

6. Since August 2016, the City Council has introduced a central
register of claims and other requests for information called the
‘Non-Recent Abuse Tracker.178

7. For some complainant core participants, their impression of the
response of the councils to claims for compensation has left them
surprised or angry. For example, L46 says that she is “shocked”
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that the County would deny liability for sexual assault even though
the incident is recorded in her records.

8. The evolution of the police approach
1. With regard to the national picture on Police investigations into
allegations of child sexual abuse from 1990 to the present day, the
Inquiry commissioned an expert report from the Crime and Security
Research Institute at Cardiff University. This was disclosed during
the Anglican investigation and will be published again on the Inquiry
website in connection with this investigation. The report makes
reference to Home Office circulars in the 1960s about working
alongside Local Authorities in CSA cases as well as to the fact that
sexual abuse was included in the definition of child abuse in
national guidance from 1988. By this time, close joint working was
emphasised in CSA cases and by the end of the 1990s, all forces
had child protection units. In the 2000s, the Laming and Bichard
inquiries both criticised HMIC for not taking a sufficiently active role
in relation to child protection -

recommendations included that

those working in child protection roles within the police to be of
senior rank and have appropriate qualifications.

2. Since 2010, the report notes a significant increase in the volume of
allegations of non recent sexual abuse and that police forces are
struggling to manage rising demand with systemic weaknesses and
high workloads placing significant strains on staff.

Notts
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3. You will hear evidence about Nottinghamshire police’s approach to
the investigation of child sexual abuse from former and current
Police Officers and from Chief Supt Griffin as a corporate witness.

4. In the 1970s and 1980s, Police took the lead in investigations of
allegations of CSA - such cases were investigated by Divisional
Detectives (known as CID).179

5. In October 1988, Notts Police established the Family Support Unit
(FSU) - a dedicated ‘specialist’ resource for dealing with child
sexual abuse,180 although divisional police continued to investigate
some such cases181. The joint HMIC/SSI inspection in 1991,182
recommended that all child sexual abuse investigations should be
undertaken by trained officers within the Police’s FSU and by the
time of the follow up report in 1993,183 this was noted to be
happening (albeit apparently not in related to child on child sexual
abuse).

6. Procedures in the 1990s emphasised joint investigations, including
joint interviews184 of complainants, attending case conferences, and
keeping Social Services informed of the progress of investigations
with child protection implications.185 186
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7. In 1994, the FSU was renamed the Child Abuse Investigation Unit
(CAIU)187. Its purpose was specifically identified as being the
investigation of child abuse, including sexual abuse and some forms
of physical abuse. The Referral Unit was the single point of contact
for all child abuse referrals from other agencies. As at December
1995188 Nottinghamshire Police’s CAIU was the largest police unit
per capita in the country specialising in child protection.

8. By February 1999, all officers investigating sexual offences were
required to have appropriate training.189

9. In 2006, the Police190 published its first comprehensive Child
Protection Investigation Procedures. These made clear that the
primary purpose of the CAIU was to promote the welfare of children
by. A thorough investigation was required in all cases where a
concern was reported, even where a victim statement was not
available191.

10.

In 2010, Nottinghamshire Police implemented its serious Child

Abuse Investigation training programme, which still operates to
date.192 Around this time, significant numbers allegations of
non-recent child sexual abuse began to emerge, leading to the
formation of Operation Daybreak - which I will come on to discuss.
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11.

In September 2011, the police established a Public Protection

Department to bring together various strands featuring vulnerability
and safeguarding, including the CAIU and Operation Equinox193.

12.

Since December 2012, the Police have been part of a

Multi-Agency Safeguarding Hub (‘MASH’) in the County, dealing
with safeguarding referrals.194

195

A Police peer review in 2016

suggested one be set up in the City area as well.196

13.

The Police have a number of recent policies and procedures

published on its intranet regarding the investigation of child sexual
abuse, which are referred to in their corporate statement.197 198

14.

A Peer Review of the Police’s CSE service in December 2014199

provided an insight into relationships with the two Councils, noting
that “Social care and police appear to be working well together”.
However, it identified a structural divide in having to work with two
different systems, and that the City seemed to be better resourced including a “dedicated police post in the City, match-funded by
social care…” attached to children’s homes.
15.

In a 2015 HMIC report on the Police’s Child Protection work,200

there were a number of critical findings, including a backlog of child
193
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protection cases, and a number of examples of poor investigations,
including that “in a case involving an allegation by a ten-year-old
boy in foster care that he had been sexually assaulted by another
ten-year-old boy, there was no record to show that either of the
boys had been spoken to by police, leaving them both at risk of
further harm”. T
 here were also delays and a lack of case
supervision - attributed to a lack of capacity and the high volume of
work.Despite this, HMIC noted that “most of the staff responsible for
managing

child

abuse

investigations

were

knowledgeable,

committed and dedicated to providing good outcomes for children
identified as being at risk of harm”. However, they noted that “much
more needs to be done” and made a number of recommendations.
16.

HMIC carried out a follow-up inspection, which reported in

February 2016.201 They found that important steps had been taken
to implement some recommendations, but other recommendations
had yet to be implemented. Inspectors were “concerned to find that
Nottinghamshire Police had not undertaken an audit of child abuse
and sexual exploitation cases to improve standards” and “that
non-specialist staff, such as frontline officers, were investigating
child protection cases without having received training in how to
manage them effectively”. I n response to these reports and the
recommendations, the Police implemented an action plan.202

201
202
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17.

In August 2016, Lancashire Police carried out a peer review of

Nottinghamshire Police.203 They found “real strength” within the
staff, “positive relationships” with social care from some teams and
that the new case management system had real potential. However,
they also noted: (a) “... there are quite stark and obvious operational
and sensitive difficulties with both of the local authorities; ( b) “There
is an apparent culture around public protection that officers who
work on the teams are restricted, or on reduced hours and work in a
‘pink and fluffy’ department.”; (c) “...significant concern regarding the
staffing levels of the public protection team.”; (d) “It was clear that
each and every team works in silos and there is little understanding
about what staff in the public protection arena undertakes”; (e) “Staff
reported significant delays in sexual offences cases being sent to
the CPS f or review and decision around charges.”; and (f) “...staff
dealing with child protection were under pressure and managing
high levels of work, comments such as “we are waiting for
something like baby P to happen”; “we feel at the bottom of the
pile”; “for the first time I have noticed that people are unhappy”;
“members of staff are in tears all the time” and “people are looking
externally for other jobs” appeared common place.”

18.

Various work streams were set by the Police following this

review, including tackling the silo approach and implementing firm
links to social services - such as the Multi-Agency Sexual
Exploitation Panel, and a cross-authority perpetrator panel.204

203
204
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19.

The Police proposed restructuring the Public Protection Unit205 to

consist of 3 areas - (i) Children; (ii) Adults; (iii) Quality, compliance
and strategy. The ‘Children’ portfolio would include the CAIU, CSE
team, internet abuse team and working together team. It was
asserted that the CAIU will retain a specialised, dedicated function
and an increase in staffing.

20.

A PEEL inspection of the Police’s effectiveness, which was

carried out in 2016 and reported in March 2017, gave the Police an
‘Inadequate’ rating at ‘How effective is the force at protecting those
who are vulnerable from harm and supporting victims?’ but
identified that standards of initial and subsequent investigation were
good and that victims felt supported.

205
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9. CPS - policy review (excluding HSB)
1. One element of the institutional response to allegations of sexual
abuse of children in care is the approach taken by the prosecuting
authority. Since 1986 the Crown Prosecution Service has made
decisions on whether to charge a suspect after the case is referred
to them by the Police. Previously decisions on prosecution were
taken by the police. The evolution of guidance given to prosecutors
is set out in some detail in the corporate statement provided by
Gregor McGill on behalf of the CPS, whilst two Crown Prosecutors
will be giving oral evidence.

2. Briefly, since 1986 there has been a ‘Code for Crown Prosecutors’
206

now in its 7th edition and most recently updated in 2013,207

along with other guidance and policy manuals. Prosecutors can
charge a suspect only where: (a) There is a realistic prospect of
conviction; and (b) the public interest required a prosecution. Since
at least 1994, it has been clear that this is a two-stage test and
since 2004, has been called the ‘Full Code Test’.208

3. Generally, where there is sufficient evidence in cases of sexual
offences against children, prosecutors have been required to
charge. Approach to child witnesses have changed, from the early
1990s where it was noted that “The credibility and credit of the
child will often be of limited value”209 to the position from 2009, that
the evidence of a child is no less reliable than that of an adult.
206
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4. Since 2009,210 guidance has made clear that historical and
institutional cases of abuse are common and there are good
reasons why such cases do not come to light at the time of the
incidents beyond the possibility that they are untrue. Recent
guidelines211 set out factors which had previously caused some to
view children as not being credible (such as the lack of immediate
reporting, inconsistencies and abuse of drink or drugs) and say
that they could be seen as supporting the likelihood that there had
been sexual abuse, because many of these are behaviours seen in
victims.

5. The guidelines go on to note that although children in care have
previously been painted in a negative light by some; it should be
remembered they have every episode of “misbehaviour” recorded
in a way that children in a family setting would not. The guidelines
note that it is important to look past previous convictions of the
victim - they may have committed “survival crimes” and these
should not impact their credibility. The Guidelines also detail the
myths and stereotypes that have previously surrounded cases of
child sexual abuse and respond to them in turn.

6. Since 2013, victims have a right to request a review of a CPS
decision not to prosecute or to terminate proceedings.

210
211
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10. The case studies - introduction
1.

Having discussed some of the more general themes and
contextual evidence which frames this investigation, we now move
on to consider each of the three case studies in some detail. As a
brief reminder, the 3 case studies are: the institutional responses
to allegations of sexual abuse of children at Beechwood, in foster
care and of children by other children in care, and in each case,
the barriers to disclosure.

11.1-11.3: Beechwood up to 1998
Introduction
1. Beechwood was managed by Nottingham Borough Council (the
precursor of the current City Council) from 1965 until April 1974
when under local government reorganisation the County Council
took over responsibility. In 1998 the home reverted back to the City
Council. Beechwood closed as a children’s home in 2006.
2. Although the numbers of children placed at Beechwood reduced
progressively over time, a snapshot of its use in 1985 records that
200 children were being admitted annually, usually for short
periods of time.
3. The Inquiry is aware of 136 individuals who allege that they were
sexually abused as children whilst at Beechwood. Of those
allegations, 6 relate to the 1960s, 68 relate to the 1970s, 35 relate
to the 1980s, 22 relate to the 1990s, and 2 relate to the years
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between 2000 and 2006. In the case of 3 of the complainants, it is
unclear which period of time the complaint relates to.
4. It remains one of the unique features of Beechwood that despite
the large number of allegations of sexual abuse made by former
residents across the period in which it was in operation, including
some who say that they disclosed at the time, there were only two
instances of disciplinary action resulting from allegations of child
sexual abuse at the home: the case of Colin Wallace in 1980 and
that of NO-F47 in 1998, the details of which we will come to in due
course.
5. Plotting the history of Beechwood has presented evidential
challenges: a recurrent theme running through the records that do
survive is the poor level of record keeping both in content and in
number, and gaps remain. Information has been collated from log
books, inspection records and a miscellany of administrative
material - minutes of staff meeting, letters, memos and reports
spanning a 32 year period.
6. During the course of the hearings, evidence will be heard from
some of those alleging abuse whilst they were at Beechwood, and
from those who worked at Beechwood in the 1970s, 1980s, 1990s
and 2000s. The Inquiry has also obtained statements about
Beechwood from some witnesses who are not being called to give
evidence but whose statements will be published.

Early history: 1967 - 1973
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7. Beechwood opened in November 1967,212 having been given
Home Office approval in 1964.213 It was listed in December 1967
as a remand home for 20 boys214, Enderleigh was opened in
February 1967 as a remand home for 18 girl residents on
Woodborough Road. By June 1967 89 girls had been admitted.215
8. There are around 52 allegations of sexual abuse made by
complainants in this period relating to Enderleigh and Beechwood.
The majority relate to allegations against NO-F29, with the highest
number in any one year alleged in 1969 - 17.
1974-1984
15.

By 1976 the Beechwood complex was comprised of 4 units: The

Lindens; Redcot; Enderleigh and the administration block.216 Up to
June 1973, Redcot appears to have been used as a separate
Children’s Home - it became part of the Beechwood complex in
May 1974.217 The Lindens was the new name for the unit that had
previously simply been called ‘Beechwood’.
16.

The Lindens and Redcot both housed 20 boys, ranging from

age 10 to 17, with the younger boys placed at Redcot. The two
units were some 200 yards apart with the central administration
and teaching block situated between them.218 Enderleigh was 350
yards along the Woodborough Road in grounds of its own. It
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housed 20 girls aged 10-17 and covered both assessment and
placement for girls.
17.

The main function of Beechwood was as an observation and

assessment centre: boys would come from court and go to Lindens
for 3 weeks; if a care order was made the boy would then be
moved to Redcot for assessment and a decision taken as to their
long-term placement. Beechwood aimed to complete assessments
within 6 to 8 weeks. In reality, Beechwood accommodated children
on remand or awaiting court, children placed on emergency basis
as well as children awaiting long term placement.219
18.

Jim Saul oversaw the running of the whole Beechwood

complex, which from hereon I will refer to as ‘Beechwood’, having
been appointed in 1967 as the first Superintendent. He was
answerable to Norman Caudell, divisional director for the City
division (of the County Council). A Homes Advisor (later a
residential service officer) acted as link between Beechwood and
the Social Services Department. Redcot and the Lindens had their
own officer in charge who managed their units on a daily basis.
19.

In 1975 Ken Rigby, from whom you will hear in evidence, was

appointed deputy superintendent at Beechwood, a role he
remained in until retiring from Beechwood in 1993. You will hear
from him and other staff members about Beechwood in the 1970s
and 1980s. He provides an account of the early formation and
running of Beechwood and of the regime under Mr Saul.

219
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20.

A report on ‘The future of Enderleigh’ in June 1977220 sets out

some

of

the

difficulties

facing Beechwood - noting that

‘over-accommodation is a frequent issue’ . Redcot and the Lindens
were operating to full capacity - which Ken Rigby will say remained
the case throughout his time at Beechwood. At Enderleigh there
had been a period of ‘intensive’ absconding. The report noted that
children were staying ‘far longer than was appropriate or desirable’
21.

In a memo that year from the Divisional Director to the

Superintendent concern was noted about staff failing to use the
logbook:
“You will remember that these remarks arose out of the
failure of staff on duty one night when a boy made
allegations against them. I commented that the full account
of that incident should have been recorded in the
logbook...will you please ensure that the logbooks in the
Lindens and in Redcot are at all times kept fully and
accurately and in particular regard is had to the child’s
behaviour and the response of staff to that behaviour.221”
22.

In a June 1978 memo, staff at the Lindens complained about

being used as a placement for those rejected by other care
situations “...Boys are placed without considering the effect of such
placement and we have the situation where, for example we have
a sexual offender and suspect psychopath of 16 in the same unit
as a weak inadequate 11 year old boy placed by his mother...the

220
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contradictory nature of this situation is a negation of child care.
How can you properly assess a child for court or placement
procedure against a background which is a threat to many types of
children’.222
23.

In 1978 Enderleigh was closed as an O&A centre for girls -

Redcot was opened as a mixed unit the following year.223 224
24.

In County-wide procedures from 1978,225 “Instances of abuse of

clients coming to the notice of any member of staff must be
reported immediately to the [officer in charge]...The officer in
charge must report all suspicions, or complaints regarding abuse
of clients, to the Homes Adviser’
25.

In a 1979 memo on ‘The Future of Beechwood’,226 Mr Saul

expressed dissatisfaction with Beechwood’s dual purpose as an
observation and assessment centre on the one hand and as a
treatment centre on the other. He reported that children were
staying for up to six months or more.
26.

Accounts of those who worked at or visited Beechwood during

this period vary widely on the culture and environment at the
complex. Among those who are critical, one female member of
staff thought that girls were never listened to or believed.227
Another described the Lindens “strict and aggressive...the place
was difficult to work at”. Redcot he found softer and more like a
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children’s home.228 A social worker who visited in the late 1970s
told the police recently ‘there was lots of abuse reported in
Beechwood and numerous complaints from children within the
home. It was awful and the children often ran off to escape it’ .229
27.

In 1981 Jim Saul retired. His place was taken by Jim Fenwick,

who retired in 1991 having been suspended for reasons unrelated
to abuse. He will be giving evidence next week.
28.

An undated review by Hazel Kerr, the Homes Adviser, noted

that, ‘Beechwood is slowly evolving under the firm guidance of Jim
Fenwick. It is well accepted that Beechwood will take on all
comers. They rarely if ever reject a child…230
29.

As already discussed, in 1984 a proposal paper entitled

‘Towards an effective system of community homes’ was published
It was proposed that all community homes should be smaller and
mixed. Assessing a child would no longer be a reason for
admission in itself. Beechwood was to be redesignated as a
‘community home with education and assessment’ It was to
provide 37 places - unchanged from its existing provision. Children
- from 10-18 - were to be placed there ‘normally’ for less than 6
months “during a critical phase in which future plans and attempts
to stabilise are needed’. Each child was to have a designated ‘key
worker’ who would be ‘the primary care person for the child’.
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30.

Reference is made to improving training for staff - Ken Rigby

gives evidence that of the three units at Beechwood prior to 1979
he was one of only two professionally qualified residential staff.
31.

Departmental oversight and inspection231 Regular rota visits

from Councillors were said to be Departmental policy in the 1970s
and 1980s, the Inquiry has not seen copies of reports on
Beechwood during this period although a memo in January 1979
from the Divisional Director notes “favourable comments” a
 bout
Redcot and the Lindens.232
32.

Allegations: T
 here are 62 allegations of sexual abuse said to

have been perpetrated by staff at the Beechwood complex
including Enderleigh between 1974 and 1984.233 Of those a
significant number of allegations relate to John Dent and NO-F29.
Accounts of the abuse to which children were subjected range
from rape and buggery, oral sex and masturbation to being looked
at while taking showers and having their genitals touched. The
highest number of allegations occur in 1974 - 12, in 1983 - 10, and
in 1985 - 12.
33.

Many of the complainant CPs who make allegations during this

period say that they were not able to disclose at the time
● D37 says “"The main reason that I didn’t report the abuse was that
I didn’t realise it was wrong...Even if I had wanted to report the
abuse, there was no one to talk to, and who would have believed
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me? The staff at Beechwood were members of the community and
I was just a kid."
● D22 says: "The abuse I suffered has always been a source of
shame and embarrassment for me. The thought of talking about it
has been and still is very frightening"
● D35 says: "I heard that it happened to others in the dorm, but we
just kept our heads down and carried on. The lads just accepted
what it was..." I had a record of previous convictions and knew that
no one would believe me. I was also scared as I knew I would get
beaten if I reported".
● NO-A311, who alleges that he was raped by a senior member of
staff at Beechwood in the early 1980s explained the barrier to his
disclosure to the police in these terms: ‘When a grown man’s
turning round to you and saying you say anything I’m gonna kill
you, what does a child at that age do’234.
34.

For those who were able to disclose, they remember the

response as generally negative:
● L18NO-A56 recalls reporting the abuse to two male police officers
who told him that they could not get involved and that he would
have to report the abuse to someone else.
● L50 recalls disclosing the abuse to a school teacher working at the
home. He recalls her simply responding ‘did he?’ following his
disclosure of abuse and that, after he confirmed that the abuse did
take place, nothing else happened.
Staff members convicted in relation to this period
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35.

John Dent was a supervision officer at Beechwood from

December 1973 to March 1975. He was appointed deputy OiC at
Enderleigh from March 1975 to June 1977 at which point he was
the only male member of staff.235 He went on to be OIC at Hillcrest
from June 1977 to August 1978. He was then subject to an
investigation following allegations that he had been taking children
up to his room and caning them - leading to disciplinary
proceedings and his resignation in August 1978.236
36.

In January 2001 John Dent stood trial facing an indictment of 26

counts with 8 complainants. He was acquitted on some counts: the
jury was unable to return a verdict on others. At a retrial in
December 2001 Dent was convicted of offences of indecent
assault and attempted buggery in relation to 4 complainants, the
majority of which related to his period at Enderleigh. The County
Council’s assistant director of social services, Mark Eaden,
commented:
“I cannot say that, in 2011, someone won’t come forward and
allege that a member of staff indecently assaulted them back in
2001. But we are satisfied that the policies and procedures in place
today are as thorough as they can be and are in line with all
Government regulations.”237
37.

Colin Wallace started working at Beechwood as a residential

care worker in 1978. He was dismissed in December 1980 after he
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admitted to having sexual intercourse with a former resident of
Beechwood NO-A533. The allegations were made only a few days
after her being moved from Beechwood to another Home. An oral
report on the dismissal was made to the social services committee
by the director of social services.238 Wallace was charged with 4
counts of unlawful sexual intercourse and convicted.239 Both Mark
Cope and Ken Rigby, former staff members at Beechwood, will
give evidence in relation to this case, as will L17 this week.
38.

Barrie Pick was a residential social worker at Beechwood

between 1976 and 1977. In 2016 he was convicted of 3 counts of
indecent assault, gross indecency against A157 and of possessing
indecent images.240

Alleged perpetrators during this period
39.

NO-F29 - was never prosecuted: he died in 1980 whilst still

working at Beechwood, he has worked there since December
1967. In 1979 a social worker visiting Beechwood at the request of
NO-F29 noted ‘[Two residents] were accusing him of homosexual
activities. I interviewed N
 O-A629 about this but all N
 O-A629 said
was that everybody knew that NO-F29 was “queer”. Mr Rigby was
there as well and it was felt that there was nothing in these
accusations at all apart from trying to diminish NO-F29’s authority
in the place. It was a very difficult time for Beechwood, the group
was unsteady and NO-A629 seemed to be in the middle of all the
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trouble that was going on’.241 A
 Police analysis in January 2018
noted that 33 former residents made allegations of sexual abuse
against NO-F29.242 A May 2015 review of Operation Daybreak,
recorded that if NO-F29 were still alive, he would be the subject of
serious criminal charges; he was in a senior role over a prolonged
period placing him in a unique position to allow him to abuse
residents and influence behaviour of other staff.243 The allegations
against him range from watching and fondling children in the
shower, to allegations of rape and digital penetration.
40.

NO-F204 was in a senior role at Redcot in the mid 1970s and

went on to be Officer in charge at Hazelwood where he was
suspended and dismissed for matters including watching children
shower and physically assaulting children. On appeal the sanction
was reduced to a final written warning and he was redeployed to a
different home. The Inquiry is aware of at least six former residents
who allege sexual abuse by NO-F204.
41.

We are also aware of allegations made against a number of

other members of staff during this period.244

1985 - 1998
42.

In late 1985 and early 1986, Beechwood attracted national and

local media attention following a reported 400 incidents of
absconding in a year, a girl dying after falling from a window, and a
trial at which it was revealed that girls at Beechwood were working
241

[NSC001178]
NTP001654
243
NTP001519
244
NTP001654
242

72

as prostitutes (as they were described) at a sex club.245 Joan
Taylor, from whom a statement has been obtained, accepted that
there was a problem with absconders, but said “Often girls sent to
us come with a history of being involved in prostitution”.
43.

In 1987, a number of children complained about ill-treatment

and physical abuse at Beechwood. In response to the allegations,
Jim Fenwick wrote in April 1987 that staff denied the deliberate
infliction of pain and used the necessary amount of force to
restrain, although one member of staff had dealt with a resident “in
a manner which was not entirely necessary”. H
 e noted that staff
“have little or no preparation or training”.246 A letter noted that Mr
Fenwick denied allegations that staff had been taking young
people into the office and slapping or knocking them around,
noting “He emphasises that this behaviour would be totally
unacceptable to Beechwood and does not happen”. Mr Riddell
goes on to say “Clearly Mr Fenwick and his staff were concerned
that allegations have been made and of course residential staff are
constantly vulnerable given the numbers of confrontations which
take place in any working day. We are of course placed in the
position of requiring appropriately to investigate any allegations
made...Mr Fenwick is quite understanding of the fact that we need
fully to investigate incidents that are alleged”.247
44.

In March 1989, allegations were made to the Sun newspaper

about underage sex and drug taking at Beechwood. The following
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month, David White provided a report for the Social Services
committee on the matter248249
45.

White reported that the article had suggested “extensive sexual

activity amongst couples and groups of young people” but this had
been grossly exaggerated. Although a 14 year old had sexual
intercourse with a number of boys on different occasions, White
reported that “At no time did this take place against her will” and
went on to say: “Regarding sexual activity, this is only likely to
occur when young people are able to avoid the surveillance of
staff. It may, for example, take place in the grounds of the
establishment or more commonly when children abscond. Some of
the young people are well into adolescence, sexually practiced
before they come into care, and determined to engage in sexual
activity. I am satisfied with the accommodation arrangements and
with the level of supervision provided both during the day and
night-time.”
46.

He noted “The Police view is that while unlawful sex has

occurred there was no indication that it had been condoned by
staff or that staff did not do all they could to prevent it. The girl had
admitted...that she was sexually active before admission.”
47.

Jim Fenwick thanked David White for his support, describing

“unnecessary”

a
 nd

“unwarranted”

adverse

attention

on

Beechwood, which had created huge anxiety and stress for staff.250
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48.

A fortnight later, Mr Fenwick wrote to the assistant director

describing the ‘appalling and squalid’ state of Beechwood, an
educational psychologist visiting the home had described it as
“horrifying...I

have

never

seen

such

atrocious

physical

conditions….how is it we can place young people in such atrocious
conditions?
 ’ Fenwick added that the staff were “desperate”.251
49.

In late 1989, Beechwood refused to take a young person from

Sycamore House who had shown “very disturbed behaviour
against some young women resident in the home’, It was noted
that “‘The only bed available in Beechwood was in the Lindens
House which already has 4 young men who are suspected of
being or who are known to be sexual abuse perpetrators’.252 In a
statement to the Inquiry, Callum McBride (former senior member of
staff), says that the contraction in the residential sector meant the
grouping of children with serious problems together - reinforcing
each others’ behaviour.
50.

At the end of 1990, consistent with the County’s plan to reduce

the number of children in residential care, the Lindens Unit was
temporarily closed. From this point onwards, Beechwood consisted
only of Redcot - The Lindens did not reopen as a residential unit.253
51.

In 1991 Jim Fenwick resigned; his place was taken by Acting

OiCs over the next few years.
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52.

Regulation 22 reports from 1993 suggest the physical condition

of Beechwood remained poor, and that staff shortages were
severe even though at this date the number of residents ranged
from around 11-17. Monthly reports noted the standards of
management and care to be high.254 At this time, Beechwood was
described as a specialist children’s home taking young people
remanded from youth court who had been refused bail.255
53.

However, the same year (1993), Beechwood again attracted

negative national press attention - one article in the Daily Express
alleging that those placed on remand at Beechwood were
absconding and re-offending;256 a piece in the Daily Star declared
‘Fed up cops name Britain’s worst children’s home - Beechwood’.
257

54.

During 1993, a staff member (NO-F3) was suspended following

allegations of physical assault of a resident.258 A potential
prosecution was dropped in March 1994259 and he was reinstated
and came back to Beechwood as a RSW in July 1994.260
55.

The negative press depiction of Beechwood at the time was

brought into further sharp focus in June 1994 following the death of
a resident after he had absconded from the home.261 Yet again,
concern was again being raised, now by the Social Services
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Inspectorate, about the high level of absconding at Beechwood.
One SSI official noted “...there could be a case for saying that
Nottingham had failed to protect the welfare of the children in their
care”. 262 Later on that year an SSI official commented that, ‘ It is
now 4 months since [the child] was killed and it seems to me
nothing has been done during this period to protect the well-being
of the other young people who are being looked after by
Nottingham’ .263
56.

In 1995 Andrew Bosworth was appointed as Unit manager. Two

statements have been obtained from Mr Bosworth which will be
published on the Inquiry’s website. In the context of an
investigation into F72 in 1996, Bosworth said “there were no
restraints/incident books being kept” prior to your arrival at
Beechwood in November 1995 and that “systems were not
evidence in the unit at all, there was little or no supervision of
quality happening”. He noted “Avoidance of issues has been the
culture in this unit. I refer to the type of management which has
been prevalent in Beechwood historically. The unit seems to have
been run through autocracy and intimidation and this needs to be
taken into account in judging staff response to issues at present”.
264

57.

By 1996 Beechwood’s official function was to take remand

cases but in practice it was also used to take young people from
other homes whose behaviour was considered too difficult to
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handle. A report that year recorded, ‘Great strides have been
made in improving systems and infrastructure in managing the unit
but attention needs to be given to raising the quality of child care’.
265

58.

In

the same year Beechwood was renamed as ‘379

Woodborough Road’ (although confusingly it is sometimes
recorded as number 387). I will continue to call it “Beechwood”.
59.

A 1997 monthly inspection report noted that children were

sharing three beds to a room ‘putting them at risk’...266
60.

Between 1993 and 1998, only 4 rota reports - visits by

committee members - have been located. Those were generated
between and 1996 and 1998.267 A January 1998 report that there is
‘a serious problem with safety of staff’ and that there could be also
for the safety of ‘inmates’ , as he described them.268
61.

In this period (1985-1998) there are 45 allegations by residents

of sexual abuse made against staff employed at Beechwood. D4,
who was not able to disclose, says "I didn’t think anyone could
help me. No one had ever helped me before.."Staff know you have
no family and nobody cares about you and there is nobody to turn
to. That’s why you are there in the first place. You’re vulnerable.
You’ve got no family, so who’s going to care?"
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62.

P12 says that she did disclose abuse to staff members at her

next placement in Skegby Hall, but one told her to “piss off to bed”
and there was no follow up from another.

Convicted perpetrators in this period
63.

In 2016 Andris Logins was convicted of 6 counts of rape, 10

counts of indecent assault and one of child cruelty - spanning from
1980 to 1984. He was sentenced to 20 years in prison. In
mitigation his lawyer said that Andris Logins had been ‘sucked in to
a regime he became part of’.
64.

Logins worked in the Redcot unit at Beechwood from 1980 until

1985 and also worked there for two more years in the early 1990s.
In 1991, criminal charges against Andris Logins for indecent
assault of residents at Sycamore House were discontinued. The
Social Services Department decided to take no further action and
Mr Logins was reinstated in October 1991.269 He left Beechwood in
1994 to work in private sector fostering and adoption. NO-A155
came forward in 2011 but his allegations, against a “Mr Logan”,
were not connected to Logins until 2015. NO-A61 came forward in
2013 following press reports on Beechwood; NO-A78 in 2014.
Logins’ conviction is discussed further when I come on to
Operations Daybreak and Equinox.
Alleged Perpetrators in this period

269

NSC000498

79

65.

In January 1998, NO-F47, who worked at Beechwood, was

investigated concerning an inappropriate relationship with a male
resident, but resigned before the disciplinary hearing.270 An
investigation was said to continue but no final action is recorded
anywhere.
66.

NO-F1 worked at Beechwood

from 1987-2000 and is the

subject of allegations of sexual abuse from eight former residents.
271

NO-F2 worked at Beechwood from 1985-2002 and is the

subject of allegations of sexual abuse from four former residents.272
Both are also the subject of a considerable number of allegations
of physical abuse.
67.

NO-F11 worked at Beechwood for 19 years and died in 2012.

He is the subject of allegations of sexual abuse from four former
residents.273
68.

We are also aware of allegations against other members of staff

over this period.
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11.4 Beechwood April 1998 - 2006
1.

April 1998 saw the new Nottingham City Council take over the
ownership and management of Beechwood. Margaret MacKechnie
had senior line management responsibility and will be giving
evidence next week.

2.

In November 1999 Beechwood was subject to a review, which
noted that ‘the overall standard of accommodation is poor’ as
documented in ‘previous reports’. By this date the majority of
placements - for 14-17 year olds who had been bailed or
remanded to the local authority - were still unplanned. The
maximum number that could be accommodated was 13.
Elsewhere the report noted that ‘the young people reported
no...issues that they felt needed to be raised. B
 ullying was an
issue, b
 ut it noted that ‘young people felt that they were well
informed by staff of the action that they needed to take if there
were any concerns. They felt that they could approach staff, or
their key worker, to raise any concerns. If any concerns were to be
raised

they

felt

that

staff

would

listen

and

respond

appropriately...Allegations regarding staff are reported to the shift
leader or Duty Manager and as part of the unit and A.C.P.C
procedures, the social worker is informed”...“Staff interviewed
stated that they felt that young people were safe while in the
274

unit...but felt that young people were at risk taken out of the unit.’
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3.

Planned refurbishment in early 2000 was ‘put off until the end of
275

the year’ - staff were ‘bitterly disappointed’ .

A regulation 22 visit

in 2001 noted that the unit was over capacity; the writer was struck
by the range of young people ‘from presenting as aggressive and
loud to vulnerable and subdued’ , concluding, ‘there is clearly good
potential within the home to build a cohesive, stable and motivated
staff team within an improved environment but factors mitigating
against this are great and unless there is a will for the department
276277

to achieve this, I am not optimistic about the outcome.’
4.

In July 2001, Bronwen Cooper, an investigation officer for the City
Council from whom you will hear evidence next week - produced a
report on Beechwood, following allegations made by staff against a
former staff member now working in another home, NO-F1. The
main allegations related to bullying and intimidation, sexual and
racial harassment and inappropriate behaviour between staff. The
report identified a number of allegations that might need to be
taken forward, including that NO-F1 had formed an inappropriate
relationship with a resident and this had not been dealt with
properly. The report noted the culture of banter relating to sexual
harassment, the macho environment and the exchange of obscene
text messages. The author added that ‘staff spoken to during the
investigation have been keen to stress that the care of young
people at the home had not been compromised by the numerous
278

allegations that have been made by staff against each other’.
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5.

Despite this, Ms Cooper says in her statement to the Inquiry that
she thought there was a high level of risk of sexual abuse of
residents because of the environment and culture generated by the
staff group. She says that the first draft of her report recommended
that Beechwood should be closed and the young people placed
there should be moved but that this recommendation was
“contentious” and ultimately removed from her final report following
discussions with her manager, Ms Mackechnie. The City’s
corporate statement says that this report would not have been
brought to the attention of Councillors.

6.

A registration and inspection visit in October 2001, noted the need
to ‘urgently review the placement of young people to ensure
appropriate placement and to ensure all young people can be
279 280

protected from bullying and other forms of abuse’.
7.

In a March 2002 memo from Joanne Walker, who had been
seconded to manage Beechwood, she described the staff as
‘committed compassionate individuals who have been worn down’.
She considered that the continued use of shared bedrooms
(identified as an issue 5 years earlier) was of ‘grave concern’; that
staff felt let down by the department; and that issues of bullying
and intimidation were rife. She went on, “I am aware of a previous
incident of rape being perpetrated in another-home with just such a
situation, indeed, within the last week a young man who was
placed in a shared room was urinated on whilst in bed! The horror

279
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of this happening is unspeakable. How can we give care for
anyone who has been so abused by a system which allowed this
to happen?...Sharing bedrooms is a source of constant friction
between the young people resulting in unnecessary dangers. It is a
disaster in the making and only a matter of time before a tragedy
happens. I would go so far as to say this practise constitutes
281

institutional abuse.”
8.

In what was to become a highly controversial and tragic series of
events the National Care Standards Commission was notified a
month later, in April 2002 by the City Council of a significant event
in Beechwood - the disclosure by a resident that she had been
raped by a 21 year male from outside the home. According to the
NCSC, they visited the home and informally recommended that it
be closed ‘because it was failing to safeguard and promote the
welfare of children’. Within 48 hours the home was allowed to
remain open subject to a reduction in numbers from 10 to 8 and
282

subject to registration.
9.

In September 2002, a resident of Beechwood who had been
accommodated at the home since 2001 died as a result of suicide.
There is not enough time in this opening to look in detail at all the
issues raised nor at all the various reports. For now, I will draw
attention to some key events.

10. In

October 2002 the National Care Standards Commission advised

the City Council that it had ‘reasonable cause’ to conclude that

281
282
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283

young people were likely to suffer significant harm.

The Council

proposed relocating children at Beechwood to other homes - about
which the Commission expressed strong reservations and would
284

not agree to.

Andrew Lowe, then Acting DSS for the City,

responded setting out the steps taken to meet the NCSC’s
concerns and reassuring that they were “taking every step we
believe necessary to ensure the wellbeing of these most
285

vulnerable young people”.
11. In

November 2002 the NCSC issued a report assessing its own

actions and that of the City council - sent to various people
including the City’s chief executive, Paul Snell. Criticisms included
the failure to respond to concerns in April 2002, the failure to notify
the NCSC of significant events including allegations of abuse, and
that management had been advised that the child could not remain
in residential concern due to various concerns, including being
sexually active with a number of boys in the home and being
involved in prostitution. Although the writers concluded that the
young person’s death was a ‘tragedy that could not have been
averted’, they also noted that her life in care “was characterised by
unacceptable levels of risk, neglect and vulnerability. She was
being 'looked after' by Nottingham City Council because she was
considered to be in need of its care and protection. In the opinion
of this Review the Local Authority failed to meet her needs in
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respect of the care it provided to her at 387 Woodborough Road.”
286

12. They

concluded, “young people have not been cared for at 387

Woodborough Road in a manner likely to safeguard and promote
their welfare” a nd recommended closure with ‘immediate effect‘
stating that it was only to be allowed to reopen on undertaking a
‘comprehensive review of all its children’s homes…’
13. The

City Council agreed to the closure, stating: ‘There are firm

plans to refresh all aspects of operations at [Beechwood] with a
287

view to it being re-opened.’
14. Following

the inquest in 2003 there was lengthy coverage of the
288

Commission and City’s responses.

In the report of his evidence

to the inquest the NCSC’s Dr Mike Lindsay is said to have
highlighted problems at Beechwood including ‘poor management,
a lack of clear guidance for staff, inexperienced or unqualified staff,
289

poor training, overcrowding and an out of date bullying policy’

Michelle Foster, a former member of staff who will be giving
evidence next week, also gave evidence at the inquest stating that
bullying, drugs and underage sex were rife.
15. Beechwood

re-opened in June 2003. In the same month the City’s

ACPC published a 44 page overview report by the serious case
290

review panel into the young person’s death.

Specific concerns

were raised, including that “more could have been done at 387 to
286
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create an environment where vulnerable young women, and men,
were not liable to be sexually exploited by each other”.
16. Of

its 7 recommendations to social services one may be thought to

have particular significance given that at this date Beechwood in
one form or another had been operating for just under 30 years ‘develop

residential

care

standards

with

appropriate

staff

development programmes to ensure that children’s homes provide
a safe environment where sexual and violent behaviours and the
use of alcohol and drugs are appropriately managed’..
17. On

receipt of the report the SSI wrote to Paul Snell, noting the

report’s criticism of the lack of strategic response to incidents at
Beechwood, commenting that ‘One might go much further and
recognise that by this point [the child] was in need of
protection...The complete failure of the departmental complaints
291

system seems extraordinary’.
18. The

picture depicted in the inspection reports between 2004 and

2006 is a mixed one. An inspection in July 2004 noted that it had
been re-registered in March and that placements were only for a
292

maximum of six weeks.

As CSCI inspection in 2005 was noted

to have taken place ‘when the young people had been presenting
293

a high level of aggressive and challenging behaviour.

A visit in

March 2005 noted that the situation in the home had ‘much
294

improved’,

however a CSCI inspection in August 2005 noted that
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young people felt fed up with the complaints process, and that lots
of residents were admitted after being remanded to the care of the
Local Authority, meaning “some young people who are being
looked after have to live with young people who are persistent
offenders”. I t also noted that some young people had been
re-admitted despite serious violent and offending behaviours in the
295

past, including coercing others into drug use and prostitution”.
19. A

regulation 33 visit by Sue Gregory, found that there was little

evidence of positive relationships between staff and young people
- the home was in a poor physical state. The home was
disorganised at best. It was then described as a 6 bedded
296

emergency unit.
20. The

CSCI wrote in February 2006 to Margaret Mackechnie

identifying concerns that residents were exposed to - ‘a variety of
risks in terms of self-harm and harm to each other’. The City
Council was required ‘to take immediate action to address these
297

issues and to ensure the safety of all persons in the service’.

Subsequent inspections record an improved picture - in September
298

2006 the overall rating was Good

and by the end of the year

Beechwood had no residents - the regulation 33 visit for that month
noting ‘proposal currently being made to close the unit’.
Allegations in this period
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21. Around

11 allegations of sexual abuse are known to the Inquiry

relating to the period from 1998 to 2006 at Beechwood.
11.5: Police Investigations - Daybreak, Xeres, Equinox
1. In December 2009 and June 2010 respectively, the County Council
received two civil claims in relation to Beechwood. Both contained
allegations of physical abuse only. As a result of an apparent
oversight by the complaints department of the County Council,
there was a delay until August 2010 of notifying safeguarding
teams and matters were only brought to the attention of the
Councils when a City Council employee who was an alleged
perpetrator told his manager.299 The Police investigation was
initially allocated to officers within the CAIU.
2. The first of many strategy meetings was held in August 2010,300
attended by the NSPCC, the City and County Councils and the
Police, to discuss allegations emerging in relation to Beechwood.
The County’s solicitors had been instructed to stop work on the
compensation claims as the matter was being treated as a child
protection issue. Two members of City Council staff, [NO-F1 and
NO-F2] were suspended.301
3. Further strategy meetings were held in September 2010,November
2010, March 2011, May 2011, June 2011302 During this time, it was
agreed that the Police would visit and interview alleged victims and
perpetrators and that the NSPCC would scrutinise the relevant
299

Michalska (NCC003691) para. 7.33
NCC000301
301
NCC000302
302
NCC000302-NCC000306
300

89

files. By March 2011, the NSPCC’s Alan Hassall had concluded,
on the basis of the files reviewed, that in the period under review
(predominantly 1988-1990) violence was happening daily, there
was constant absconding, and that “The culture of the unit was that
violence was expected”.
4. Further allegations were received in June and July 2011 and more
complainants came forward. In response, Nottinghamshire Police
initiated a dedicated police operation, Operation Daybreak, to
investigate.

This

focused

predominantly

on

allegations

at

Beechwood from the 1960s onwards, and ranged from allegations
of low level physical assaults to serious sexual abuse.
5. At the end of August 2011, Alan Hassall completed his report into
Historic Allegations made with regard to Beechwood Children’s
Home.303 This looked at the allegations prior to those made in June
2011 and largely concerned allegations of physical abuse. It also
noted that prior to the recent claims, two complaints had been
made of physical abuse at Beechwood in 2002 and 2007
respectively. Hassall concluded that there was a significant amount
of material circumstantially supporting allegations of physical
abuse, but young people may not have felt empowered to
complain

of

abuse

as

they

were

already

regarded

as

‘troublemakers’ and unlikely to be believed. He also noted that “It is
clear from the file material that Beechwood and particularly the
Lindens, was an environment where violence, bullying and fear
were common features and recording suggests that such

303
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behaviour was expected”, concluding that “the Lindens would
certainly appear to have been an environment within which an
abusing adult would be able to abuse young people successfully”.
6. In September 2011, a report from DCI Simon Alexander304 noted
that the Police were taking the lead for the investigation. He noted
that staffing levels for the investigation were “currently at a
minimum” and needed to be reviewed to ensure that appropriate
resources were deployed. DCI Alexander recommended that it
would be proportionate and appropriate not to investigate minor
physical or emotional abuse, but to investigate all allegations of
sexual abuse.
7. In November 2011, the Police set up a Gold Command Group to
provide governance and oversight of the investigation.305 Later that
month, Sam Shallow was appointed as the reviewing lawyer within
the CPS for Operation Daybreak. At any given time whilst she held
this role, she also worked on a number of other cases.306
8. In contrast with a handful of allegations in previous years, in 2011
there were around 15 allegations of sexual abuse made to
Operation Daybreak.307 This increased to 20 by the following year.
9. In September 2012, the first advice on charge for the investigation,
about a number of suspects, was completed by Sam Shallow, from
whom you will be hearing.308 The advice concluded that there were
too many problems with each case and real concerns regarding
304
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collusion. The second advice on charge, in February 2013,
regarding a single allegation against John Dent,309 concluded that
there should be no charge due to inconsistencies with the dates of
the alleged offence and in identification.
10.

In November 2012, it was noted that progress in Daybreak was

being hampered by staffing difficulties and competing demands.310
11.

In March 2013, Chief Superintendent Helen Chamberlain asked

DCI Rob Griffin (as he then was) to provide some practical advice
to the SIO (DI Yvonne Dales) in relation to the approach to
Operation Daybreak. He noted that that all actions that he would
have expected to be raised had been, but that there was a need
for a strict policy of ‘referring’ (addressing) actions that had been
raised. DCI Griffin added that on the basis of what he had seen,
Beechwood was “riddled with abuse” from the late 1960s to the
late 1980s.311
12.

DI Dales identified that “staffing levels are insufficient to enable

the enquiry to progress” and the following month noted that
“Progression of the allegations in the 70s is constrained by the
limited staffing”. In May 2013, she was allocated one full week to
work solely on Operation Daybreak.312
13.

At a Gold Group meeting in June 2013, it was agreed that

Operation Daybreak should be classified as a critical incident. This
had previously been requested by Supt Chamberlain in December
309
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2012, but had been rejected.313
14.

In July 2013, the first multi-agency strategy meeting was held

regarding allegations against Andris Logins.314
15.

In August 2013, a peer review from DS Gray of the Met Police315

suggested that the police review whether the SIO (DI Dales)
should retain responsibility for the Force’s child abuse teams whilst
at the same time as running Operation Daybreak.
16.

In 2013, just over 20 allegations of sexual abuse were made in

relation to Operation Daybreak, and with a smaller number of
allegations made in relation to County Council homes, later to be
covered by Operation Xeres.316
17.

In June 2014, a decision was taken not to prosecute NO-F1, for

sexual abuse at Beechwood and Ranskill Gardens.317 In the same
month, DI Dales was temporarily moved to a Detective Chief
Inspector role. She was asked by senior officers to consider how
they could scale down Operation Daybreak.
18.

A progress update written by DI Dales in July 2014318 expressed

concern that individuals were reporting matters that they had tried
to report earlier but to no avail. She stated that if Daybreak were to
be scaled down, there would be a real danger of enquiries simply
being allocated to other teams. DI Dales recommended an
independent review take place before any decision to close down
313
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the operation.319
19.

In October 2014, a Peer Review of Operation Daybreak was

carried

out

by

DS

Sandall

of

Leicestershire Police. He

recommended a dedicated SIO be appointed to oversee the
enquiry, noting (as others had previously) that DI Dales held a
separate full-time role and that this was unfair. Insufficient
resources were allocated to the Operation and there was no full
and up-to-date analytical overview of the allegations. The review
identified the challenge posed by victims coming forward at
different times, and suggested that it may be better to be proactive
in identifying potential victims. During her time as SIO DI Dales
says she spent an average of 1 day p/w on Operation Daybreak.320
20.Over time, Operation Daybreak widened its remit to other
children’s homes in the City Council area. DCI Griffin was
appointed as an adviser in November 2014 and carried out a
scoping review of how they should investigate allegations in
relation to County Council institutions.321 As a result, a second
investigation, named Operation Xeres, was set up in January 2015
to investigate allegations of abuse relating to nine children’s homes
in the County Council, with DCI Luke as the SIO.
21.

In 2014, there were just over 40 allegations of sexual abuse

made to Operation Daybreak, and over 10 made in relation to
County Council homes.322
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22.

In February 2015, a Strategic Management Group began to

meet, including the Police, the two Councils and other agencies, “It
was agreed that there is a need to positively reinforce what we are
trying to achieve – to pursue criminal prosecutions.”323
23.

A further suggestion from the DS Sandall review was that the

regional unit audit individual cases of sexual abuse and serious
assault to provide reassurance, given that there had been no
prosecutions. This led to a report by the East Midlands Special
Operations Unit in May 2015,324 which dip sampled the
investigations which had not met the threshold for passing to the
CPS. It also examined cases which had gone to the CPS for an
advice on charge.
24.

The review set out the process being applied - that when

individual investigations were completed, they were assessed by
the SIO who decided whether the evidence met the threshold test
(reasonable suspicion on basis of evidence + further evidence can
be gathered). If that test was not passed then NFA and
complainant informed. If passed - a comprehensive advice file
would be sent to the CPS to decide.
25.

The review found that DI Dales had been unable to supervise

and control the investigation day to day as she had numerous
other areas of responsibility within Public Protection, but the
appointment of a dedicated Detective Inspector had now been
achieved. There had been a lack of analytical and research to
323
324
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identify patterns of offending or association of suspects, and
therefore individual investigations had mainly occurred in isolation.
The report concluded, “It is apparent that potential collusion and
historical

claims

for

compensation

outside

of

any

police

investigation have somewhat hindered this enquiry but it is also
apparent that serious cases of abuse have occurred within the
establishments under investigation and Nottinghamshire Police are
determined to investigate these cases thoroughly”
26.

Some of the recommendations subsequently implemented

included an agreed protocol between the Police and Uppal Taylor
Solicitors,325 a proactive press release in 2015, and research work
in relation to allegations against NO-F29. Following the report, DI
Robert McKinnell was appointed as SIO of Operation Daybreak in
June 2015.
27.By June 2015, the SMG noted that Operation Xeres had stalled
due to staffing issues326 and in August 2015, the 2 operations were
merged to form a single team, Operation Equinox.327 DCI Luke was
appointed as SIO for Equinox, and was replaced by DCI Pearson
in February 2016. In October 2016, DI Robert McKinnell was
appointed as SIO for Operation Equinox, a position which he still
holds to date.328329
28.

In December 2015, the CPS advised on allegations of sexual

abuse made against NO-F52, a former member of staff at
325
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Beechwood in the 1970s, by 3 former residents. The advice
concluded that there was no realistic prospect of conviction.330
29.

In 2015, receipt of allegations by the Police of sexual abuse

peaked - approximately 45 allegations of sexual abuse were made
in relation to City Council homes, and around 50 in relation to
County Council homes.
30.

In January 2016, the Support for Survivors Group met for the

first time331 - to provide a forum for survivors and their
representatives to meet with key members of the Local
Safeguarding Boards. Membership included Survivors of historical
abuse and their representatives including the Nottinghamshire
Child Sexual Abuse Survivors Group and the East Midlands
Survivors, County, City, CCG, Healthcare NHS, PCC, Police
(Police only since March 2017). At a meeting in December 2016, it
was noted that the membership of the group was evolving the
whole time.332
31.

As already mentioned, Andris Logins was convicted in March

2016 of four counts of rape, twelve counts of indecent assault and
also of cruelty. In its corporate statement the CPS note that “All of
the children were extremely vulnerable. Logins was in a position of
trust and of power over them. There appears, in general, to have
been a great deal of physical cruelty to the children within the
Home. All three describe violence which included kicking,
punching, slapping, twisting limbs and pinching. It was endemic.
330
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The boys were obliged to box each other and the fights were
brutal.”333 A
 fter his conviction, Colin Pettigrew was reported on
behalf of the Council to say “children in our care should have been
safe and protected”, f or that they “truly apologised” a
 nd that they
welcomed the verdict.334 Logins was sentenced to 20 years’
imprisonment,335 with the Judge describing him as taking
advantage of the helpless situation the children found themselves
in. In April 2017, Logins was struck off as a Social Worker.336
32.

Following Logins’ conviction, County Council Leader Alan

Rhodes apologised to a full meeting of the Council, noting that they
failed in their duty to protect vulnerable children and “unreservedly
apologise”.337 DS Adrian Pearson noted that around 170 people
had come forward with allegations of abuse in the care system and
that they would all be investigated meticulously.
33.

In August 2016, a prioritisation policy was set out for Operation

Equinox338 the priorities being: (i) any offence where it is suspected
that the perpetrator might present a current and ongoing risk; (ii)
serious sexual offences and physical assault. In 2016, the Police
received 40 allegations of sexual abuse.339
34.

In May 2017, Sue Matthews was appointed as the CPS’

Reviewing Lawyer for Operation Equinox, taking over from Cath
Carrie, who had previously replaced Sam Shallow. At the same
333
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time, dedicated counsel to Operation Equinox was appointed.
35.

In August 2017, the CPS considered an allegation of sexual

abuse made against NO-F61 in relation to alleged sexual assault
at Beechwood/Woodborough Rd in 2005.340 The CPS concluded
that there was no realistic prospect of conviction.
36.

In December 2017, Barrie Pick, a former member of staff, was

convicted of sexual abuse against a male resident at Beechwood
in 1976-77, and sentenced to six years imprisonment.341 The CPS
had advised on charge back in January 2016.342
37.

During 2017, Operation Equinox received just under 50 further

allegations of sexual abuse in relation to children formerly in local
authority care.343
38.As at January 2018, the Police noted344 that out of 351 allegations
of sexual abuse, 212 had led to a decision to take no further
action, either because of a CPS decision that there was insufficient
evidence to prosecute, or an SIO Policy decision (which could be
due to insufficient evidence, the identity of suspect being
unascertainable, or suspect being deceased). According to Police
figures, 133 allegations were still being investigated, and 6 had
been finalised by the court (i.e. had led to prosecution or acquittal).
39.

In March 2018, Chief Superintendent Griffin was reported as

having stated that there had been 832 allegations of sexual or

340
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physical abuse made by 355 different complainants. There are 559
suspects,63 of whom had died. There had been 6 convictions,
relating to two children’s homes, two acquittals, and 5 people were
awaiting trial. Since then, there have been two more convictions.
40.

Finally, in May 2018, the Police carried out a Beechwood

suspect collusion report,345 to try and identify whether any collusion
took place between suspects carrying out Sexual Abuse Against
Children, whilst working at Beechwood as members of staff and
whether any collusion could be considered to be a Paedophile
Ring. They looked at six alleged or convicted offenders - John
Dent, NO-F29, NO-F1, NO-F11, NO-F49 and NO-F2, and
concluded that “The combined results support the hypotheses that
a small and limited level of collusion may have taken place
between suspects but the evidence is not robust enough to support
the existence of a Paedophile Ring”.

345
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12. FOSTERING
1. I turn now to the next case study - looking at the institutional
responses to the allegations of child sexual abuse in foster care
and the barriers to disclosure of such allegations.
2. As at June 2018, the City has 256 children in foster care through
an Independent Fostering Agency, and 208 children in internal
foster placements.346 The County has 227 children placed through
Independent Fostering Agencies, and 296 children in internal
foster placements.347
3. In the introduction to his 2018 report on fostering in England and
Wales Sir Martin Narey comments,
“The care system in England, in which fostering plays a
predominant role, has an undeservedly poor reputation. The
reality is that fostering is a success story. The research is
clear, and has established, that for some decades now,
children have entered care with serious problems, But that in
general their welfare improved over time. [This finding] has
important policy implications. Most significantly it suggests
that attempts to reduce the use of public care are misguided
and may place more children at risk of serious harm.”
4. Today the investigation publishes a summary table of accounts of
sexual abuse in foster care, derived from statements or interviews
given to the Police, and Council investigations into allegations. 75
individual accounts are listed spanning 5 decades. Of those
346
347
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accounts 14 relate to the 1970s, 40 to the 1980s, 11 to the 1990s,
6 to the 2000s and 2 to the 2010s. In the case of two of the
accounts, it was unclear when the alleged abuse took place.
Additionally, in the complainant core participant summary table, 18
make allegations of sexual abuse in foster care.
5. The inquiry will be hearing this week from a number of witnesses
who give accounts of being sexually abused in foster care.
6. Individual accounts of the barriers to disclosure of abuse in foster
care include the fear of not being believed having just been taken
into care following sexual abuse at home, being threatened with
violence by the perpetrator foster father, being threatened that they
would not see their sibling again, or being too shocked by what the
foster father had done.
7. What follows is a chronological review of the incidents of abuse in
foster care over several decades, the response of the councils and
police and the legislative and policy backdrop against which the
incidents took place.
1946-1974
8. Under the 1955 Boarding out regulations - Foster carers were
required to undertake they would care for the fostered child as a
child of their own. The local authority was required to visit the
foster home and had a duty to remove the child if boarding out was
no longer in the child’s best interests.

102

9. In the 1950s Nottinghamshire, with one exception, had more
children boarded out than any county council.348
1974 - 1980
20.

In 1975 the post of fostering officer was created in

Nottinghamshire.349 A report the same year noted that in some
instances the authority took whatever it could get in the way of
foster parents and that selection criteria and standards had been
virtually abandoned350. They were not convinced that regulations
on regular visits were being followed. Of the 2,082 children in care,
841 were in foster care.
21.

In 1976, a County foster carer NO-F106 pleaded guilty to

indecent assault of two nieces. He was given a 3 year probation
order, however the foster children were placed back with the foster
parents as it was considered that they were not at risk and that it
was in their best interests.351 Despite this, the placement was not
properly monitored after they were returned, and one child formerly
fostered brought a claim in 2003 alleging that she was sexually
abused, which was settled by the County Council.
22.

In 1978 a dedicated fostering unit was set up headed by the

fostering officer.352 In this decade and into the 1980s the Council
provided group home fostering whereby foster carers would be
allowed to foster up to 12 children at any one time. By 1979 there

348
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were 11 family group foster homes and they operated to specific
guidelines.353
23.

In 1978, a meeting at County Hall considered allegations of

sexual abuse against two foster carers, F234 and his wife; the
allegations were inconclusive : no further police or social care
action was to be taken. The couple were allowed to continue as
foster carers on condition that no female children between the
ages of 6 and 13 were to be placed with them.354
24.

In 1979 Nottinghamshire County Council published one of its

earliest operational policy guides on fostering355

356

- this clarified

policies in relation to the roles and responsibilities of Areas and
Divisions, allowances, timescales for reviews of foster children and
statutory visit regulations, but did not contain specific provisions
regarding the response to allegations of abuse.
1980-1989
25.

As at 1982, when Patrick Gallagher (later to be convicted of the

sexual abuse of 16 boys) & his wife applied to be foster carers,
they completed a written application, a written assessment was
carried out, the couple attended 3 training sessions, & provided
referees. These satisfied the assessing officer (a fostering social
worker), the fostering paneland the decision maker.357
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26.

The 1984 Nottinghamshire Area Review Committee Child

Abuse Procedures358 applied to abuse in the home, including foster
care and were the first to refer re to ‘sexual ill-treatment of children’
- according to Rod Jones, around two years before the
Government first suggested inclusion of sexual abuse in
procedures).
27.

As at 1988, a support worker from the fostering team was

allocated to work directly with all foster carers.359
28.

A training session was held in early 1988 for Nottinghamshire

foster carers on management by foster carers of disclosure of
sexual abuse they experienced in their family.360 The guidance
noted ‘children very rarely lie about sexual abuse.’ 361
29.

In March 1989, a memo was circulated to senior managers,

making clear that ‘allegations/investigations of child abuse should
follow the child abuse procedure where the child is living in a
domestic household. There is no exception for children in care,
whether they are boarded out, placed for adoption, placed under
charge and control of a person. ’362
30.

Detailed processes in handling the investigation of abuse in

foster care were set out in internal papers prepared by senior
professional officers in the same year.

363
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investigation and that carers should know their approval would be
reconsidered subsequent to any investigation. It would be for the
Assistant Director, following an investigation and case conference,
to decide on whether a placement could continue, whether other
children were at risk, or any other action. On a more reflective
note, the process included that following any investigation, the
Principal Assistant should decide whether any further enquiries are
necessary into Area practice.364
31.

In a Foster Carers Newsletter that year, an article by Rod Jones

discussed the risks and responsibilities involved in foster care:
“Any person with reason to believe that a child has been abused
should bring this to the attention of the area social worker…In the
few occasions when this happens within foster care, the child still
gets first consideration’ 365
32.

In October 1989, a memo from Rod Jones noted that there had

been “several painful cases in recent months” and confirmed a
review was to be carried out to ‘draw out lessons and
recommendations in relation to future foster parent assessment
and reviews’. The focus was to be ‘primarily’ on minimising
incidents, the management of investigations and providing key
learning points for training and policy; it was not intended to
re-investigate cases.366 A “carer abuse investigative group” was
formed.367
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33.

One recommendation of the Joint Enquiry Report produced in

December 1989 in the wake of the Broxtowe investigation was that
‘ ….wherever possible disturbed abused children should not be
placed in the same foster home with other disturbed abused
children as this is not consistent with the child's welfare. The use of
family group foster homes in this respect should cease.”
Allegations of sexual abuse of children in foster care - 1980s
34.

I now set out briefly some of the accounts of sexual abuse in

foster care during the 1980s which were recorded by the County
Council at the time.
35.

In 1985 NO-F138, a residential social worker and foster parent,

admitted two indecent assaults between January and May 1984 of
a child fostered with him and his wife. Initial concerns raised by
F138’s wife had been treated with scepticism by the Social
Services Department who thought that the allegations were
malicious. In March 1986, F138 was dismissed - ‘indecently
assaulting a boy in the care of the local authority was a serious
violation of trust...and an indication that F138 was capable of
putting his sexual needs before those of a child entrusted in his
care’, adding that F138’s role as a foster parent placed him ‘in a
very powerful position of trust with a vulnerable child with a
disturbed background’ .368
36.

The case led to an inquiry commissioned by the Director of

Social Services, which concluded in 1986 that ‘no officers who had

368
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been involved had got a grip of the situation’ and that errors of
judgment had occurred (including failure to interview the victim or
contact senior managers at an earlier stage) but that disciplinary
action was not necessary.369 A process for recording foster carer
abuse allegations was put in place, on the understanding the
notification of allegations can come from a variety of sources.370
37.

In 1986 NO-A257 alleged that her foster father NO-F97 had sex

with her her whilst she was asleep in the foster home. She ran
away, disclosing the abuse to her social worker. The police viewed
the incident as the foster child “plying her trade” as a prostitute
“rather than being harmed” and after a delayed investigation, no
further action was taken. Social services, noting that the Police had
initially ridiculed the allegation, concluded that ‘maybe the incident
did not occur but that the needs of the foster child rather than the
foster parents’ must be uppermost in our minds’ . No further
placements of adolescent girls were to be made with F97.371
38.

In 1987 foster parent Bernard Holmes pleaded guilty to charges

of indecent assault, unlawful sexual intercourse and gross
indecency relating to two foster children. He was sentenced to 30
months imprisonment.372
39.

In June 1988, NO-F129 was acquitted following allegations of

sexual abuse made by two fostered children.373 Allegations had
first been made in February 1987 and in the first case conference,
369
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it was noted that “it would be unlikely that the police would be
taking any further action”, however a few months later a second
child also disclosed abuse and the police should reopen their
investigation, despite F129 and his wife threatening to “make a
fuss” in the community. F129 was charged in September 1987 and
in March 1988, they were removed from the foster parents list.
When F129 was acquitted, it was noted that it was going to take a
long time for the complainants, both of whom had given evidence
in court, to recover. Rod Jones says that when F129 was
acquitted, he made a statement to the press outside of court
saying that the Social Services Department believed the girls and
would not be placing any more children with F129.
40.

In February 1989 NO-A242 disclosed to social services that she

was being sexually abused by Michael Chard, her foster parent
and that this had been going on for 3 to 4 years. The foster mother
had left the family home in 1978, but Mr Chard had been allowed
to continue fostering with the help of housekeepers. It transpired
that Mr Chard’s ex-girlfriend and current girlfriend were both aware
that he had sexually abused A242. He was sentenced to 3 years
imprisonment after pleading guilty.374
41.

Before Mr Chard’s conviction, an internal report was prepared

for the Director of Social Services. Anticipating press criticism of
the local authority in the aftermath of Chard’s criminal trial, the
report’s author, Judith Dawson, noted that they may be asked:
“Why a child leaving an abusing family, has subsequently spent all
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her life in care being abused, and what guarantees are there that
this won’t happen again?”.375 The report identified problems with
the original assessment even by the standards at the time, and
noted that the respite carer with whom A242 was placed, also went
on to sexually abuse her, despite a social worker’s raising
concerns in 1977. The running record and reviews of Michael
Chard were said to focus ‘almost entirely on the department
financing a housekeeper’ .
42.

In a press release issued by the Director of Social Services, he

acknowledged that the internal inquiry being conducted would
‘identify lessons which can be learned and which will assist in
protecting foster children in the future…..[it] does not reflect on the
confidence I have in our 900 foster parents who provide care for
over 1200 children in Nottinghamshire. This case points to an
increasing need to accept that the sexual abuse of children is a
significant problem and that assessment practices and subsequent
proceedings will need to be continuously improved.I have no doubt
that our current assessments have improved and become much
more rigorous than when the foster parent was assessed some
years ago’.376
1990-1998
43.

In July that year, Sarah Davis (senior professional officer)

presented a report on child protection investigations in adoption
and foster families between April 1989 and March 1990. She
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recorded the strategies that had been implemented which included
the working group ‘looking at a small number of cases in detail to
see if some clear hindsight lessons may be learned’.377 The report
detailed 23 investigations in the previous 12 months, of which 11
related to allegations of sexual abuse committed by foster carers.
378

In an appendix, the cases and their outcomes were set out,379

including: ( i) D
 isclosure by child in foster care of physical abuse
and inappropriate sexual touching by other children in placement.
No formal action after case conference and child not removed. (ii)
Foster father admitted allegations of sexual abuse by foster child prosecution will follow and subsequently approval of foster carer
will be reviewed. (iii) Child in foster care alleged sexual abuse by
member of extended foster family - which were admitted.
Procedures followed - outcome unknown but child remains in
placement.
44.

The County’s 1992 Child Protection Procedures380 stipulated

that action taken to investigate allegations against foster carers
should also include consideration of the safety of any other
children living in the household including the foster carer’s own
children. These procedures were revised and expanded in 1994381.
45.

In May 1996 the County produced a review of fostering and

adoption entitled ‘Finders Keepers’, which noted that ‘the current
system is not working well enough’. It was directed principally at
377
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how to recruit and retain foster carers, how to develop a better
partnership with carers and work on making substitute family care
more effective.382
46.
383

In 1999, the County carried out a review of its fostering service,
noting that a significant number of recommendations from the

1996 review had not been implemented and although there was
some innovative practice, it was not consistently applied and
morale was low. 315 children were in foster care, representing
64% of the total number of children in care, and 15 of those
children were placed via independent fostering agencies. The
feedback from children and young people was generally positive
Whilst fostering should be the preferred option for looked after
children, the review noted, the fostering service was unable to
provide sufficient placements to meet needs.
47.

The same year, in response to the publication of a National

Code of Practice, the role of a fostering support worker (who
worked directly with the foster carers) was changed to that of a
supervising social worker. This was intended to highlight the
increased need for more robust scrutiny and monitoring of foster
carers’ performance and conduct.384
Known allegations of CSA in foster care made in the 1990s
48.

In February 1990 NO-F141 was charged with sexual offences

against 3 fostered children. He had been a foster parent for 25
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years’ and had fostered 400 children in that time, including a lot of
teenage girls who had previously been sexually abused. The 10
children then placed with the couple were moved. F141 admitted
offences against one child, but denied the others, calling the girls
liars. Although the matter was considered at a case conference,
there is no record available to the Inquiry of the outcome of the
criminal proceedings.385
49.

In September 1991, Norman Campbell was convicted of sexual

offences against NO-A197, a foster child with whom he had first
had contact in a children’s home where Campbell worked.386 David
White notified the Social Service Inspectorate of the case and of
the steps that had been taken since, noting that abuse in
residential care and by non-family members were now included in
the procedures of the ACPC.387 As mentioned previously, in fact
abuse by foster carers was covered in procedures from 1984
onwards. In response, the SSI suggested an inquiry be undertaken
to inform the need for any changes in management procedures. It
was suggested that the Council consider using an external
consultant.388
50.

Following the emergence of the most recent allegations in 1990

and complaints made by A197 himself,389 an internal report was
commissioned by David White. The report, prepared by Susan
Mackreth and Clement Benjamin, principal policy officer and senior
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was delivered in July 1992.390 It has already been discussed in the
context of allegations against staff, but some relevant findings and
recommendations regarding fostering included: (a) The original
fostering approval process had been ‘poor’ - it was done on paper
only and no account had been taken of the child protection risk
known at the time, despite the area director, who was also Chair of
the fostering panel, being aware. (b) Following allegations of abuse
in foster care by A198, the decision not to prosecute and to take
NFA following a disciplinary hearing, the Fostering panel decided
that the existing foster placement A197 should stay. Information
about the allegations was not passed on to Norman Campbell’s
line manager.391 (c) Staff had difficulty recording information re
allegations and disclosure - the authors noted ‘staff should be clear
that children cannot be protected if vital information is omitted, and
that records are a part of the history of a child’s life during any time
they spend in a looked after placement’ (d) Incidents recorded in
one department - residential care - were not necessarily known in
other departments - fostering (e) Race was an issue that had been
used by Norman Campbell as a defence; the authors questioned
‘how much is the failure to act against Norman Campbell due to a
lack of courage, competence and will to deal with staff members
whose professional behaviour is suspect, or is regularly being
questioned?’ ’
51.

The report recommended that any allegation involving a foster

carer, should prompt a formal review of the carer and of the

390
391
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placement, noting that at the time of writing this had become
Departmental Policy.
52.

In October 1991 the local authority and police investigated

allegations of serious sexual assault by a child against NO-F196,
her foster father. Although the allegations were withdrawn, the
couple were reviewed as foster parents. Social services noted that
whilst the foster child’s behaviour was ‘confused’ this was ‘not
uncommon in other abuse situations’.392
53.

In 1990 and 1991 three children made allegations that they had

been sexually abused by their former foster father NO-F118 in the
1970s and early 1980s. One child also alleged that she had been
raped by the son of the foster parents, NO-F119, leading to his
conviction and imprisonment. The foster panel decided no further
children were to be placed, but approved one child to remain. 393
54.

In December 1991 NO-F64 admitted indecently assaulting 2

foster children and was sentenced to 3 months’ imprisonment. The
allegations were first made after the placement broke down and
one of the victims had moved to residential care.394
55.

In June 1992 allegations of sexual abuse were made against

foster parent NO-F130. The child was removed from the foster
home and the foster carer’s registration was withdrawn. The
investigating police officer’s view recorded on file was that the child
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had been abused by F130, but due to inadequate evidence, it was
felt the case would be difficult to prosecute.395
56.

In October 1992, a child in foster care made allegations of

sexual abuse against NO-F126, her foster father. A case
conference was held, the children were removed and the
allegations jointly investigated, however the case did not proceed
due to insufficient evidence following F126’s denial of the
allegations. It was noted that the information was to be left on file,
and that F126 would not be allowed to foster in the future.396
57.

At some point in 1992 or 1993, the County Council prepared a

table, which included a list of foster carers about whom allegations
had been made over the past year.397 This seems to be in line with
recommendations a few years previously about making sure that
allegations were centrally recorded.
58.

In February 1993 allegations of sexual abuse were made

against foster parent NO-F109. The child was removed from after
having been interviewed by the police and the case passed to the
CPS, who decided not to prosecute. The Placement Panel decided
that the other children then fostered were to remain but that the
foster parents were not to be approved in the future.398
59.

In April 1993 a child in foster care made allegations of sexual

abuse against her former foster parents, NO-F116 and NO-F117,
who by then had been deregistered as foster parents following
395
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previous allegations of ill-treatment.399 Following the disclosures,
joint planning meetings were held and 50 children previously
fostered were identified, although only 3 were spoken to. The CPS
decided against prosecution, even when Social Services asked for
them to reconsider. Further allegations of sexual and physical
abuse were made by two other foster children in 1996; no further
action was taken but the foster children were to told that they were
believed by social services.
60.

In August 1993, Douglas Vardy was convicted of sexual

offences against 3 foster children in his care. He was given a 12
month suspended sentence & his registration was terminated in
the same month. The disclosure had initially been made to one of
the girl’s ex-foster parents.400
61.

In November 1994 A273 alleged sexual assault against her

foster parent NO-F108 He was suspended from his employment
which involved contact with children, but no further action taken on
the basis that there was insufficient evidence. The suspension was
lifted and the foster parent re-employed. He withdrew from
fostering in April 1995.401
62.

In October 1995 two siblings disclosed to their adoptive parents

that they had been sexually abused by their foster parents NO-F98
and NO-F99 over a period of 5 years until 1992. The Police took
no further action as it was felt the children would make poor
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witnesses and because of concern of the impact of a court case on
the children.402
63.

In March 1996 NO-A280 disclosed to her mother that she had

been raped by her former foster parent, NO-F111, in the late
1980s. F111 was arrested and was suspended as a foster carer,
other children allowed to remain at the home. The Police
interviewed 10 children who had previously been fostered with
F111. He was charged with unlawful sexual intercourse and
indecent assault. In May 1997 the CPS discontinued the case one alleged offence had occurred outside of the UK and the others
were therefore uncorroborated. In August 1997, the foster parents
were deregistered - the letter saying ‘In the end the Panel were left
having to decide whether the Authority could place further children
with you knowing that there had been two allegations of sexual
abuse by two different girls − one of which had been witnessed by
a third girl. Obviously, since the completion of the police
investigation we have no proof either way that these events
occurred, but we do know that neither girl has withdrawn their
statement

and

that

the

allegations

still

stand.

In

these

circumstances we have no alternative but to conclude that we are
not able to take any further risk in placing foster children with you
and the Panel regretfully has withdrawn your registration as foster
carers.”403
2000- 2009

402
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64.

In 2000404 management of the County’s fostering teams was

centralised for the first time, replacing the previous system
whereby fostering teams were locally managed.405 The Fostering
Services

themselves

became

subject

to

inspection

and

Independent Fostering Agencies were allowed to recruit assess
and approve foster carers.
65.

In 2002 foster carers were made subject to national minimum

standards requiring the child’s welfare, safety and needs to be at
the centre of all decisions regarding their care. Standard 4
concerns protection from abuse and neglect.406 407
66.

From 2002 onwards, the City and County Councils’ Fostering

Service have been subject to regular inspections - by the
Department of Health, the SSI, and then its successor institutions,
the CSCI and Ofsted. These reports have been largely positive,
and particular issues arising will be raised with witnesses.408 Some
specific points raised:
a. In 2003, it was noted that 86% of looked after children in the
County Council were in foster care. By 2008, this had
reduced to 65-70%. this
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b. In 2004, it was noted that the County’s fostering service kept
a centralised database of numbers and allegations of neglect
or abuse of a child in foster care.409
c. In 2006, re the County Council, there was criticism of the
lack of independence of the Fostering Panel and the wholly
inadequate recording of information.
67.

In 2007 the County and City Safeguarding Boards produced

practice guidance on managing allegations against foster carers.410
68.

In 2009, the County Council introduced independent fostering

panel chairs, ahead of the 2011 National Minimum Standards
making this a requirement.411
Known allegations of sexual abuse of children in foster care made
in the 2000s
69.

In January 2002 foster carers NO-F114 and NO-F115 were

arrested following allegations of sexual abuse to sexual abuse in
the late 1970s. There is evidence of disclosures by two girls in
1983 of sexual abuse by F114, at which time it was noted:
“Presumably therefore, what [N
 O-A91] says he did with her is true.
It was agreed that neither girl should know about today’s
discussion, and that there would be no point in pursuing it further.”
412

I n 2001/2002, it was noted that ‘various people had had the

allegations made to them but no one did anything about them’. The
foster file had been destroyed but it was said that this was not
409
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unusual as the prevailing policy at the time was to destroy them
five years after the last foster placement ceased. The case was
subsequently dropped, notwithstanding the Police’s view that there
was no reason to doubt the veracity of the allegations.
70.

Also in January 2002, following allegations by NO-A297,

NO-A291, and NO-A292, foster parent NO-F127 was acquitted at
trial following a Judge’s direction.413 Allegations had initially been
made in 1998 and then picked up again in 2000.
71.

In February 2002 foster carer William Boden was sentenced to

10 years for indecently assaulting four girls over a 20 year period.
Although none of his victims were looked after children, Boden had
been an approved foster carer with the City Council. The trial judge
expressed concern that children had been fostered by him at the
time of his offending and will have been at risk. In the press report
the City Council were reported as stating that they had had no
reason to question Boden’s suitability as a foster carer until the
allegations came to light in 2000, at which point the fostered
children were removed and he was deregistered.414
72.

Following allegations made in 2000 by a child in foster care

against his former foster mother, F191, in 2004 the CPS decided
that she should not be charged, concluding that there was no
realistic prospect of conviction but that ‘It does not necessarily
mean that the abuse has not occurred’.415
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73.

In 2005 Raymond Smith was deregistered as a foster carer by

the City Council in the wake of allegations of sexual abuse of
looked after children placed with the couple. They had privately
fostered over 100 children during the 1980s. Mr Smith was subject
to a series of strategy meetings in 2015 following further disclosure
by fostered children and in 2016 pleaded guilty to indecent assault
of another child not in care - he received a 2 year suspended
sentence.416
74.

In 2005 the decision was taken not to prosecute a former foster

carer, NO-F83, following allegations of sexual abuse committed in
1991-1993. It was noted that there was no realistic prospect of
conviction - there was an unreliable witness, no corroboration, and
“more importantly, no complaint about foster father made at that
time’. 417
75.

In 2006, NO-A286 disclosed that she had been abused in foster

care some years previously by Stephen Noy. It was decided not to
prosecute. One strategy meeting recorded the Chair’s emphasis
that “concerns regarding historical abuse must be dealt with with
the same rigour as if the abuse was current. There were three
strains of investigation to consider, criminal, disciplinary if relevant,
and child protection.”418 S
 ocial services concluded that the
allegations remained unproven. In 2016 Stephen Noy was
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sentenced to 17.5 years imprisonment for sexual offences against
foster children and others. He had stopped fostering in 1992.419
2010 - 2018
76.

This period is marked by two significant foster carer abuse

cases - those of Patrick Gallagher and of NO-F77. Both generated
substantial attention and review - in the Gallagher case a serious
case review was published in December 2011 and in the following
year an Internal Practice Review was compiled on F77. In both
cases the reports were written by Peter Maddocks, from whom the
Inquiry has obtained a statement.
77.

In May 2011 Patrick Gallagher pleaded guilty to 55 sexual

offences, including rape, committed against 16 boys over a 12 year
period between 1998 and 2010. 7 of the victims were looked after
children aged from 8 to 14 who had been placed in respite foster
care with him on short stays away from their primary foster carers
over a period of 7 years.420
78.

Gallagher received 13 life sentences and was ordered to serve

a minimum tariff of 28 years. The Judge noted that Gallagher
should never be released, commenting that he had abused young
boys on an “unprecedented scale”, had done “incalculable
damage”. 421
79.

An allegation had been made in 2006 that Gallagher had made

a child in foster care watch pornography with him. Following an
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investigation, Gallagher wrote to social services that they no longer
wished to act as foster carers and wanted to resign, saying ‘They
have been good years but it’s time to go’. The Fostering Panel did
not agree to the resignation, determining that they should be
deregistered.422
80.

Before sentence the County Council announced that there

would be a serious case review into the case, which was published
in December 2011.423 One of the key lines of the review was
examination of the barriers that discouraged disclosure of abuse.
Time does not allow at this stage to go into the 146 page review in
any detail, save to highlight the following findings:
a. Although the investigation by the police and social services
in 2006 could have been managed differently, this would
have made no difference to the outcome at that time
b. ‘The children in this case faced very significant barriers in
feeling able to tell anybody about their sexual abuse. The
barriers for boys being able to disclose their sexual abuse is
especially difficult...once abuse has begun the child feels
more isolated from potential sources of help’
c. With the benefit of hindsight, there was insufficient
understanding about the potential significance of some
behaviour that was exhibited by some of the children.

422
423
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d. The Gallaghers had come to be trusted by professionals the review noted that this can be an additional barrier for
children to disclose.
e. The case reinforced the importance of social workers ‘having
the time, capacity and motivation’ to spend time with children
on their own and away from carers.
81.

A meeting of the County’s Adult Safeguarding board in January

2013 considered learning points from the Gallagher SCR noted
that there was a need for young adults previously abused as
children to have ongoing support and noted that some may need it
“all of their adult lives”.424 The County response to the Gallagher
SCR continued throughout 2013.425
82.

In 2012 the County Council produced guidance on allegations

against foster carers including historical issues.426 The procedures
distinguished between concerns (Level 1), complaints (Level 2)
and allegations (Level 3) - all alleged sexual abuse was Level 3. In
these cases, the Fostering Team Manager and the LADO would
assess the seriousness of the initial information and then decide
on the next steps. The guidance then sets out decisions to be
made and steps to be taken with regard to suspension of the foster
parent, continued placement of children, how to react to
resignations, the holding of strategy discussions, possible referral
to Ofsted, review by the Fostering Panel and the ultimate
determination by the Agency Decision Maker about whether the
424
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foster parents should be deregistered. This 2012 policy forms the
basis of the County’s current day guidance and continues to be
revised.427
83.

The City’s approach is that428 when serious complaints are

received that indicate that a foster parent has or may have harmed
a child, the LADO is notified - who then coordinates multi-agency
activity.429 Allegations of sexual abuse should prompt a serious
incident notification to Ofsted.430
84.

In 2012 an internal practice review was carried out in to the

handling of allegations of sexual abuse made against a foster
carer, NO-F77. In 1995 a disclosure of sexual abuse had been
reported by the foster mother to the supervising social worker but
there was nothing to show that this has been followed up; in 1998
the foster mother told the supervising social worker of sexualised
behaviour by A200 towards the foster father - there was no
evidence of follow up. As already discussed, allegations made by
A200 in 2000 led to a multi-agency investigation and senior social
workers

concluding

that

his

account

was

unreliable and

discredited, strongly recommending that F77 be re-approved. F77
was allowed to continue as a foster carer following a decision by
the Fostering Panel. We will be hearing from Phil Morgan and
Helen Blackman who were both involved in the strategy meetings
held.
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85.

In 2012 F77 was found by a different foster carer exposing

himself to a 5 year-old foster child (NO-A274). Another fostered
child (NO-A202) disclosed that she had been sexually abused. F77
was arrested and was subsequently convicted in January 2014
and given an 8 month prison sentence. Members of the County
Council were informed by Steve Edwards of this.431
86.

The practice review noted in particular :
a. ‘… the relationship of the supervising social worker with the
[foster parents] was much too focused on support to the
carers and when allegations were made the response was to
defend the carers...there was intolerance to receiving
information that contradicted accepted and long established
beliefs about the competence and capacity of the carers’
b. The strongest measure for safeguarding children is to ensure
that every looked after child understands how to raise
concerns, is given access and support to talk to people and
can have confidence that their concerns will be treated
seriously irrespective of their history and background. This
did not happen in this case.

87.

The report made 6 recommendations, one of which was to bring

forward proposals for rotating supervisory arrangements of foster
carers.
88.

This was taken up in a feasibility study which concluded in

October 2012 that there was insufficient evidence and that instead
431
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there should be routine consideration of a Senior Social Worker’s
involvement with foster carers, and management processes
improved.432 There were further learning reports from the Council
provided to the Count’s safeguarding board and elsewhere,433
however a decision was made not to undertake a full Serious Case
Review.434 It was noted that Police thresholds had changed and
that police in 2013 would have gone with A200’s initial disclosure
in 2000.
89.

In the wake of the Gallagher and F77 cases the County

commissioned an independent audit, in which 19 cases of
allegations against foster carers were fully audited.435 6 cases
caused some concern. The author, Hazel Halle, concluded that the
most significant gap was a lack of robust management, but also
identified cases in which procedures weren’t followed, recording
was inadequate and there were unexplained delays. A subsequent
audit was carried out into random cases Countywide in January
2013.436 The County’s fostering services manager Jayne Austin,
from whom you will be hearing in evidence, responded to the audit
reports criticisms in a report in May 2013.437
90.

In December 2014, the High Court upheld allegations that the

Claimant had been sexually and physically abused whilst placed in
foster care by the County Council in the late 1980s and early
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1990s.438 However, it held that the County Council had no legal
liability. As set out in the summary table, one of the other
witnesses who gave evidence of abuse, L37, said it was a “huge
relief” that the court believed her evidence. In October 2017, the
Supreme Court reversed that decision and held that the Council
was vicariously liable for abuse committed by foster parents.
91.

In their corporate statements, both Councils set out the annual

number of deregistrations in the last five years.439 Additionally, as
explained in its statement to the Inquiry, the Department of
Education provides the present day statutory regime governing
fostering.
Other Allegations in 2010-2018
92.

In 2011 NO-A245 disclosed to her then foster parent that she

had been sexually assaulted by her previous foster carer F89
between 2006 and 2009. In July 2011, the CPS decided not to
charge was there were concerns over the complainant’s credibility
and discrepancies in her evidence, although the chair of the
strategy meeting thought A245 to be ‘credible’.440
93.

In August 2010, allegations of sexual abuse were made by a

child in foster care against NO-F165, her foster father. In strategy
meetings, the Police and Social Services agreed that the
complainant’s allegations were credible, however the CPS decided
not to prosecute in December 2010. In June 2011, the fostering

438

NSC000275_19-72
NSC001362; NCC003677
440
NSC000347
439

129

panel unanimously recommended that F165 and his wife were not
suitable to continue to act as foster carers. The Agency Decision
Maker, Dawn Godfrey upheld the Panel’s recommendation and
decided to deregister.
94.

In June 2011, the Independent Review Mechanism considered

F165’s appeal against deregistration and recommended that his
approval to foster should continue. The IRM found that the council
had disregarded the views of an experienced social worker who
knew the carers well, and that that there were “Serious flaws in the
child protection investigation”. The IRM’s feedback noted concern
at the Council’s approach that “it can never be proved that sexual
allegations are unfounded” and expressed that the reason for
refusal appeared to have been based on the Department’s best
interests, rather than their duty of care to F165 as a foster carer. In
November 2011, the Agency Decision Maker reversed her decision
in light of this and decided that they were suitable to continue to
act as foster carers, although training and careful action was
required.441
95.

Following a case in 2012 in which one child in foster care

sexually abused a child in foster care with another family, the
foster parents were deregistered due to criticisms of their failure to
properly assess the risk posed by the perpetrator. In 2013 the IRM
recommended that the decision be reversed, however the agency
decision

maker,

again

Dawn

Godfrey,

maintained

the

deregistration noting the foster carers’ ‘serious failure to safeguard
441
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both your own looked after child and another looked after child in
spite of knowing the risks posed’ .442
96.

In 2012, the first disclosures of sexual abuse were made

against NO-F35, a City foster carer, and strategy meetings held.443
At this stage, it was noted that there was insufficient evidence for
the case to be passed to the CPS and the allegation was to be
recorded as “unfounded”. In June 2014 NO-A160 also disclosed
that she was sexually abused by NO-F35. Further strategy
meetings were held444 and although the Police considered the
allegations to be unsubstantiated, the City commissioned the
NSPCC to carry out a risk assessment. This concluded that F35
posed an unacceptable level of sexual risk and should not be
allowed to return home to care for vulnerable children.445 Further
strategy meetings were held446 and in August 2015, further
allegations of sexual abuse were made. At this stage, the
allegations were believed, including by F35’s wife, and the CPS
decided to charge F35.447 In May 2016, the fostering Panel
unanimously recommended termination of F35’s registration as a
foster parent.448 In 2017, he was acquitted of all charges. 449
97.

In December 2016, allegations were made by NO-A104 that he

had been sexually abused by his former foster mother in the
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1980s.450 In August 2017, the CPS decided not to charge F80, with
Counsel noting that it was a finely balanced case. The advice
concluded that F80 was unlikely to be convicted despite the
complaint being credible, noting that the jury would found it hard to
convict an older woman of offences from over 30 years ago and
that “There are still prejudices about whether a 14-year old boy is a
“victim” of an older woman in the same way as when the positions
are reversed, even should the jury believe the allegations to be
true.”451
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13. Sexual Abuse Between Children
1. The Investigation’s 3rd case study is “the institutional responses to
disclosures of allegations of sexual abuse carried out by children
against children in the care of the Councils, and the barriers to
disclosure of such allegations”452.
2. Chair in your determination on 28.02.18, the following working
definition was arrived at: “Child sexual abuse (using the Inquiry’s
own definition) carried out by a child.” For the avoidance of doubt,
this case study should focus on non-consensual and/or coercive
sexual activity and should be limited to those cases in which the
complainant was in the care of the Councils at the time of the
alleged abuse”.
3. The Inquiry has instructed Professor Simon Hackett, Professor of
Child Abuse and Neglect at Durham University who has provided a
generic report based on his academic research on sexual abuse
and harmful sexual behaviours between children.Professor Hackett
will give evidence in Week 3. He suggests that that the phrase
harmful sexual behaviour is now the phrase most often used.
Accounts
4. Even more so than the other case studies, the number of recorded
allegations of sexual abuse is likely to be a significant
under-representation. Professor Hackett notes that while about 1/2
of sexual abuse cases in residential care are between children,
“This figure may be an under-representation of the true scale of the
452
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problem given the high likelihood that peer sexual abuse in care
has been downplayed by professionals who have seen it as
exploratory adolescent sexual behaviour”. The source for many
accounts has been interviews given during Operations Daybreak,
Xeres and Equinox and disciplinary cases - these investigations
have not focused on allegations against other children.
5. Even where abuse was reported, it may have been less likely to be
recorded; & when it was recorded it would often be in the individual
child’s social services records, which have not all been scrutinised
by the Inquiry.
6. The investigation has received a large number of accounts of
sexual abuse between children. The summary table on ‘Sexual
Abuse Between Children’453 provides accounts of 77 different
cases. The complainant CP summary table454 provides an
additional 11 accounts, of whom four are being called.
Early Developments
7. As early as 1952, a Home Office circular required staff in Approved
Schools to report any “indecent practices” between boys.455
8. The first Policy, Procedure and Practice Guide for Community
Homes in Nottinghamshire in 1978 included a section on Unlawful
Sexual Behaviour456 and in August 1978, a memo from Rod Jones
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about sexual abuse between children in community homes noted
457

:

"Clearly where this is experimental horseplay (for want of better
words) there is no question of the Police needing to be
involved..."Where a child has been the subject of USI or serious
homosexual or other activity and the staff have good reason to
believe that an offence has been committed - then the policy is that
the

Area

Director

should

consider

informing

the

Police

immediately. As I understand it, the policy also states that only the
Divisional Director has the power to agree to withhold information
from the Police"
9. Nottinghamshire’s 1984 Procedures specifically included foster
parents who “encourage or allow their children to be involved in
unlawful sexual activity with others” but noted that “young people
who have committed ‘technical offences’ in the context of a
‘normal’ teenage relationship are excluded”.458
10.

There is sparse detail available about the way sexual abuse

between children was treated for much of the 1970s and 1980s;
individual incidents are recorded in social services files; but are
often treated as behavioural problems or as adolescent exploration
- on occasion the Police appear to be involved.459
11.

The absence of information during these decades is perhaps

unsurprising: Professor Hackett’460 reports that the problem of child
457
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perpetrators had still not been characterised or officially recognised
through the 1980s.

Amberdale 1987-1988
12.

In December 1987, two female residents of Amberdale

disclosed that they were forced into oral sex by a male resident.
The police became involved; charges were likely.461 In January
1988, the same male resident was recorded attempting to sexually
assault another resident before being pulled away. There followed
three separate complaints of sexual abuse against him.
13.

There then followed an internal enquiry following another

incident of alleged sexual abuse between children at Amberdale.462
Both children were aged 13; the allegations, of rape and forced
oral sex, were reported to a key worker and escalated. The
children were separated; the alleged perpetrator was moved; he
had been admitted to Amberdale as an alleged sexual offender.
14.

In the absence of corroborative evidence,the Police took the

case no further. The report concluded that staff needed training on
“disclosure and counselling work with victims and sometimes
perpetrators of sexual abuse”. Although the report concluded that
staff had dealt with the allegations in a “positive, professional and
open way” , it observed that “there are no clear guidelines for
residential staff in such circumstances and it would be advisable to
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address

this”.

T
 hese

recommendation

were

endorsed

by

Councillors sitting in Committee.
Adolescent Sex Offenders Group (1988-1990)
15.

By mid-1988 there was a special interest group on Adolescent

Male Sex Offenders. From October 1989, there were weekly group
meetings, described as part of an inter-agency approach to
address risks presented by male adolescent sex offenders.463
16.

The Nottinghamshire Multi-Disciplinary Group for Adolescent

Male Sex Offenders released its first report in March 1990. The
group had been working with 6 boys (5 of whom were in care)
aged between 14-17, who accepted responsibility for sexual
offences, all had been sexually abused, exposed to violence
and/or seen siblings abused.
17.

Proposals were put forward by the group who noted a high and

increasing level of reporting of sexual offences by adolescents
“The lack of departmental and multi-professional guidelines and
resources means that what happens in each case is a matter of
chance”. T
 hey urged Nottinghamshire to establish “a system for
managing the justice and welfare aspects of adolescent sex
offending in a way that is in the best interests of victims,
perpetrators and community”.
18.

The Group recommended establishing a new unit to work with

adolescent sex offenders and sought the implementation of

463

DFE000707_4-7

137

guidelines, suggesting that the same recommendation in the 1988
Amberdale report had not been implemented.
19.

In 1990, the County produced figures on victims of sexual

abuse and sexual offenders resident in Community Homes.464 Of
46 girls placed in homes who had been sexually abused, 19 had
been abused by other residents. Of the 33 boys, 7 had been
abused by other residents. 8 from each group had sexually abused
other residents. 23 of the boys were sex offenders. David White,
then Director of Social Services, was quoted as saying, “the young
people exhibited behaviour that went well beyond 'normal
adolescent testing out” …..We were astounded to find the number
who had been subjected to abuse...we're probably not untypical of
Departments generally”. 465
Greencroft (1990)
20.

In 1990 area management and staff at Greencroft Community

Home, met specifically to discuss sexual abuse between children,
466

identifying that 40% of those in residential care were victims of

sexual abuse and there was a risk of victims becoming
perpetrators.
21.

In July 1990, there were 2 incidents of sexual abuse between

children at Greencroft. An enquiry was ordered by the Director of
Social Services and a report from Denis Watkins followed,467 its
introduction noting that “sexual abuse of any child must be of the
464
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gravest concern and the Enquiry, and the speed of its completion,
reflects the seriousness with which this matter has been regarded
by the Director of Social Services”.
22.

Of the 2 incidents - the first involved the “occupation” by

residents of a flat at the Home. During this time, it was alleged that
a 15 yr old male resident sexually assaulted two girls, had sex with
another, and raped three. The girls were aged between 7 and 16.
The second incident, at the end of the month, involved one of the
girls being sexually abused by a different male resident.
23.

The enquiry’s conclusion was that the Department had failed in

its responsibilities, noting that “sexual abuse of any child in the
care of the County Council is abhorrent and unacceptable”. The
report

criticised

the

“unacceptable”

arrangements

whereby

sexually abused children were mingled with perpetrators: this was
dangerous for children and impossible for staff, “priority should be
given to providing separate Homes for abused and abusers”.....
“This report has identified the enormous disparity between the
needs and demands of the children and the meagre resources
available to meet them. This fact must be accepted if realistic
solutions are to be provided.”
24.

The report found some guidance about the reporting of abuse

but "In effect, the advice is based on a premise of trained, skilled
professional staff, whereas less than 10% of the staff are trained
and many are temporary and inexperienced…”. Again, it observed:
“There is also an absence of guidance on how to deal with children
who have been sexually abused or with perpetrators”.
139

25.

The report acanvased wider issues, noting: “The Department

has attempted to understand what is happening regarding child
sexual abuse and has begun taking steps to respond more
effectively to the problem...these responses, coming from within a
Department already overburdened ….have fallen far short of what
is needed”.
26.

Reference was made to steps already taken including the work

of the Adolescent Perpetrators Group. The report made twenty
recommendations, some of which addressed wider issues in
residential child care in Nottinghamshire at the time.
27.

The Greencroft Report was presented to the Social Services

Committee in late 1990,468 events at the home being said to reflect
“the current reality of life in residential care” . The committee were
invited to approve the separation of victims and perpetrators of
abuse in residential settings, to have one community home for use
to work with perpetrators and to have another home designated for
sexually abused girls with all female staff.469 Such a home opened
in 1992. In Denis Watkins’ statement to the Inquiry, he says that
recommendations were rarely followed despite initial enthusiasm.
28.

In tandem with the Greencroft report, earlier that month, a

‘Discussion Paper for Procedures and Adolescent Sex Offenders
in Notts’470 was circulated. Amongst other things, it called for joint
investigations

when

dealing

with

allegations

involving

an

adolescent perpetrator.
468
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29.

The paper appears to have been considered by the Social

Services Inspectorate and the Home Office in 1991.471 The
response within the Social Services Department is not known, but
appears to be reflected in the February 1991 Child Protection
Procedures, which include a specific section on ‘Abuse between
children and young people’.472 This noted the need to consider that
children should not only be regarded as possible sex offenders, but
also as children who may have been abused. Joint investigation
procedures must apply, specifically where there were allegation
regarding children in residential establishments. It specifically
noted that risks posed by a suspected adolescent sex offender to
other children must be taken into account before accommodating
them in the care of the Local Authority or at home, and that
consideration should be given to fostering and extended family
placements where other children are not at risk.
Sandown Road (1990-91)
30.

In 1990, 2 residents at Sandown Road community children’s

home admitted sexually assaulting and raping other residents at
the home. One of the perpetrators was cautioned for sexual
assaults. The other initially joined the adolescent offenders group
“despite a positive start he quickly denied that he had abused and
was encouraging others to do so”. He subsequently disclosed that
he had also been sexually abused in the Home by another,
different, resident. He was sentenced to a two year supervision

471
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order with a condition of attending the advanced group for young
sex offenders473 One victim (A120) had been anally raped by a
different resident six months before. A safe and secure placement
for the victims could only be found outside the County.
31.

This led to a Joint Evaluation474 report of Sandown House

carried out by Sue Gregory, from whom you will hear oral
evidence, and Steve Benson. The report was prompted by “serious
and persistent concerns about the quality of child care offered by
the unit…In one 12 month period, every child admitted was
involved in sexual abuse incidents whether they had been
previously abused or not…area staff were very concerned at how
disclosures were taken and dealt with.” “The issue was dealt with
on a bureaucratic level at County Hall”. V
 isiting social workers
‘expressed concern at the high levels of sexual abuse that had
occurred within Sandown Road between clients and the fact that
the staff had not been able to prevent this from occurring. Closure
was recommended, however Sandown was re-opened the
following year.475
32.

1992 Child Protection Procedures476 recognised that “A child in

residential settings may be abused by another child resident in the
establishment, by staff or by visitors”477 a
 nd set out steps to be
followed.
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33.

Reference has already been made to As if they were our own

in 1992478 The report identified a specific shortcoming of “young
people who have been sexually abused being placed at risk by
being accommodated with young people who have committed
sexually abusive acts”.... “some 80% of the sexual abuse within
community homes is perpetrated by young men against young
women”.
34.

It was noted that a small inter-agency group had been working

on the subject of adolescent sex offenders and that “The energies
and commitment of these staff helped to project Nottinghamshire
as a lead Authority in recognising and responding” t o their needs.
35.

The report recommended a project be established to work with

adolescent sexual offenders but budgetary constraints limited its
full implementation “In the absence of such a service the problem
continues to increase with real cost to the young people, both
offenders and victims, and the possibility of the County Council
being held liable for claims of compensation becomes more
concerning.”479
Hazelwood (1990-1994)
36.

In 1990, A89 came into contact with a young man he

recognised as having raped him along with two others at
Hazelwood Community Home in 1985 when they were all residents
there. A89 reported this and concerns were expressed about the
investigation conducted at the time and why information was not
478
479
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passed on.480 In December 1991, Tony Dewhurst wrote to the SSI
about the case, noting the lessons that had already been learned,
saying that “both children and staff are aware of and have easy
access to a system of allegations and complaints.” The SSI replied
stating that Mr Dewhurst had not indicated what other lessons the
Social Services Department might need to address, noting “The
general question of whether community homes in Nottinghamshire
are safe places in which children can live is clearly the most
important factor”. M
 r Dewhurst, who has provided a statement to
the Inquiry, was criticised at the time about his handling of
disclosures made in 1985.
37.

At a meeting attended by the Service Manager and the

Council’s Legal Service it was agreed: “that there was basically no
discipline in this particular home, no action was taken against the
perpetrators, there was no psychological help for [A89] and the
records of all the incidents have since been destroyed!”481
38.

One of the perpetrators was convicted in 1992 and sentenced to

five years’ imprisonment. At the sentencing, the Judge said: “if the
home had been run better by the social services the offence could
not have been committed”.482 Following this case, two Senior
Social Workers wrote to David White expressing “extreme
concern” about the circumstances surrounding the incident and
subsequent actions, including missing files and failure to
investigate staff members involved at the time of the abuse. They
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noted that: “Currently the Department takes no responsibility in
retrospect for the damage caused to young people who have been
damaged in the care system, and we feel this needs to be
addressed”.483
39.

An enquiry report into Hazelwood was conducted by Norman

Hanson - issues regarding allegations against staff have already
been discussed. With regard to sexual abuse between children,
there were some records of the abuse written in 1985-1986 - but
the enquiry concluded that it was impossible to determine whether
senior staff were aware. There was no documentary evidence of
contemporaneous reporting to the Police or senior staff, albeit it
was noted that “residential incident books are all present except for
the 3 months period within which this incident occurred”. T
 he
report focused on the culture at Hazelwood that enabled the
abuse.
40.

The final report was provided to the Director of Social Services,

David White, in 1994,484 although he had seen a previous version
leading him to conclude that: “this is an internal report and we will
not be copying and distributing it other than to those with a need to
know in implementing its recommendations” and would show it to
the three staff members who had expressed concerns.485
41.

Over the next two years the Social Services Department were

involved in meeting civil claims from the complainant (A89) and
one of the alleged perpetrators, who alleged he had been forced
483
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into performing the sexual acts.486 487
Other individual cases (1990-1994)
42.

During the early 1990s, the Inquiry has received documentation

in relation to a few individual cases of sexual abuse between
children in residential care.
43.

In October 1990, an 11-year-old girl at Wollaton House, A603,

disclosed being raped on 2 occasions by a male resident, aged 15.
This was reported to the Police and there was a request that the
perpetrator be moved.488 In March 1991, the male perpetrator
received a two year supervision order.489
In November 1991, an 11-year-old boy at Woodnook, A119,
disclosed having been raped the month before by 15-year-old male
resident who had said “Don’t tell or you’re dead”. Immediately
following the allegation, the alleged perpetrator was moved. In
January 1992, he was found guilty on two counts of indecent
assault and the following month he was given a 12-month
conditional discharge.490
44.

In June 1994, A119 was by this time at Laybrook Community

Home and disclosed that he had been sexually assaulted by a
resident around 18 months’ older than him, who threatened him
with a knife. An initial child protection conference was held for the
alleged perpetrator, who had been moved following the allegation.
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The Police said that they were not going to take any further action
due to the absence of corroborative medical evidence.491 A parallel
conference was held regarding the complainant, who had moved
to a foster home and had admitted also sexually assaulting a
female resident at Laybrook. The final case conference noted that
the Chair believed his allegations. It was agreed to apply to the
Criminal Injuries Compensation Board on A119’s behalf.492
Farmlands (Ranskill Gardens)/Redtiles (1995-1997)
45.

In March 1995, an investigation was carried out following a

complaint that a resident at Farmlands, D46, was at risk from
another resident. The report noted a number of complaints of
sexual abuse between residents and a failure to adhere to both a
case conference recommendation and a suggestion from the
Police that one of the perpetrators, described by staff as a
“ringleader”, be moved. It concluded that the Department had
failed in its duty to protect D46. “There are unclear boundaries and
no clear cut procedure for dealing with abuse with residential care
homes or the settling of disputes between districts. While it is
recognised that each district is responsible for the children within
the district there is no overall strategy across the County”. There
was also “no strategy dealing with the sexualised behaviour of
adolescent boys, no consistent therapeutic approach and there are
limitations to the service that is provided at the moment.”493
46.

The Annual Review Report for Farmlands commented “Staff try
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to protect children by having 2 staff out in the Unit, rather than the
office, being aware of where children are and allocation of
bedrooms. Nonetheless, resident/resident abuse has occurred and
the inspecting officers were very concerned about child protection
issues in their widest sense. These concerns have been the
subject of a confidential document sent to the Director of Social
Services.”494
47.

Alongside this, local recommendations as far back as 1990,

three consecutive annual review reports into Redtiles Community
Homes (between 1995-1997)495 and then the 1997 Utting Report
had all recommended that children who had been sexually abused
should not be placed in the same setting as perpetrators of sexual
abuse. In Tony Dewhurst’s statement to the Inquiry, he says that
every effort was made to avoid putting children at risk when
placing them; if the situation could not be avoided, safeguards
would have been included.496
ACPC 1997 Project and other policy developments
48.

In 1997, Judy Holloway Vine, Project Manager of the ACPC

Project on Children who sexually abuse other children, reported on
children who sexual abuse other children,497 observing that “the
scale of the problem is bigger than initially thought". A pilot was
proposed to divert young people who sexually abuse other children
from the criminal justice system using a Diversion Panel in
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Ashfield, noting "Currently there is no consistent approach for
dealing with these children." The aim of the Panel was to ensure
“that children and young people whose sexual behaviour is
abusive or aggressive, are responded to in a way that meets their
needs and is commensurate with the protection of the public.”498
49.

The 1997, Child Protection Practice Guidance included how to

respond to and support victims and perpetrators; including what is
“normal” sexual experimentation and what constitutes abusive
behaviour.499
50.

The County’s Corporate statement500 notes that “By the time of

Local Government Re-organisation in 1998, both the City and the
County each had established their own respective panels.
Subsequently the panels became known as Assessment and Early
Intervention Panels”. Glynis Storer, from whom you will hear next
week, suggests that the City Council’s Assessment & Early
Intervention Panel was set up during 2000.
Policy developments - 2000s
51.

In 2000, the AIM (Assessment Intervention Moving On) project

developed interagency procedures and a framework for assessing
children and young people presenting with harmful sexual
behaviours on a national level - this was to become the
cornerstone for best practice in the years to come.
52.

By June 2001, building on the 1997 procedures, the ACPC’s

498

NSC001326
NSC000058
500
Pettigrew paragraph 3b.8
499

149

Child Protection Procedures501 included a section entitled ‘Children
and Young People who sexually abuse, harm or offend’.
53.

Annual reports from the City Council’s Assessment and Early

Intervention Panel for 2002-2003 and 2007-2012,502 refer to the
number of young people arrested for sexual offences and the
numbers considered by the Panel. No distinction is made for young
people in care. The reports include a section on work on the victim
perspective.503
54.

During this decade, the County Council had a steering group,

initially on “child on child abuse” and then from 2005-2007, on
“Children who sexually harm”. This existed from at least March
2003504 to July 2007505 and discussed the use of Early Intervention
Panels, the referral of cases from the Police using “arrest lists” and
the use of the AIM model to assess and manage risks posed by a
child exhibiting sexually harmful behaviour (as discussed above).
Work was also done on the development of “child on child practice
guidance”, which resulted in specific Guidance on Children and
Young People who Sexually Harm in 2006, setting out procedural
steps for responding to allegations.506
55.

In 2006, the County’s Children & Young People who Sexually

Harm Sub-Committee reported that their aim was to "develop and
coordinate an effective multi agency response to children and

501
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young people who sexually harm in Nottinghamshire".507
56.

From 2007, the City and County’s Safeguarding Procedures

included a section on “Children who display sexually harmful
behaviour”.508
Individual cases - 2000s
57.

In residential homes in Nottingham City, there was a

concentrated period of concern about sexual abuse between
children in the first half of the decade.
58.

In 2001, a resident at Beckhampton Road disclosed to a staff

member that he had been raped by his roommate, who was
arrested and remanded to secure accommodation.509 A strategy
meeting noted it was important the two were not returned to the
same unit, and the case was considered by the AEIP.
59.

In 2002, a resident at Beechwood, L43, alleged that another

resident had invited him into his bedroom and attempted to pull his
trousers down, whilst asking whether he had had sex with another
boy. The case was considered by the AEIP.510 You will hear
evidence from L43.
60.

In October 2003, a male resident at Beechdale Road, A480,

disclosed that he had been out with two other male residents and
forced to perform oral sex, masturbated, beaten and urinated
upon. There was a joint investigation.511 The case was considered
507
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by the AEIP.
61.

In late 2003 , A479, a resident at Beechwood disclosed that she

had been pressured into having sex with a male resident on two
occasions and thought she might be pregnant. It was noted that
“the staff at the home were not aware of the process and should
not have informed the police” but the National Care Standards
Commission were informed512 and visited the following month.513 It
was reported to the Police and to the Assessment & Early
Intervention Panel,514 who assessed the risk as being “very high”.
The AEIP said they “support prosecution should there be sufficient
evidence” but the case was dismissed in court in October 2004.
62.

In March 2004, a strategy meeting was held regarding six

children at Beechdale Road:515 there were a number of concerns
about incidents of sexualised behaviour, including allegations of
rape. 516
63.

In early April 2004, a strategy meeting was held about five

children at Beechdale Road, some of whom had been involved in
the earlier episode. The “heightened sexual behaviour within the
unit ‘ was viewed as ‘ very worrying”.517
64.

Two weeks later, a strategy meeting was held about ten young

people in the care of the City Council,518 noting concerns around
the sexualised behaviour of children in residential units and also
512
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sexual exploitation by adults.
65.

Over a year later, in July 2005, an inter-agency risk

management meeting519 expressed concern about a young person
returning to Woodborough Road regarding his vulnerability to
sexual exploitation and his grooming and involving other young
people, especially those in care. The Police would “re-visit all
children’s homes with a view to re-establishing the close links in
order to deter sex offenders”. 520
66.

Some county cases during this decade include the following: In

August 2002, a child in foster care, A607, disclosed that another
child in foster care with whom he shared a room had indecently
assaulted him. The alleged perpetrator was moved out of the foster
home. The Police initially noted that the case would be very difficult
to prove, particularly as the complainant had said he would not like
to see it go to court.521
67.

In 2005, an 8-year-old child in foster care, A609, disclosed that

another child in foster care (aged 13) had sexually abused him and
his foster sister (aged 13).522 The foster carers “immediately put
risk strategies in place”. I n July 2005 the perpetrator received a 12
month supervision order and was placed on the sex offenders
register for 2.5 years.
68.

In 2007, a foster parent saw a 16-year-old child in her care,

performing oral sex on an 8-year-old child also in her care, A610.
519
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She reported it to the Emergency Duty Team and in the short-term
ensured no unsupervised contact between the two. The AIM
assessment framework was applied which found that the
perpetrator presented a high level of need and intervention and in
February 2007, he was sentenced to a 2 year supervision order.523
69.

During this period, here were also a number of allegations of

sexual

abuse

between

children

at

Clayfields,

a

secure

accommodation provision run by the County Council.524
Policy developments - 2010s
70.

An article in the Nottingham Post in May 2011 noted nearly 40

suspects out of 574 sex offences against children in 2009/10 w
 ere
u18. “It’s clear we need more services that address the harmful
sexual behaviour of young people, as well as adult offenders.” 525
71.

In June 2011, the City’s AEIP was “suspended due to resource

issues”. “Social Care felt unable to provide an Independent
Reviewing Officer to chair panels and admin support was also
unavailable”.526 By 2013, the Panel was operating again,527 but the
Group which provided its mandate was noted to have not met for
“some time”. Helen Blackman, from whom you will hear next week,
explains that the City’s Assessment of Sexual Harm Panel, as it is
now called, meets monthly to provide a multi-agency forum for
managing concerns of HSB.528
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72.

In 2015, the NSPCC developed an ‘Operational Framework for

Children and Young People displaying harmful sexual behaviours’,
in conjunction with the City Council and other LAs, to structure
local policy and practice on this issue, following unsuccessful
attempts to formulate a national strategy on the issue.529 530
73.

In October 2016, the County Council carried out an audit of their

approach to HSB using the NSPCC framework.531 Its findings
included that good training was available for foster carers in
recognising the specific needs of children who sexually harm, but
there were “some questions over the impact given the reluctance
of carers to take children with histories of HSB”.
74.

In December 2017, the DfE published detailed advice for

schools and colleges covering child on child sexual violence.532
75.

In January 2018, the County Council set up a Harmful Sexual

Behaviour Panel “to act as a conference based advisory group,
thus provides a source of knowledge, expertise and support for the
operational teams.”533 This appears to have taken the place of the
Assessment and Early Intervention Panel.
76.

In May 2018, the County Council carried out a further audit534 of

10 cases of HsB they had handled, 2 of whom were in residential
care at the time of the audit. Findings included: (a) A significant
pattern of delay in identifying and responding to HSB at the first
529
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opportunity in most cases. (b) Specific confusion with Children’s
Social Care professionals conflating Council assessments of risk
and disposal, with Police prosecution decisions. They criticised
“...a pattern of AIM assessments not commencing and/or work
breaking down once the Police decided not to prosecute.” It was
noted that there is “...an over-dependence on Police decision
making shown by lead [Children’s Social Care] workers”; as well as
(c) Lack of Police and CPS understanding of the “AIM assessment,
with reference to what its purpose is and when it should be used”.
77.

The first meeting of the HSB Panel took place in June 2018535

and an action plan is still underway in responding to the
recommendations from the 2016 audit.536
78.

Professor Hackett notes that whilst awareness of the issue of

HSB in childhood has grown significantly over the last few decades
and the majority of Local Safeguarding Children Boards specifically
acknowledge the issue in their procedures, “there is still no
national strategy or overarching service delivery model in relation
to this issue across the UK, though the NSPCC operational
framework is a significant step forward towards in this regard.”537
Individual cases - 2010s
79.

A number of individual cases of sexual abuse between children

have been disclosed to the Inquiry from this decade
80.

As already discussed, in September 2011, a serious case
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review was carried out following the death of a child who was in
the care of the City Council at the time of his death.538
a. “[The child] was the victim of sexual assaults by other
residents” a
 nd “was also continuing to display sexualised
behaviour” - d
 espite this the AEIP was cancelled and never
rearranged without explanation. “Social Care and YOT
should have ensured that this Panel took place.”
b. “Children and young people who sexually offend are one of
the most vulnerable groups of children. Robust processes
must be in place to assess their levels of need, vulnerability,
risks posed and appropriate interventions. This needs to be
coordinated

within

a multi-agency forum. Therapeutic

interventions that are intended to address issues of sexual
offending must be joined up in order to prevent duplication in
what is a highly sensitive matter.”
81.

A recommendation was “The process for assessment and early

intervention in relation to children who are at risk of sexually
harming others is to be reviewed and strengthened to ensure that
these children have a full assessment and intervention plan that
supports their own vulnerability and safeguarding needs. This will
include the development of clear governance and performance
management arrangements.”
82.

In July 2012, a 4-year-old child in foster care with the County,

A605, alleged that he had been forced to perform oral sex on a

538
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13-year-old child who was placed with a different foster family, who
were visiting.539 The AIM assessments were delayed due to a lack
of trained social workers. “no investigation or assessment into
either young person appears to have been implemented”. The
case against the perpetrator was dropped in September 2013 on
the grounds of capacity to stand trial.
83.

In August 2014, a female resident at a City children’s home,

A566, disclosed that a male resident had sexually assaulted her
room.540 The alleged perpetrator was moved to another placement.
The case was reported to the Police and referred to the CPS for a
prosecution decision,541 which concluded that the evidential test
was not passed on the issue of reasonable belief in consent.
84.

In May 2014, a child in a County residential care home, A588,

disclosed to a member of staff that he had been sexually abused
by another resident during the night, including forced oral sex and
masturbation. The complainant was moved to respite foster care to
ensure his safety and the perpetrator was given one-to-one
supervision at all times before being moved to a therapeutic
placement. In December 2014, the perpetrator was sentenced to
an 18-month detention centre order.542 In April 2015, a complaint
was made to the County Council on behalf of A588.543 An
independent investigation by Teri Muir in October 2015 found that
“staff at the care home failed in their duty of care towards him”. A
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number of issues were raised by Ms Muir, including the agency
staff used by the Department. She “...found it difficult to locate any
of the specific guidance the Department has about procedures for
staff

in

Nottinghamshire

County

Council

homes”.

She

recommended that the Council write a letter acknowledging their
failings and consider an apology, and that consideration be given
to appropriate redress in light of the abuse. Some other
observations were made regarding difficulties conducting the
investigation, which “led the Investigator (and Independent Person)
to question how well the incident...was investigated and how
seriously it was taken in respect of lessons that could be learned
from what happened.”
85.

Around 18 months letter, a letter was sent to A588 from the

Group Manager following a meeting she had with him. She
accepted the investigation’s findings and recommendations and
offered A588 “an unreserved apology to you for the failings which
resulted in the sexual assault you suffered while in our care.”544A
letter was sent the same day from Colin Pettigrew, Corporate
Director,545 which added a personal apology and said that they
would be happy to support him to make a claim to the Criminal
Injuries Compensation Board if he had not already done so. He
also recommended that A588 take legal advice about a claim for
compensation against the Council. Although a letter of claim was
received in September 2017 and a response a month later,546 this
does does not appear to have progressed and in August 2018, Mr
544
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Pettigrew emailed Ms Collinson asking her to get in touch with
A588 to encourage him to progress his claim for compensation.547
86.

In November 2016 and May 2017, allegations of sexual abuse

between children were made at a privately run children’s home.548
You will hear evidence from Daniel Yates, a staff member at the
Home, next week about these cases.
Police approach to sexual abuse between children
87.

As at 1994, offences of assault by a child on another in

Community Homes were excluded from the remit of the Family
Support Unit (FSU),549 and referred on to CID.550 This practice
continued until at least 2005. 551
88.

Following new procedures in 2006552 certain cases of harmful

sexual behaviour would be dealt with by the Public Protection
Department and others by Divisional Officers, depending on the
severity of the alleged offence. The 2006 Procedures were revised
in 2011: officers were instructed to refer to the CAIU all crimes
where a victim of physical or sexual abuse was under 18553.
89.

The Police also had a role in attending Assessment & Early

Intervention Panels as part of multi-agency discussions in how to
address allegations harmful sexual behaviour.554
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CPS approach to sexual abuse between children
90.

The first edition of the Code for Crown Prosecutors (1986)

refers obliquely to sexual abuse between children, noting
“Whenever two or more persons have participated in the offence in
circumstances rendering both or all liable to prosecution” the CPS
should take into account relative ages, and whether there was any
element of “seduction or corruption” w
 hen deciding whether to
institute proceedings, and if so, against whom.555
91.

Specific policies or guidance relating to harmful sexual

behaviour between children have only been produced by the CPS
in the last 10 years - in 2009 Guidance on Prosecuting cases of
Child Abuse556:
“Children may be the victims of abuse committed by other
children. All such cases should be reviewed by a youth
prosecutor...It is essential that the interests of all the children
involved in the case are considered, including the impact of a
prosecution and the most appropriate venue for trial, particularly
where the children are very young….” 557
92.

Recent Youth Offenders Guidance558 sets out some of the

unique considerations for prosecutors dealing with cases of sexual
abuse between children. It explains that all cases where both the
“defendant” and the “victim” are under the age of 13, a Chief
Crown Prosecutor (or a Deputy) must be notified. Additionally, all
555
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cases of sexual abuse between children must be reviewed by a
prosecutor who is both a rape specialist and a youth specialist.
93.

In respect of the decision to charge, or not, in such cases, the

Youth Offenders Guidance notes:559 “...the balance of the public
interest

must

always

be carefully considered before any

prosecution is commenced.” T
 he Police and the CPS should take
into account: (a) The views of other agencies involved - particularly
Social Services; (b) “The consequences for the victim of the
decision whether or not to prosecute” (c) “...any views expressed
by the victim or the victim’s family”; (d) “any background or history
of similar conduct”; and (e) “information about the relationship
between the two”
94.

A distinction is made in the Guidance between alleged

perpetrators aged between 13-17 and those under the age of 13,
commenting

that:

“There

is

a

fine

line

between

sexual

experimentation and offending and in general, children under the
age of 13 should not be criminalised for sexual behaviour in the
absence of coercion, exploitation or abuse of trust.”560
95.

The accompanying Rape and Sexual Offences Guidance561

explains that the overriding public concern in dealing with
allegations of sexual abuse between children is to protect children;
not to punish children unnecessarily. Nevertheless, all cases in
which it is alleged that sexual offences were committed by or upon
persons under the age of 18 years must always be referred to the
559
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CPS for a charging decision. A prosecutor must consider factors
including: (a) “The age and understanding of the offender”; (b) The
relevant ages and levels of maturity of the parties; (c) Whether the
complainant entered into sexual activity willingly, i.e. did the
complainant understand the nature of his or her actions and that
(s)he was able to communicate his or her willingness freely; (d)
The relationship between the parties and whether this represents a
genuine transitory phase of adolescent development; (e) Whether
there is any element of exploitation, coercion, threat, deception,
grooming, seduction, manipulation or breach of trust in the
relationship; (e) Whether the child under 13 freely consented (even
though in law this is not a defence) or a genuine mistake as to her/
his age was in fact made; (f) The nature of the activity e.g.
penetrative or non-penetrative activity; (g) The sexual and
emotional maturity of the parties and any emotional or physical
effects resulting from the conduct; and (h) The likely impact of any
prosecution on the parties.
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14. The evolution of responses to CSE and/or the abuse of children in
care by prostitution
1. This investigation does not look in detail at Child Sexual
Exploitation, as the Inquiry has a separate investigation into this
issue. However, the issue of children in the care of the Nottingham
Councils being sexually exploited, or being involved in prostitution
as it was often referred to in the past, cannot be ignored involving
as it does the sexual abuse of children in care. The issue has
already been explored in the context of Beechwood.

2. As set out in the complainant CP summary table, one former
resident of Bracken House in the 1970s, F38, says: "It has become
clear to me, as a result of many years of working with and for sex
workers in Nottingham, that many many girls who were in the care
of Nottingham Council suffered sexual abuse and were allowed to
become sexualised as children and were offered not protection or
support either by the Local Authority or the Police. It was as if there
was a policy or view within Nottingham Council Social Services
department, its social services staff and Nottingham Police that
girls like me did not need or did not deserve protection."

3. The issue of CSE was one that the County’s Social Services
Committee engaged with as early as 1986 and was identified as a
“problem” f or the Department by the SSI and at a national level in
the early 1990s. As at 1993, a link had been established between
each Community Home and the Nottinghamshire Police vice squad
to build an overview of adults involved with child prostitutes. In
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1996, a joint protocol between the Police and Social Services was
agreed for tackling the issues of “children involved in prostitution”
and specific guidance was formulated the following year.

4. More recently, a specific Multi-Agency Sexual Exploitation Panel
has been established amongst other developments, although
some criticisms of the Police’s approach to the issue have been
identified in HMIC inspections and peer reviews. More detail about
recent developments is set out in the Corporate statements
provided by the Councils and Police.

15. Conclusion
This investigation covers half a century of local authority responsibility
towards children in care and the responses to the sexual abuse of those
children.

Some of the issues that arise and that will be canvassed with

witnesses over the next three weeks include

Questions to ask
1. What is the nature and extent of allegations of sexual abuse of
children in the care of the Councils - particularly in relation to
Beechwood, foster care and abuse between children?
a. Was there an understanding at a senior level of the extent of
abuse?
b. If so, what if any measures were taken ?
c. Did the measures successfully address the issues identified?
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d. Was high level action inhibited by other problems faced by
the Councils, for example in relation to child protection and
field social work practice?

2. When

children

were

able

to

disclose

sexual

abuse

contemporaneously - what was the response of the Councils, the
Police and the CPS?
a. Were children taken seriously?
b. Were staff and foster parents prioritised over the children
making allegations?
c. Was there a culture at any given time that inhibited the
investigation of allegations?
d. Were allegations properly investigated by the Police?
e. Were CPS decisions made in accordance with the guidance
of the day?
f. What steps were taken in respect of the child who had made
disclosure?

3. Where enquiries were carried out:
a. To what extent were internal reports relied upon rather than
external scrutiny?
b. Where reports or investigations were carried out and made
recommendations, were they followed through?
c. To what extent did the Councils seek to learn lessons?

4. If children weren’t able to disclose - what were the barriers to
disclosure?
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a. To what extent did the environment in which they were
placed have an impact?
b. Did physical abuse inhibit disclosure?
c. Did prevailing attitudes to how children in care were viewed
in the community impact on their ability to disclose?

5. Have the institutions taken appropriate steps to reduce barriers to
disclosure and active steps to facilitate disclosures?

6. Where allegations have been disclosed of non-recent abuse, how
have the Councils, the Police and the CPS responded?
a. How have the Councils responded to civil claims?
b. What approach have the Councils taken to investigating
allegations?
c. Did

the

scale of Police investigation between 2010 and

2015 match the scale of the emerging number of allegations
of historic sexual abuse claims?
d. What support have the councils and the police provided
complainants?

7. Specifically with regard to Beechwood a. what if any explanations are there for the mismatch between
the large number of allegations of sexual abuse and the
small number of contemporaneous investigations?
b. Were sufficient steps taken to protect children from risk of
sexual abuse from staff and other residents?

167

c. Did the environment facilitate the sexual abuse of children
going undetected?
d. Was sufficient regard taken of the challenges presented by
the intake of children who had been sexually abused with
those who had sexually abused?
e. By 2000 did Beechwood provide a viable residential child
care facility that protected and promoted the welfare of
children?

8. Specifically with regard to foster care:
a. Were appropriate steps taken to protect children from
abuse?
b. Were investigations of abuse conducted independently?
c. Were there factors specific to foster care that inhibited
disclosure?
d. What measures if any were taken to address the interests of
the child over the interests of the foster carers when foster
carers were re-assessed in the wake of allegations ?
e. Did the Councils seek to evaluate and learn lessons from
cases of sexual abuse in foster care?
f. If they did do so, what effect if any did this have on the foster
carer approval process?

9. Specifically with regard to sexual abuse between children:
a. Were appropriate steps taken to protect children when
making placement decisions?
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b. Did institutions properly differentiate between consensual
and non-consensual activity?
c. Were allegations responded to seriously, or were they
considered as normal adolescent behaviour?
d. Do the Councils, Police and CPS now have a sufficient
understanding of harmful sexual behaviour, including policies
and procedures directed specifically to the issue?
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